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To my students, past and present, whose enthusiasm and idealism 
have never failed to inspire me. 


PREFACE | Z 


Each successive edition of this text has reflected the constantly evolving nature of 
nursing. Each, it seems, is a little bigger than the last, and each has contained more 
depth of content as the scientific body of nursing knowledge has expanded and 
nursing methodology has become more precise. 

The purpose of the present edition is the same as that of previous editions, that 
is, to provide students with an introduction to the practice of nursing and to give 
them a solid foundation of basic knowledge and skills on which to build in more 
senior nursing courses. The first unit focuses on the role of the nurse in today’s health 
services. The second unit introduces students to the methodology of nursing and 
helps them to acquire the tools needed to begin practice. In the third unit the student 
is assisted in applying the nursing process in the care of patients who need help in 
meeting their basic needs, regardless of their medical diagnosis. 

It is my firm belief that if a textbook is to be used by students, the material in it 
must be presented in language that is both readable and interesting to them. In this 
regard, I agree with the noted educator Jerome Bruner that it is possible to present 
complex ideas in understandable terms in an intellectually honest form, provided one 
teaches by fundamental concept. This is the approach that has been used in this text. 

Fundamental concepts underlying the provision of health care are introduced 
early in the book, and relevant scientific principles are highlighted in each chapter. 
Each chapter, except the first, begins with a set of objectives for students to use in 
evaluating their own progress in learning. A guide for assessing the patient’s functional 
status in regard to each of the basic needs and a guide for evaluating the effectiveness 
of nursing action have been included at the end of each chapter wherever these are 
appropriate to the content. In addition, a study situation is included. In this edition, 
references cited throughout each chapter are listed at the end of the chapter. A 
suggested readings list provides an additional source of material for those who wish 
to pursue a particular topic more extensively. Included at the end of the text are a list 
of prefixes and suffixes used in medical terminology and a glossary of terms defined 
in the text. 
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INTRODUCTION TO 


HEALTH CARE 


FOCUS ON HEALTH 


Health has been defined by the World Health 
Organization as a state of complete mental, 
physical and social well-being and not merely 
the absence of disease or infirmity.! And it is 
health, rather than illness, that is finally becom- 
ing the focus of our health services. In the past 
few years, there has been a major change in the 
philosophy of health care in North America. We 
appear at long last, to have swung towards a 
more positive approach—one that stresses 
health promotion and the prevention of illness 
as matters of primary concern, with restoration 
to optimum health, not merely the curing of 
disease, as the goal of therapeutic care. 

Even the language we use in connection with 
health care is changing to reflect a more opti- 
mistic outlook. Instead of discussing ‘‘treat- 
ment" levels, people are now talking about lev- 
els of health promotion or levels of disease 
prevention to describe health services. The three 
levels of health promotion most commonly dis- 
cussed are: 


1. Primary Health Promotion. This is con- 
cerned with encouraging people to become as fit 
and healthy as possible, so that they are able to 
enjoy life to the fullest. ^ Primary promotion 
encompasses generalized health promotion as 
well as specific protection against disease.? Serv- 
ices such as nutrition, counseling on exercise 
and hygiene, and immunizations against specific 
diseases would be included in primary promo- 
tion programs. 


2. Secondary Health Promotion. This is con- 
cerned with both (a) the early detection of de- 
viations from normal growth and development, 
or signs of ill health, and (b) prompt intervention 
either to prevent abnormality or illness or to 
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lessen their severity. Secondary promotion serv- 
ices include screening programs, such as the 
mass screening of specific population groups to 
detect persons with tuberculosis or the hyper- 
tension (high blood pressure) screening clinics 
that are often held in shopping malls by the 
Heart Association and other groups. Also in- 
cluded at the secondary level is the care and 
treatment of the ill on an inpatient basis in the 
hospital, on an outpatient basis in a clinic, or in 
the home. 


3. Tertiary Health Promotion. This level is 
primarily oriented toward rehabilitation, with 
services designed to restore individuals (and 
their families) who have been ill or disabled to 
as full and independent a life as possible within 
the constraints of their disability. Services at 
this level include the retraining of individuals 
in basic life skills—if necessary, to walk or 
perhaps to talk again, to adjust to their disability, 
and, sometimes, to reorient their lives to accom- 
modate the residual effects of an illness or to 
prevent its recurrence. 

Although the three levels of health promotion 
have been described separately, it is important 
to remember that they exist on a continuum, 
with many of the services overlapping in actual 
practice. 


REALIGNMENT OF SERVICES 


Along with the increased emphasis on pro- 
motion of health rather than care of illness, there 
has been a realignment of health services, with 
a major shift towards the provision of more 
ambulatory and home care services in the com- 
munity. We have seen in the past ten years the 
rapid growth of Health Maintenance Organiza- 
tions in the United States and of Family Practice 
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Units and Community Health Centres in Canada, 
as well as “storefront” and “free” clinics, crisis 
centers, and other forms of primary care in both 
countries to give more ready access to health 
services for people in a community. This trend 
can be explained in part by the rising costs of 
hospital care, which have soared astronomically 
in the past few years. It would seem a better 
investment economically to keep people healthy 
and to detect and treat disease early, rather than 
to permit serious illnesses to develop that re- 
quire costly institutional care. This approach 
has, indeed, been utilized effectively in the 
Health Maintenance Organizations, where it has 
been shown that the incidence of hospitalization 
among people enrolled in the HMO is less than 
in the general population.‘ 

Certainly, the concept of health monitoring 
throughout the life cycle—to promote optimum 
health, to detect the early signs of illness or 
abnormality, and to initiate prompt treatment— 
appears to be becoming more widely accepted. 
In one program using this approach, health goals 
and the professional services needed to attain 
them at various stages of the lifespan have been 
identified for each of ten different age groups, 
starting with pregnancy and the perinatal period 
and ending with old age. For example, in infancy 
(the first year of life) one goal is to establish 
immunity against specified infectious diseases. 
This goal would be achieved in the course of 
four professional visits with the healthy infant. 
During these visits, other goals would also be 
accomplished. The infant would be observed for 
any deviations from the normal pattern of 
growth and development and for the early signs 
of disease, so that treatment could be initiated 
before irreversible damage was done. The 
mother, or father, accompanying the infant 
would be counseled regarding care and feeding 
to promote the child’s optimum physical and 
psychosocial development.* 

We are likely to hear much more about health 
monitoring in the next decade, as health insur- 
ance carriers and government agencies begin to 
recognize the economic value of a preventive 
approach to health care. 


PHYSICAL FITNESS PROGRAMS 


There has been a tremendous upsurge in phys- 
ical fitness programs in North America in recent 
years. We have suddenly become very conscious 
of the value of exercise. We are also much more 
interested in nutrition and more aware of the 
benefits of sound health practices than previous 
generations have been. Physical fitness testing 
has become popular. A ‘‘fitness evaluation” usu- 


ally includes an assessment of your respiratory 
functioning, an estimation of the percentage of 
body weight you are carrying in fat, your general 
strength, and your cardiovascular fitness. This 
evaluation is often combined with a lifestyle 
inventory to provide the basis for an analytical 
and critical look at the risk factors in your 
lifestyle. Risk factors are habits or existing health 
states that render a person more vulnerable to 
major health problems. Cigarette smoking, for 
example, has been linked to respiratory diseases 
(such as cancer of the lungs) and is therefore 
considered a risk factor. Obesity is felt to con- 
tribute to the development of such problems as 
heart disease, diabetes, and hypertension and is 
therefore also considered a major risk factor. 

Many places where people work now have a 
physical fitness program for their employees, 
with facilities (and instructors) available so that 
people can exercise during their lunch or coffee 
breaks or after working hours. Occupational 
health programs also often utilize a fitness eval- 
uation and lifestyle inventory as the basis for 
health counseling of employees. An exercise 
program tailored to the individual’s age and 
fitness status might be suggested, for example, 
or a diet might be recommended if the person is 
overweight. The individual would be referred to 
his private physician if a serious problem is 
suspected. 


POPULATION CHANGES 


Aging. Not only have there been major changes 
in recent years in the philosophy of health care 
and in the alignment of services, there has also 
been a change in the composition of the popu- 
lation to be served. In both the United States 
and Canada, we have seen a marked slowing 
down in the rate of population growth. The birth 
rate in both countries dropped dramatically in 
the 1970’s and this, together with the lengthen- 
ing of the lifespan, has led to a greater proportion 
of older people in the population than at: any 
other time in our history. 


Family Dispersion. This phenomenon has oc- 
curred at a time when there has been increasing 
fragmentation of the extended family. Grownup 
children now often live thousands of miles away 
from their parents and, with more women work- 
ing outside the home now than ever before, there 
is often no one at home to look after an aging 
mother or father. Alternative services have had 
to be developed to assist older people to remain 
independent as long as possible, and facilities 
have had to be built to care for them when they 
are no longer able to care for themselves. 


Well-staffed, well-run day care cen- 
ters provide positive experiences for 
children of working parents—single 
and married. In the United States as 
many as 50 percent of preschool 
children have mothers who work out- 
side the home. (Courresy Canadian 
Nurses Association, Helen K. Mussal- 
lem Library. Photo by Victor Wong, 
Studio Impact, Ottawa, Ontario.) 


Single Parent Families. There has also been a 
striking increase in the number of "single par- 
ent” families—there were an estimated 4.2 mil- 
lion in the United States in 1980, This situation, 
combined with the increased numbers of work- 
ing mothers, has meant that social institutions, 
such as day care centers, schools, and commu- 
nity centers, must provide many services that 
once were provided by parents in the home. The 
day-to-day management of many transient and 
chronic problems of children's illnesses may be 
delegated to the day care worker, the teacher, or 
the school health nurse. For example, the school 
nurse may be asked to give a child medication 
at specified times after the acute phase of an 
illness is past and the parent must return to 
work.* 


Urbanization. Then, too, we are having to cope 
with the need for rapid expansion of health 
services in our cities, as the trend toward urban- 
ization continues. All too often, the number of 
people moving into the city far outstrips the 
capacity of its health services. This is particu- 
larly true in inner city neighborhoods, where 
overcrowding and poverty frequently coexist— 
not always peacefully—to compound the situa- 
tion. It is the inner city neighborhoods, too, that 
usually have most of the new immigrants. This 
situation usually results in a rich cultural mix 
among the inhabitants, but often poses problems 
for health workers both in overcoming language 
barriers and in understanding different beliefs 
and customs in regard to health and illness. 
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CHANGING NATURE OF DISEASE 
PATTERNS 


As the composition of our population has 
changed over the years, so has the nature of the 
diseases and disease patterns affecting us. The 
twentieth century has witnessed tremendous ad- 
vances in medical science that have radically 
altered disease patterns in our Western societies 
and revelutionized our health care. Most of 
the communicable diseases that necessitated 
lengthy hospitalization and took such a toll of 
human lives at the beginning of the century have 
been virtually eliminated by improvements in 
public health: measures coupled with the discov- 
ery and widespread use of specific immunity- 
producing agents. The "miracle drugs" of the 
1940's eed 1950's, the sulfonamides and the 
antibiotics, radically changed methods of patient 
care by hastening recovery and lowering fatality 
rates fom infections. The rapid advances in 
medical therapy and in surgical techniques dur- 
ing the 1950's and 1970's have also contributed 
to increasing the lifespan of people in our soci- 
ety. 

The longer people live, however, the more 
likely thev are to suffer from chronic and degen- 
erative diseases. And, indeed, heart conditions. 
cerebrovascular accidents (strokes), and cancer 
are the three leading causes of death in North 
American today. These disorders also figure 
prominently on the list of chronic conditions 
from which people suffer. 

Many of our present-day health problems = 
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directly attributable to the way in which we live. 
Faster automobiles, driven at high speed on the 
nation's roads, have contributed to making ac- 
cidents the fourth leading cause of death in both 
the United States and Canada. The care and 
treatment of accident victims has become a ma- 
jor portion of the workload in our hospitals. The 
need for rehabilitation services to help restore 
these people to an active, functioning role in 
society has greatly increased. Still, the large 
number of people permanently handicapped as 
a result of accidents keeps growing, adding 
greatly to the demand for long-term care sery- 
ices. 

The heightened tempo of life in today's world 
has led to many stress-related health problems. 
There has been a marked increase in the inci- 
dence of mental illness, for example, especially 
among our young people, and we are also seeing 
much evidence of the tragic effects of alcohol 
and drug abuse. Suicide, homicide, and other 
acts of violence are on the increase, as noted in 
the health statistics, and also as seen in the 
people coming into, or being brought into, our 
health agencies for care. 


TECHNOLOGICAL ADVANCES 
The latter half of this century has been char- 


acterized by a biomedical knowledge explosion. 
It has been estimated that new information stem- 


ming from research in the biomedical sciences 
in the past 35 years has more than doubled the 
total amount of knowledge in the field. We have 
already mentioned the discovery of the sulfon- 
amides and the antibiotic drugs, which so radi- 
cally and rapidly altered the care of diseases 
caused by infectious agents. Tranquilizers and 
mood-changing drugs, which came into wide- 
spread use in the mid-1950's, had much the 
same effect in altering treatment for the mentally 
ill. It was no longer necessary to put people in 
straightjackets or otherwise restrain them phys- 
ically to keep them from harming themselves or 
others. Tranquilizers can quickly calm a violent 
patient, making him easier to cope with and, 
also, more amenable to other types of therapy. 

Then, too, advances in the use of anesthetic 
drugs and new surgical techniques have made’ 
extensive heart surgery possible and organ trans- 
plant feasible. A new area of treatment has been 
opened up in nuclear medicine, with radioactive 
iodine, gold, and phosphorus, for example, 
being added to the armamentarium of possible 
treatments for various disorders. 

But it has not been in treatment alone that 
advances in technology have proved useful in 
the health field. New equipment such as the 
body scanners, fetal monitoring machines, and 
the cardiac monitors have helped both in de- 
tecting illness and abnormality and in maintain- 
ing surveillance of patients undergoing treat- 
ment. Nor should we forget the computer, with 
its tremendous capabilities for the rapid pro- 
cessing of information, which is being used in 
the diagnosis and continued monitoring of per- 
sons with disease. 

There have been many changes, too, in the 
field of rehabilitation. Our knowledge of the func- 
tioning of the human body has increased, and 
we have been able to utilize much of our new 
knowledge—in nutrition, body chemistry, and 
the like—in hastening people's recovery from ill- 
ness and their restoration to health. We have a 
better understanding, for example, of the phys- 
iology of rotor activity, and this knowledge has 
contributed to the development of the new sci- 
ence of kinesiology, which deals with the study 
of human movement and human performance. 

New communications technology has made 
possible alternative methods of delivering health 
care. In the Australian bushland, a doctor may 
talk directly to a patient on an isolated sheep 
station, for example, by radiotelephone to find 
out what the problem is and to advise on treat- 
ment. A person with a pacemaker can receive 
prompt counsel on the state of his heart and his 
pacemaker, wherever he or she may be in the 
world, through the use of a new electronic de- 
vice. The device, called a “screener,” is battery- 
operated and, when placed on the skin near the 


Heart patient Dick Jensen with screener (a battery- 
operated device that picks up electrical activity of the 
heart and converts It to an audible tone) in place can 
telephone the cardiac unit of the hospital to have his 
cardiac performance monitored. (Courtesy Westworld 
Publications Lid. Vancouver, B.C Photo by Michael 
Maher.) 


top of the left arm and chest, picks up the 
electrical activity of the heart as an audible tone. 
The sound can be transmitted by telephone to 
the cardiac receiving unit of the patient's hos- 
pital for interpretation and follow-up counsel- 
ing. 

Television has also proved to be very useful 
in health work. It has helped to bring the latest 
in health care to many people far away from 
major health centers. Health education programs 
are now being beamed to remote villages in 
northern Canada via satellite television. Televi- 
sion equipment in the operating rooms of teach- 
ing hospitals can allow students and doctors in 
adjoining rooms and buildings as well as in 
faraway hospitals to follow the progress of op- 
erations. The possibility of monitoring patients 
by videotelephone no longer seems a futuristic 
dream. 


THE BLENDING OF TRADITIONAL 
AND WESTERN MEDICINE 


Rather ironically, at the same time that West- 
ern medicine is being catapulted into the space 
age in terms of detection and treatment of ill- 
ness, there has been a resurgence of interest in 
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the ways of traditional healers. We are, in fact, 
beginning to recognize that perhaps there was 
something to be said for Grandmother's home 
remedies after all. For a long time, the Chinese 
have successfully blended scientific and tradi- 
tional medicine, and the Western world is start- 
ing to take another, less prejudiced, look at some 
of the folk medicine we scoffed at in the not- 
too-distant past. Acupuncture, for example, 
which has been practiced in the Orient for many 
centuries but was scorned by Western medicine 
until recently, is now accepted as having a 
legitimate role in our medical therapy. 

In recent years there has also been a great deal 
of research into plant medicine in such countries 
as Ghana and Nigeria, where herbalists have 
long been a part of the traditional health scene. 
Results from this research are showing that 
many herbs traditionally used to treat disease 
do indeed have remarkable curative powers. 
This is perhaps not so startling when one real- 
izes that digitalis, which is so very important in 
the treatment of heart disease, was extracted 
originally from the foxglove plant, although it is 
now manufactured chemically in the laboratory. 

In many countries of the world, including the 
Philippines, Thailand, and Ghana, to name but 
a few, traditional birth attendants are being in- 
corporated into the organized system of health 
care in the country. Training programs spon- 
sored by governments and international agencies 
help to upgrade the midwives’ skills, and they 
are proving to be very helpful in promoting the 
health of women, particularly in the rural areas. 
Another individual now being viewed as a 
strong potential partner in health care in many 
developing nations is the witch doctor, or med- 
icine man, whose methods of healing have often 
included many different forms of treatment, in- 
cluding the use of herbs and massage as well as 
invocation of the spirits. 


IMPLICATIONS FOR NURSING 


And wheat, you may ask, does all this mean 
for nursing? 

Insofar as the emphasis on health promotion 
and disease prevention these days is concerned, 
it certainly means that nurses must have a good 
knowledge base about health, nutrition, exer- 
cise, and life skills.^ Nurses are seen as key 
figures in health promotion, for several reasons. 
Health teaching has long been considered a 
major nursing responsibility, although it has not 
always received the attention it warrants in 
nursing education programs. Nurses have earned 
their acceptance by the public as persons knowl- 
edgeable about health matters. Nurses are also 
more accessible than many other health profes- 
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sionals to people who want help and advice on 
health matters. Consider the nurse who is living 
in the community and raising a family. Even if 
she is not engaged in active professional prac- 
tice, her house soon becomes a neighborhood 
center for the care and treatment of minor ill- 
nesses, for first-stop emergency care in many 
cases, and for general counseling about health 
problems for people in the community. 

Nurses who are in active practice, particularlv 
those in school settings, occupational health, or 
community health, play a major role in provid- 
ing information and counseling people about 
ways and means to promote their health and 
prevent disease. Many nurses have become in- 
volved in starting and, often, operating fitness 
programs in schools, hospitals, offices, plants. 
and communities. A great many more are teach- 
ing others by example, through their own atti- 
tudes toward, and participation in, fitness pro- 
grams.? 

Many large companies employ nurses who. in 
addition to performing routine first-level care 
functions, act as health counselors. The nurse 
may undertake fitness evaluations or set up 
lunchtime exercise programs for employees. She 
might counsel an employee who suffers from 
chronic bronchitis, for example, on the hazards 
of cigarette smoking. Nurses who act as health 
counselors require effective communication 
skills as well as a broad knowledge base. 

The realignment of our health care system, 
with the shift toward more ambulatory and 
home care services. has increased the number 


of nurses working in the community. Here, 
nurses are playing an increasingly large role in 
identifying patient needs, coordinating the var- 
ious services available, and providing care. They 
require skills for assessing the health status of 
individuals and families, for applying tech- 
niques to maintain or restore health and to 
prevent illness, and for helping people to cope 
with the effects of illness or disability.’ 

Nurses need to be knowledgeable about the 
resources available in the community in which 
they work. Many new and innovative programs 
are developing to fill needs created by the dis- 
integration of the traditional family unit. There 
are now day care services for senior citizens as 
well as for children, and drop-in centers for all 
age groups. Transition houses for battered wives 
and their children have begun to appear in major 
urban centers in the United States and Canada, 
as have halfway houses for the mentally ill and 
for alcoholics and drug abusers. In inner-city 
neighborhoods, where language and cultural be- 
liefs of different ethnic groups may pose prob- 
lems for the nurse, interpreters and other re- 
source persons for the newcomer are often 
available through neighborhood community 
centers, local drop-in centers, or churches. 

An increasingly large number of nurses are 
involved in working with older people, who 
now constitute such a large part of our society. 
Many nurses are providing health maintenance 
services for people in senior citizen housing 
units, helping them to keep well and as active 
and independent as possible, for as long as 
possible. Nurses are also the principal providers 
of care in nursing homes and extended care 
facilities, where so many of the sick elderly are 
in residence. 

People coming into short-stay hospitals these 
days are usually acutely ill. Many, like the 
accident victim with multiple injuries or the 
person who has just suffered a heart attack or a 
stroke, require very intensive nursing care. The 
complexity of care and the highly sophisticated 
machinery used require specialized skills and, 
indeed, a large number of nurses are now taking 
advanced preparation to become clinical spe- 
cialists. 

As so many of the diseases prevalent in our 
society today are attributable to high-pressure 
urban living, it is important for nurses to have 
a good understanding of the nature of stress and 
the common ways of coping with it. Nurses, as 
well as their patients, are vulnerable to the 
effects of stress, and the nurse must examine 
her own lifestyle carefully to make sure that she 
plans her activities to include sufficient rest and 
recreation in order to offset the stress she en- 
counters in her working environment. 


Many of our stress-reduction techniques, as, 
for example, yoga and meditation, have come to 
us from other cultures. We are beginning to 
recognize that we have a great deal to learn from 
the traditional ways of healing of other peoples. 
An understanding of different beliefs and cus- 
toms in regard to health and illness has become 
important for nurses, particularly in view of the 
multicultural fabric of our North American so- 
ciety. 


SUMMARY 


All indications point to a greater emphasis on 
the promotion of health and the prevention of 
illness in our health care services. Agencies are 
rapidly developing to provide more ambulatory 
and home care services, and it is likely that 
hospitals in the future will be reserved for the 
acutely ill who require highly specialized serv- 
ices. These trends in health care delivery indi- 
cate a greater need for nurses who are able to 


INTRODUCTION TO HEALTH CARE O 


work in the community, can assume broader 
clinical responsibilities, and can plan, organize, 
and carry out health promotion and disease 
prevention programs for all age groups. Nurses 
working in hospitals will need even more highly 
developed skills to care for the acutely ill. The 
next decade will undoubtedly see a tremendous 
increase in the numbers of nurses functioning 
in expanded roles, both in the community and 
in the hospital setting, as nurse practitioners 
and clinical specialists. 

The explosion in biomedical knowledge that 
we have seen in the past 35 years has brought 
about so many changes in the health care field 
that a major problem is to keep practitioners up 
to date with the latest developments in their 
field. For nurses (and others), this means a 
continuous renewal of knowledge and skills 
throughout their professional careers. The basic 
knowledge and skills you will gain from your 
introductory course in nursing should provide 
a solid foundation on which to build. 
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The Nurse Should Be Able to: 


Describe the health-illness continuum 

Explain the concept of optimal health 

Discuss the “holistic” approach to health care 

List the five types of basic needs postulated by Maslow 

Explain the concept of homeostasis as it applies to an individual's 
health 

Explain the role of stress in the causation of illness 

List and give examples of various types of stressors 

Explain the general adaptation syndrome 

Explain the local adaptation syndrome 

Describe the flight-fight reaction of the body 

List and give examples of commonly used psychological adaptive 
mechanisms 


HEALTH AND ILLNESS 


CHAPTER 


INTRODUCTION 


In North America today, we are a highly 
health-conscious people. For the past decade, 
our governments and private agencies interested 
in health have been telling us that, despite the 
advances in medical science and the tremendous 
sums of money spent on health care, most of us 
are not really healthy. We have not compared 
well with some of our European counterparts on 
international studies of physical fitness. Fur- 
thermore, we are told, much of our ill health is 
due to our own bad habits. We are eating too 
much. we are leading lives that are too seden- 
tarv. and we are living at too hectic a pace. 

The campaigns waged by government agencies 
and others appear to be having some effect. 
Millions of North Americans—an estimated 100 
million in 1980—now include some form of 
exercise in their lifestyle. There has also been a 
tremendous increase in the number of people 
learning yoga, meditation, and other techniques 
to assist in reducing tension. We have also 
become very conscious of the nutritional value 
of the foods we eat as well as the calories they 
contain. Although some experts are now saying 
that we may have emphasized slimness too 
much and that some people may be healthier 
with a little extra weight, there is no doubt that 
"thin" is currently “in.” 

It is all part of a fitness revolution that has 
swept across the United States, Canada, Great 
Britain, Australia, New Zealand, and many other 
countries in the past few years. Experts are 
telling us that it is one of the major sociological 
events of the twentieth century.' 

As health professionals to whom other people 
turn for advice on ways to develop a healthy 
lifestyle, nurses need to have a good understand- 
ing of what health and illness are all about. They 
need also to be aware of current thinking in 
regard to factors that contribute to good health, 
as well as those that contribute to ill health. 


THE HEALTH-ILLNESS 
CONTINUUM 


Basic to the practice of all of the health 
professions is an understanding of the health- 
illness concept. Both health and illness are rel- 
ative states, and the words themselves mean 
different things to different people. As a person 
gets older, he tends to accept a few aches and 
pains as a normal part of the aging process, 
whereas a runner may feel that he is not in good 
health unless he can cover 15 miles easily. 
Health and illness may indeed be viewed on a 
continuum that ranges from extreme poor health 
when death is imminent to peak or high-level 
wellness.” 

Neither health nor illness is constant or ab- 
solute; both are ever-changing states of being. A 
person may wake up in the morning, for exam- 
ple, with a headache. He may feel so ill, in fact, 
that he decides that he is not well enough to go 
to work, but he remembers that he has an im- 
portant appointment at nine o’clock. After one 
or two cups of coffee and breakfast, he may 
begin to think that he is not so sick as he thought 
he was, and if his appointment goes well, he 
may feel in excellent health by lunch time. 

What, then, constitutes health and illness? 
Extreme states of ill-health are usually fairly 
easy to identify, but a person who is carrying 
out his normal daily activities may have a seri- 
ous illness according to his physician and yet 
appear healthy to other people. Some illnesses 
that are looked upon as serious deviations from 
health in our Western society may be highly 
desirable in other cultures. In some societies, for 
example, the person who sees visions or hears 
imaginary voices talking to him may be highly 
esteemed, whereas we might consider that this 
individual has a serious mental illness. Worm 
infestations are so common in some parts of the 
world that it is rare to see an individual who 
does not suffer from one. 
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THE HEALTH CONTINUUM 


Normal 
Health 


Extreme 


Deoth Poor Health 


Good 
Health 


Peak 
Wellness 


High Level 
Wellness 


Health may be viewed as a continuum that ranges from extreme states of ill health 


to peak wellness. 


THE MEANINGS OF HEALTH, ILLNESS, 
AND DISEASE 


At one time, health was defined as the absence 
of illness; a person was considered healthy as 
long as he was not sick. Statements in the 
literature of recent years, however, indicate that 
health is no longer looked upon simply as the 
absence of illness, but has a positive meaning of 
its own. Some people have criticized the World 
Health Organization’s definition of health 
quoted at the beginning of Chapter 1, on the 
basis that complete well-being for all is an un- 
attainable goal. Still, others feel that it should 
be looked upon as an ideal toward which we 
should consciously strive. 

In a similar vein to the World Health Organi- 
zation definition (although not quite so idealis- 
tically), the U.S. President's Commission on the 
Health Needs of the Nation stated that health 
means “optimum physical, mental and social 
efficiency.’ 

A working document prepared by the Depart- 
ment of Health and Welfare in Canada entitled 
A New Perspective on the Health of Canadians 
also discusses the goal of health care ‘‘to increase 
freedom from disability, as well as to promote a 
state of well-being sufficient to perform at ade- 
quate levels of physical, mental and social activ- 
ity, taking age into consideration.’ 

Despite the difference in terms used to modify 
“well-being,” these statements express essen- 
tially the same thought, that is. that health is a 
positive state of being that i: cludes physical 
fitness, mental (or emotional) stability, and so- 
cial ease. 

As health has assumed a more positive mean- 
ing for us, the term "illness" has conversely 


taken on a more negative connotation. We are 
now inclined to talk of a person as having a 
"health problem" or a “health deficit," rather 
than say that he is ill. Illness in this context is 
looked upon as an interruption in the continu- 
ous process of health, manifested by abnormal- 
ities or disturbances of functioning. When these 
abnormalities appear clustered together, they 
become recognizable as the signs and symptoms 
of a particular disease, for example, the high 
temperature, cough, and chest pain that are 
commonly seen in people with pneumonia.* 

But definitions of the term “disease” are also 
changing. The following statement by McHugh 
is perhaps helpful in this regard: 


The term “disease” is difficult to define, because it 
is a concept and not something given or concrete in 
nature. As a concept it focuses on patients as orga- 
nisms and conveys the idea that among all the morbid 
physical changes in physical and mental health, it is 
possible to recognize groups of abnormalities as dis- 
tinct entities or syndromes separable from one an- 
other and from the normal. ... 

Abnormalities can as logically be viewed as quan- 
titative changes merging imperceptibly into one an- 
other and into the normal.* 


TWO BASIC CONCEPTS: OPTIMAL 
HEALTH AND HOLISM 


Optimal Health. Implicit in the definitions of 
health discussed rreviously are two basic con- 
cepts that undc. ,e the framework on which 
modern health care is based. The first is the 
concept of optimal health, or optimal function- 
ing, as the aim of health care for each individual. 
This concept is based on the premise that each 


individual has his own optimal level of func- 
tioning,’ which represents the best state of well- 
being that is possible for him. Most people have 
some type of minor health deficit. They may 
have a minor physical problem, such as an 
allergy to certain foods, for example, or a small 
speech impediment. Or, they may be “shy” and 
have a problem in meeting people. Some people 
have an unreasonable fear of heights or of cats, 
which would be examples of problems in the 
psvchological realm of functioning. The point 
here is that people rarely attain perfection in all 
aspects of their health— physical, mental, and 
social—and certainly do not achieve it all of the 
time, but each individual has his own unique 
optimum that is attainable for him. 

Many people in our society have chronic 
health problems of a more serious nature than 
those described above, yet they manage to main- 
tain a normal lifestyle as long as they take certain 
precautions and respect the limitations imposed 
by their illness. A person with a condition such 
as diabetes, for example, may consider himself 
to be in good health as long as his diabetes is 
under control and he can carry on with his usual 
activities. He may have to be careful with his 
diet and take more precautions than the average 
person does to guard against infection, but the 
majority of people with diabetes manage very 
well. with only occasional disturbances of total 
functioning. The optimal level of health for a 
diabetic would, of course, be different for each 
individual with diabetes, as well as being differ- 
ent from that which is possible for a person 
without this problem. 

To use another example, the person who has 
suffered a stroke and is paralyzed on one side 
of his body may not regain total functioning of 
his affected arm and leg, but he may be able to 
achieve independence in daily living activities 
and take an active functioning role in society 
again. The optimal level of health, in his case, 
would include the best possible restoration of 
physical, emotional, and social functioning com- 
patible with his illness. 


Holism. The second basic concept is the prem- 
ise that an individual's health must be consid- 
ered in terms of his total functioning. That is to 
say, man must be viewed as a whole; one cannot 
separate the physical, social, and emotional 
components of his health. This concept is fre- 
quently referred to as the "holistic" approach to 
health care. In 

If we again take the examjllé'of the person 
who has had a stroke, it is easy to see that his 
physical disability will interfere with both his 
emotional and his social well-being. He will 
undoubtedly be very anxious and will probably 
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be afraid that he is no longer the person that he 
was. His illness will perhaps require lengthy 
hospitalization and he will be cut off from nor- 
mal social activities with his family and friends. 
This individual will need considerable help 
from nursing and other health personnel to re- 
gain optimal functioning in regard to all aspects 
of his health. 

Even in the case of minor illnesses, such as a 
bout of influenza or a short-lived gastrointestinal 
upset, a person's mental outlook and his inter- 
actions with other people are affected. Con- 
versely, an emotional problem, such as anxiety 
over examinations or an unpleasant social en- 
counter, will affect one's appetite, one's diges- 
tion, and perhaps otk er aspects of physical func- 
tioning. In considering a person's health, then, 
one must look at the whole person, not just his 
physical fitness, or his mental state, or his social 
functioning. 


BASIC HUMAN NEEDS 


If we accept the premise that good health is 
the ability to function at one's highest level 
physically, mentally, and socially, it seems ap- 
propriate to look next at the conditions that 
foster good health. What is needed for an indi- 
vidual to attain his optimal level of well-being? 
This leads us, then, quite logically, to a consid- 
eration of basic human needs. 

There does not seem to be any doubt that there 
are certain basic needs that are common to all 
beings of the human species, and that these 
needs must be fulfilled if an individual is to 
attain his optimal level of well-being. The sub- 
ject of basic needs has been studied in depth by 
people in the social sciences looking for primary 
motivating forces underlying human behavior, 
and by people in the health field seeking to 
identify factors causing health problems. At one 
point, it was felt that all human needs could bè 
categorized under two headings, one physiolog- 
ical in derivation and the other psychological. 
Another group of theorists classified needs on 
the basis of whether their origin was internal or 
external. Still others have identified long lists of 
human needs, all considered basic. 

Abraham Maslow's theory of a hierarchy of 
needs is used in many nursing schools as a 
conceptual framework for the consideration of 
human needs. Not everyone agrees with all as- 
pects of his the-zy, and some have suggested 
modifications in"his hierarchy, but the basic 
principles outlined in the theory are fairly well 
accepted. 

Maslow has suggested that there are five basic 
categories of human needs and that these mav 


14 HEALTH CARE AND THE PRACTICE OF NURSING 


be arranged in order of priority for satisfaction. 
According to Maslow's theory, lower level needs 
must be satisfied (or, at least, mostly so) before 
the individual attempts to satisfy needs of a 
higher order. The basic types of needs identified 
by Maslow, in order of priority, are: 


. Physiological needs 

. Safety and security needs 

. Needs for love and belonging 
. Esteem needs 

. Needs for self-actualization* 


Cc d crtodÀo 


These will be discussed in detail in Chapter 13. 


MAINTAINING EQUILIBRIUM 


Throughout life, an individual must continu- 
ously adjust to changes both within himself and 
in his relationships with the world around him. 
His basic needs must be met, and at the same 
time he must maintain his equilibrium in a 
constantly changing world. 


Physiological Homeostasis. As we go about the 
daily business of living, changes are constantly 
occurring within the body as it adjusts to the 
demands we make upon it. Our temperature, lor 
example, rises during our waking hours and falls 
again during sleep. The heart beats faster when 
we exercise and returns to a lower rate when we 
rest. Our muscles alternately tense and relax as 
we engage in various activities. In fact, an infi- 
nite number of minor adjustments are continu- 
ously being made in the body during the norma! 
process of daily living. However, these adjust- 
ments must be kept within certain limits 1f the 
individual is to survive.” As you proceed with 
your studies, you will notice that normal ranges 
have been established for body temperature, for 
blood pressure, for pulse rate, for the amotint of 
sugar in the bloodstream—in fact, for all of the 
body processes that are measurable. Deviations 
outside the normal range usually indicate that 
the body's internal equilibrium, that is, its phys- 
iological homeostasis, has been disturbed. 


Environmental Equilibrium. Just as the body 
must maintain a certain consistency in its inter- 
nal environment, the human organism must also 
achieve a balance in its interactions with the 
surrounding environment. Man's environment 
is made up of two components: the physical 
environment, which consists of the natural ele- 
ments as well as the structures that man has 
built upon the earth, and the social environment, 
that is, the people around him and the society 
in which he lives. 

Man has learned both to adapt himself to the 


Adaptation 


; Stressors 
Mechonisms 


In homeostasis the body attempts to restore a state of 
equilibrium by counterbalancing the effect of stressors 
with adaptation mechanisms. 


physical environment and to change that envi- 
ronment to suit his needs. In a cold climate, for 
example, his basal metabolic rate increases in 
order to maintain his body temperature at a 
constant level; he eats more energy-giving foods 
and he wears warm clothing to protect himself 
from the cold. But man also modifies the envi- 
ronment to meet his requirements, Depending 
on the climate, he either builds a well insulated 
home and installs central heating, so that the 
immediate surroundings are suited to his needs, 
or he designs a well ventilated house and puts 
in air conditioning (if he can afford to do so). In 
some climates, he may need central heating for 
the winter and air conditioning for the summer. 

There are, however, many aspects of man’s 
interaction with the physical environment that 
are currently giving cause for concern. There is 
considerable interest in the subject of ecology as 
it applies to man. Ecology is the study of orga- 
nisms and how they relate to their environment. 


Good water is pure water. A sample of this water will 
be analyzed for pollutants that could endanger the 
health of people who live in the housing development 
being built across the bay. 


Many people fear that the delicate balance be- 
tween man and nature is being disturbed: for 
example, by nuclear explosions, which alter 
atmospheric conditions, by the pollution of our 
lakes and rivers, which creates unsanitary living 
conditions, and by the rapid diminishment of 
many of our natural resources, to name but a 
few of the concerns of ecologists. 


Psychosocial Equilibrium. Then, there is the 
social environment. Man is a social animal, and 
contact with other human beings is essential to 
his well-being. He is constantly interacting with 
his family, his friends, his neighbors, the people 
he meets at work or at school—in fact, with all 
of the people who inhabit his social world. Most 
of us have learned to achieve a balance in our 
relationships with other people, so that our 
psychosocial equilibrium remains intact. We 
have learned to use emotional outlets when 
stress becomes too great. We may use strenuous 
physical exercise, yoga, or meditation, for ex- 
ample, to get rid of tensions caused by an un- 
pleasant day with people at work. Or, we may 
go to a movie to forget our troubles with the 
family temporarily. 

In discussing health and illness, it is impos- 
sible categorically to separate physiological ho- 
meostasis from ecological equilibrium or from 
psychosocial equilibrium. Each affects the oth- 
ers. A business executive, for example, may be 
under considerable pressure at work—in his 
psychosocial environment, if you like—but the 
ulcer he develops indicates a resultant disturb- 
ance in his physiological equilibrium. On the 
other hand, when a person is physically ill, his 
relationships with people undergo a change. 
You have probably found when you had a bad 
cold or the flu that you did not want to be 
bothered with other people. The physical envi- 
ronment, too, affects not only a person's phys- 
iological state but also his psychosocial equilib- 
rium. A lack of adequate housing, for example, 
can be a major factor in both physical and mental 
illness. 


STRESS AND STRESSORS 


Stresses of any kind upset the delicate balance 
of the human organism, which reacts by altering 
certain structures, processes, or behaviors to 
restore equilibrium. A person may perspire pro- 
fusely on a very warm day, for example; he then 
becomes thirsty and increases bBis"fluid intake to 
restore the fluids he has lost through sweating. 
The term “stressor” is used to designate any 
factor that disturbs the organism's equilibrium. 
There are a number of ways of categorizing 
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stressors. They may be classified on the basis of 
whether they are internal or external, or as 
biological, psychosocial, or environmental (re- 
ferring to the physical environment). Freeman 
has suggested four categories of stressors that 
would seem to be logical and to encompass all 
types of disturbances that may act as stressors:!? 


1. Deprivational stress 

2. Stresses of excess 

3. Stresses created by change 
4. Stresses of intolerance 


Deprivational Stress. In deprivational stress, 
there is a lack of some essential factor for the 
well-being of the individual. Deprivational stres- 
sors, then, would include the lack of essential 
items needed to maintain the chemical balance 
of the body, such as the lack of water, of oxygen, 
or vitamins, or of food elements. Other types of 
deprivational stress might be psychological or 
sociological in nature. A person who is isolated 
from contact with other human beings suffers 
considerable stress. The lack of sufficient paren- 
tal affection in infancy and early childhood is 
felt to be not only one of the causes of psycho- 
logical disorders but also a factor in an infant's 
failure to thrive. Lack of adequate housing, again 
a basic need, is an environmental factor that 
could be considered a deprivational stressor. 


Stress of Excess. On the other hand, an excess 
of certain factors may also disturb the organism's 
equilibrium. Exposure to intense heat causes 
tissue damage in the form of a burn; intense 
cold causes frostbite. If a person eats excessively, 
he usually has disturbances of body functioning; 
he becomes obese and may suffer from gastroin- 
testinal upsets and other types of physiological 
disturbances. His interpersonal relationships are 
affected, and he is usually unhappy because he 
is fat. 

Excessive interpersonal contact may also be a 
source of stress, as in a family situation where 
individual members have no opportunity to get 
off by themselves every once in a while, or in 
high density residential areas in a city where 
the neighbors seem to be constantly impinging 
on the privacy of one another. (The reverse is 
often quite true, of course, also; one can be very 
lonely in a crowded city if one does not have 
friends or close human contact.) 


Changes. Changes of any sort may upset the 
physiological processes of the body as well as 
an individual's behavior. Even the time change 
experienced by international travelers creates 
stress, and an individual may take several days 
to become adjusted to a different “time clock" 


Stress wears many faces. As this young man wonders 
where to put all the luggage, he is probably unaware 
of the many stressful situations yet to be encountered 
on the family vacation. 


for the normal hody functions of eating, sleep- 
ing, and elimination. A number of studies in 
recent years have shown evidence of a positive 
relationship between the mumber of changes in 
a person's life and his subsequent development 
of illness. The amount of stress created by dif- 
ferent types of change has been assessed for its 
impact on a person's health, and rating scales 
have been developed to calculate a person's 
vulnerability to illness on the basis of the num- 
ber of major changes in his life in a one-year 
span of time. The death of a spouse is usually 
considered to be the change causing the greatest 
disturbance in a person's life. Other stressful 
events include losing one's job, changing jobs, 
moving from one part of the country to another, 
or even from one neighborhood to another, and 
changes in one's lifestyle. Happy events, such 
as marriages, getting a promotion, taking a va- 
cation, and even Christmas, also bring their 
stresses. If a person has too many changes in his 
life in too short a period of time, he becomes a 
likely candidate for major illness." 


Stress of Intolerance. Stresses.of intolerance 
are exemplified in the allergic reactions to cer- 
tain foods, chemical substances, or pollens from 
which many people suffer. The body's reaction 
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to poisons or toxins would also illustrate this 
point. If one eats food that has “gone bad,” the 
body attempts to remove the substance, fre- 
quently by vomiting the stomach’s contents. An 
intolerance to psychological factors in the envi- 
ronment, such as an unhappy work situation, is 
also a source of stress. Moving to a different. 
country where customs and social values are 
markedly different from those one has been 
accustomed to may cause stress sufficient to 
result in what is called cultural shock. Nurses 
working with minority groups in our own coun- 
try or in poverty neighborhoods may experience 
some of this cultural shock when they encounter 
customs and ways of life that are different from 
their own. 


THE BODY'S REACTION TO STRESS: 
ADAPTATION MECHANISMS 


The nineteenth century French biologist 
Claude Bernard is credited with first pointing 
out the body's need to maintain a certain con- 
sistency in its internal environment. He de- 
scribed the process of physiological homeosta- 
sis, although he himself did not use the term. It 
was Walter Cannon, an American physiologist 
of the twentieth century, who coined the word 
"homeostasis." Cannon wrote of the "wisdom 
of the body" in bringing into play certain mech- 
anisms if changes in its internal environment 
threaten to go beyond safe limits.^ These are 
frequently referred to as “adaptation mecha- 
nisms"; they are the body's counterbalances, in 
other words. 

For example, if body temperature threatens to 
go too high, the individual usually becomes very 
flushed and breaks out into a profuse sweat. 
Both of these reactions are attempts on the 
body's part to lower its internal temperature. 
Increased circulation to the tissues underlying 
the skin (which causes the appearance of flush- 
ing) helps to expose more blood to the cooling 
effects of the surrounding atmosphere. The per- 
spiration from the profuse sweating evaporates 
on the surface of the skin and, in the process, 
also helps to carry heat away from the body. 
The body has a number of adaptation mecha- 
nisms, and we will be discussing many of these 
in later chapters of this text in conjunction with 
specific body processes. 


The General Adaptation Syndrome 


Hans Selye, a professor at the University of 
Montreal, was also interested in the body's re- 


actions to disturbances in its equilibrium and 
pointed out that there is a general nonspecific 
response that occurs. He described this origi- 
nally as the phenomenon of "just being sick” 
and later elaborated on it in his theory of the 
general adaptation syndrome (G.A.S.). This syn- 
drome he believed, is the response of the body 
to any agent that causes physiological stress. 
The response may be divided into three stages: 
the alarm reaction, in which the body's defense 
mechanisms are mobilized; the stage of resist- 
ance, when the battle for equilibrium is most 
active; and the stage of exhaustion, which occurs 
if the stressor is severe enough, or is present 
over a long enough period of time, to deplete 
the body's resources for adaptation. 

The early signs and symptoms of disease are 
remarkably the same for many illnesses; this 
was Selye's original “just being sick" phenom- 
enon. These symptoms usually include a slight 
rise in temperature, a loss of energy, a lack of 
interest in food, and a general feeling of malaise. 
It is in the second stage of the syndrome, the 
"stage of resistance," that the signs and symp- 
toms of the body's reaction to specific disorders 
are seen: the rash erupts on the skin of the child 
with measles, or the localized pain in the chest 
and difficulty in breathing occur in pneumonia. 
If the stress is not relieved, or if it is of sufficient 
intensity to cause extensive damage to tissues, 
the body's adaptive mechanisms may not be 
able to restore equilibrium and exhaustion will 
set in. 


The Local Adaptation Syndrome 


In addition to the generalized reaction that 
occurs in the body as a result of stress, localized 
reactions occur when a specific part or organ is 
affected. Probably the most common example of 
a localized reaction is inflanmation, which rep- 
resents an attempt on the part of the body to 
barricade or “wall off" a particular section that 
has been damaged to prevent the spread of the 
harm-producing agent to other healthy sections 
of the body. Thus, if you prick your finger with 
a contaminated needle, you will probably soon 
have a swollen, painful finger. The finger may 
be very uncomfortable, but the localization of 
the inflammation is useful in that it helps to 
prevent the infection from entering the blood 
stream and traveling to other parts of the body.'? 

Selye called this local reaction the “local ad- 
aptation syndrome” (L.A.S.). It follows the same 
three-stage pattern as the G.A.S. First, there is a 
generalized reaction—the whole hand becomes 
slightly reddened and a little swollen. This is 
followed by a more localized reaction in the 
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specific finger, which becomes very painful, red- 
dened, and swollen. The inflammation will grad- 
ually subside unless the infection is sufficiently 
potent to overcome the defenses marshaled to 
stop it. In the latter case, it will surmount the 
“barricade” and travel up the arm, spreading to 
other parts of the body. 


Reaction to Psychosocial Stressors 


Although much of the early work on stress 
was related to the body’s reactions to physiolog- 
ical stressors, there is considerable evidence that 
stress created by psychological or social factors 
will also cause physiological damage to the 
body. This is illustrated in the case of the busi- 
ness executive discussed previously who devel- 
oped an ulcer as a result of pressure at work. 

One well-known response involving physio- 
logical reactions to psychological stress is the 
flight-fight reaction first described by Cannon. 
This reaction represents the body's response to 
immediate danger and is called forth whenever 
the individual is frightened or feels threatened 
with harm. There is an emergency mobilization 
of the body's physiological defense mechanisms 
as the body prepares for instant action (either 
fight or flight). This, too, is an alarm reaction, 
but of a different sort from that described by 
Selye in his G.A.S. When a person is frightened, 
his heart beats more forcefully and faster; his 
breathing is increased in rate and depth; blood 
is withdrawn from surface vessels and the vis- 
cera and is shunted to the muscles; the un- 
needed gastrointestinal tract goes into a tempo- 
rary slowdown; blood pressure increases, and 
the muscles become tense in preparation for 
action. This is the body's emergency mecha- 
nism, designed to protect the individual from 
real or imagined danger. Anxiety, which is a 
modified form of fear, usually accompanies peo- 
ple to a health agency, and the nurse will often 
note manifestations of the flight-fight reactions 
in her patients. She will probably also note them 
in herself, particularly when she is in new and 
unfamiliar surroundings or has to do a treatment 
for the first time. Helping the patient to become 
familiar with the physical surroundings and 
providing him with an explanation of routines 
and procedures in the particular agency will 
help to allay many of his fears. Fear of the 
unknown is one of the main sources of anxiety 
for most people. Nurses tend to become so ac- 
customed to the environment of the agency in 
which they work that they often forget that 
everything may be strange and frightening for 
the patient. (The subject of anxiety is discussed 
in Chapter 30.) 
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Individual Differences in the Stress 
Response 


Stress is considered to be the nonspecific 
response of the body to any demand. It is a 
normal and useful mechanism but can some- 
times be excessive and damaging. The ability to 
cope with stressors varies from one individual 
to another and, also, within the same individual 
from time to time, depending on such factors as 
the state of one's general health, the time of the 
day or month, one's mental outlook, and current 
relationships with other people.'* Of 20 people 
in a crowded room, for example, all of whom 
are exposed to someone who is coughing and 
sneezing and coming down with influenza, pos- 
sibly only one or two—or, perhaps, none at all— 
will subsequently become ill with the flu. It will 
depend on each individual's vulnerability at the 
particular time. A person who is overly tired, 
has just had a run-in with his boss, or has had 
to cope with too many changes in his life in the 
last little while is much more likely to become 
ill. 

Evidence suggests that we become ill not so 
much from the presence of the stressor itself 
but, rather, from the way we react to it. As Selye 
himself puts it, “it is not so much what happens 
to you but the way you take it" that is important 
in producing stress.” 

Some people enjoy a high level of stress in 
their lifestyle and deliberately seek it out. Often 
these individuals have very great achievement 
needs and set themselves increasingly difficult 
goals. Sometimes referred to as "Type A indi- 
viduals” or “‘workaholics,” these people tend to 
drive themselves to the brink of exhaustion 
while ignoring the need for rest and relaxation. 
These people have been identified as being par- 
ticularly prone to coronary artery disease.’® 

Some illinesses are not caused by any partic- 
ular stressor but arise from a faulty adaptive 
response on the part of the body to the stressor. 
These are called "diseases of adaptation" and 
are believed to be brought about by hormonal 
disturbances. Among the disorders included in 
this category are insomnia, high blood pressure, 
indigestion, gastric and duodenal ulcers, and 
cardiovascular and kidney diseases.'* 

Almost everybody has some particular part of 
the body that, in him, appears to be most vul- 
nerable to disease. Some people are prone to 
stomach upsets, for example, and others to chest 
conditions. The part of the body usually affected 
depends on a number of factors, such as pre- 
vious illness in a body organ or a genetic pre- 
disposition to certain disorders. After they have 
had one ear infection, some children seem to get 
another every time they have a cold. And, if 
your aunt had a "nervous stomach,” this may 


help to explain your gastrointestinal upsets as 
examinations draw near, while some of your 
classmates have symptoms related to other parts 
of the body. 


PSYCHOLOGICAL DEFENSE 
MECHANISMS 


Another level of response to stress is seen in 
the adaptive defense mechanisms we use to 
maintain psychosocial equilibrium. These are 
often referred to as “mental mechanisms" be- 
cause they represent intellectual processes, or 
changes, in thought behavior; we use them to 
protect ourselves from stressors that threaten 
our self-esteem. If a person is frustrated in his 
attempts to fulfill his basic needs, he usually 
becomes angry and may retaliate with aggression 
toward the person or object that is thwarting his 
goal-attainment. Open aggression toward other 
people is not generally acceptable in our society, 
and by the time a person has reached adulthood, 
he has usually learned to control his hostility. 
Adults seldom attack people in a physical sense, 
as children often do, but they resort to more 
subtle forms of aggression, such as verbal at- 
tacks, against the person or group of persons 
blocking them from attaining their goals. 

If a person fails to gain his objective on the 
first attempt, he may try again, fighting a little 
harder this time or seeking alternative means to 
achieve the same goal. A person who wants to 
be an executive in his company, for example, 
may not get the coveted job on first application. 
He may then decide that he needs to upgrade 
his qualifications and enroll in night classes to 
improve his chances for the next opening. Or, 
he may decide to use every means at his dis- 
posal, fair or unfair, to make sure that he gets 
promoted the next time there is an opening in 
the executive ranks. Alternatively, of course, he 
may decide to quit the field and move to a 
different company, or else to settle for a less 
prestigious position in the same company. 

If a person has used socially unacceptable 
means to achieve his goals—for example, the 
executive who has ridden roughshod over others 
to reach the top—or if he has failed to achieve 
his goals either by withdrawing from the field 
completely or by accepting a lesser, more achiev- 
able goal, he must somehow protect his self- 
esteem so that he can continue to live with 
himself. In order to make his behavior accepta- 
ble to himself and to others, he frequently makes 
use of defense mechanisms. 

One of the most commonly used defense 
mechanisms is rationalization, in which a per- 
son gives socially acceptable reasons for his 
behavior. A student who goes to a movie, for 


Displacement is a commonly used defense mechanism. 
A child's tricycle becomes the object on which this 
young farther vents the anger and hostility he would 
probably like to direct at his employer after a frustrating 
day at work. 


example, instead of staying in to study for ex- 
ams. may rationalize his bebavior by explaining 
to himself (and to others) that, after all, everyone 
needs a little relaxation. If he later gets angry at 
the teacher for not giving him what he considers 
a high enough grade, he may not be able to 
express his hostility directly at the teacher. In- 
stead, he may become annoyed with his best 
triend, or go home and take his anger out on his 
parents. This is a form of displacement, in which 
aggressive feelings are not directed at the offend- 
ing person (or object), but are shifted to a sub- 
stitute: it has often been called the “kick the 
cat" phenomenon. Another example to illustrate 
this very common defense mechanism is the 
man who has had a frustrating day at the office 
and is angry with his boss. He may, on arriving 
home, yell at his wife for not having dinner 
ready, or swear at a child's tricycle that is in his 
path. If the hostility is frequently directed at one 
particular person or group of people, it is called 
scapegoating. In a family situation, there is often 
one member, child or adult, who seems to bear 
the brunt of the other members' anger. He, or 
she, is the family scapegoat. 

Oftentimes, we ascribe our own unacceptable 
feelings or attitudes to other people. A person 
may say that so and so is very ambitious or 
doesn't want any members of such and such a 
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minority group in his neighborhood, when in 
actual fact these are his own feelings that he 
dares not admit to himself. This is called projec- 
tion and is another form of defense mechanism 
by which we protect our feelings of self-worth. 

When people cannot achieve their own goals, 
they may tend to identify themselves with some- 
one who has. They may adopt his form of dress 
or his mannerisms and suffer acute distress 
when their idol is attacked. Children, of course, 
identify with parents of the same sex as them- 
selves, and this is a necessary part of their 
development. Students, too, on their way to goal 
achievement, will frequently select one partic- 
ular teacher or practitioner in their field as an 
example of the person they want to become 
when they graduate, and they try to model 
themselves upon the image they have of this 
person. Identification, like the other defense 
mechanisms we use, is not necessarily a bad 
thing: it is oflen a help in goal achievement, as 
long as it is mot carried to extreme. 

Compensation can also be a constructive de- 
fense mechanism. With this mechanism we at- 
tempt te make up for real or imagined inferior- 
ities by becoming highly competent in a sphere 
of endeavor different from the one in which we 
feel we are not good, or sometimes in the same 
sphere The child who has poor motor coordi- 
nation amd does badly at sports in his early 
school years, perhaps because of his growth 
pattern. may compensate by becoming a “‘book- 
worm" end subsequently a high achiever in the 
academic feld. Alternatively, he may feel that 
he has to make good at sports whatever the cost 
in time and energy, and he will then practice 
night aad day until he overcomes his physical 
problems and becomes skilled at some form of 
sports. He may choose a highly individualized 
sport where he can develop his skills at his own 
rate, amd become an expert tennis player, Ping- 
Pong champion, or long distance runner, for 
example. Or he may become a physical educa- 
tion teacher with an unconscious (or expressed) 
desire to help children with problems similar to 
the ones he had. 

When we have feelings or desires that we 
cannot accept consciously, or when we encoun- 
ter problems that we do not feel capable of 
resolving, there are a number of defense mech- 
anisms we use to deal with the situation. We 
may deny that we have the forbidden motive or 
problem and unconsciously refuse to acknowl- 
edge that it is there, in which case we are using 
denial. We may state, for example, "I would 
never do that sort of thing," when we may 
subconsciously be tempted to do just that (what- 
ever il is]. A person's first reaction on learning 
that he has a serious health problem may be tc 
deny that the words he is hearing are true. He 
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does not have venereal disease—he could not 
possibly—the laboratory has mixed up the test 
results. Sometimes the denial persists for a long 
time, and the person has to work through his 
acceptance of the diagnosis before he will 
undergo treatment. 

At times, a person may attempt to remove a 
subconscious, and forbidden, motive or desire 
by vigorously attacking it. Witness the ex- 
smoker who denounces the evils of smoking to 
those who still indulge. Then there is the person 
who jokes about unacceptable feelings, for ex- 
ample, fear, thereby giving the impression that 
only the weak are afraid—he certainly is not. 
Such behaviors as proclaiming too loudly 
against other people's sins and temptations and 
joking about unacceptable feelings or actions are 
termed reaction formation. 

Socially unacceptable motives are, however, 
often channeled into acceptable forms of behav- 
ior. This is called sublimation. A person may 
sublimate his strong aggressive feelings by par- 
ticipating in sports where these feelings are 
acceptable; he can kick the football as hard as 
he likes and attack his opponents physically, 
within the rules of the game, of course. 

When we have problems that we cannot re- 
solve or experiences we would prefer to forget, 
we may unconsciously put them out of our 
mind; this is called repression. Without knowing 
we are doing so, we forget all about the appoint- 
ment we do not want to keep, or completely 
eliminate from our minds all memory of un- 
pleasant events. This has sometimes been called 
the “old oaken bucket" phenomenon, from the 
lyrics in which the songwriter describes the fond 
memories of his childhood; the unplesant ones 
tor most of us are fortunately removed from our 
rnemory by the subconscious mechanism of 
repression. If, however, we consciously decide 
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to forget about something, the behavior is called 
suppression. Like Scarlett O'Hara in Gone With 
the Wind, we decide that we will not think 
about that unpleasant thing until tomorrow. 

Most of us also use fantasy in the form of 
daydreaming to escape temporarily from the 
realities of our everyday problems. In fantasy 
we can indulge our secret desires, achieve our 
goals, and forget our troubles. Daydreaming can, 
of course, be very productive. When lost in 
reverie, we may work out the solution to an 
impossible problem, or develop long-range plans 
to achieve our goals; sometimes it is very diffi- 
cult to separate thoughtful reverie from day- 
dreaming. 

On occasion, in attempting to reach our goals, 
we may revert to a form of behavior that was 
acceptable at one stage of our development but 
is no longer considered appropriate. The expres- 
sion “you are acting like a child" succinctly 
describes this type of mental mechanism, which 
is called regression in technical terminology. 
People, when they are ill, are often forced to 
sacrifice their independence in regard to caring 
for themselves; having to have someone else do 
for them the things they are accustomed to 
doing, such as feeding or bathing themselves, is 
often seen as a form of regression to an earlier 
dependent stage of their development. 

Psychological defense mechanisms serve a 
useful purpose. They help to reduce the anxie- 
ties caused by conflicts or frustration in our 
attempts to fulfill basic needs; they help us to 
maintain our equilibrium. It is only when they 
are overused, or used inappropriately, that ill- 
ness ensues. As with disturbances of physiolog- 
ical functioning, abnormalities in the use of 
defense mechanisms may be viewed as quanti- 
tative changes that blend imperceptibly into one 
another and into the normal. 


Mr. Albert is a 45-year-old clerk in a large department store. He has suffered from 
asthma since early childhood. He and his wife live in a modest bungalow in a working 
class neighborhood. They have no children, but keep two budgies as pets. Mr. Albert's 
hobby is growing roses, which he exhibits at the local Horticultural Society's annual 
show. He has won second prize the last two years in succession. The next show is in 
June this year. Mrs. Albert is a thin, nervous woman who does not work outside the 
home. She is an immaculate housekeeper and appears to be a devoted wife, catering 
to her husband's every whim. Mr. Albert is frequently off work because of his asthma. 

Mr. Albert arrived at the Community Health Center one afternoon toward the end 
of May, saying that he was too ill to work and wanted to se? the doctor immediately. 
He appeared agitated and his breathing was labored. On being told that the doctor 
was busy and he would have to wait, Mr. Albert became very hostile to the nurse, 
telling her that he was a very sick man and needed to see the doctor right away, 
whereupon he collapsed at the nurse's feet. 
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1. What factors would you take into consideration in determining Mr. Albert's optimal 


level of health? 


2. Which, if any, of Mr. Albert's basic needs do you think are not being met? 
3. What factors do you think might be causing stress to Mr. Albert? 
4 


. How would you categorize these factors? 
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The Nurse Should Be Able to: 


Describe differences in the way people view health and illness 

Explain factors influencing a person's perception of his health 
status 

Name the three stages of illness 

Describe reactions of patients in each of these three stages 

Identify some of the needs of patients during each of these stages 

Describe ways in which the nurse may help to meet these needs 

Describe the impact of illness on the family 


THE PERCEPTION OF 


HEALTH 


CHAPTER 


INTRODUCTION 


People do not usually think of their health in 
the scientific terms we have used in the previous 
chapter. Most people are aware, however, when 
thev are functioning at their highest level men- 
tally. physically, and socially, and they usually 
know when they are sick—by standards they 
have established for themselves. Because every 
person is a unique individual, each interprets 
his health and illness status according to his or 
ner own particular perspective. 

These personal perspectives are, however, 
considerably influenced by social and cultural 
factors. In assessing an individual's health, it is 
important to understand the social context in 
which he lives. All societies, as well as 
subgroups within these societies have certain 
norms, or standards, with regard to health and 
illness. In some cultures, for example, obesity is 
considered a healthy and desirable state, 
whereas in others it is regarded as an affliction. 

The customs, traditions, and mores of a soci- 
ety also dictate acceptable behaviors in regard 
to health and illness. Individuals are expected 
to take all measures necessary, as approved by 
that society, to promote and protect their health. 
In most developed countries, for example, par- 
ents are expected to take their infants to the 
physician or to a well-baby clinic for regular 
checkups and to see that their children have all 
of the recommended immunizations to protect 
their health. We frown on parents who fail to 
have their children inoculated against typhoid 
fever, whooping cough, measles, poliomyelitis, 
and the other communicable diseases for which 
there are known immunity-producing agents. 

When a person is ill, there are also acceptable 
and unacceptable standards of behaviors laid 
down by society. The sick person is expected to 
seek "appropriate" care to restore himself to a 


healthy state—be it treatment by a witch doctor, 
shaman, nurse practitioner, or specialist physi- 
cian. While ill, he is also expected to cooperate 
with those who are caring for him. 


CRITERIA FOR JUDGING HEALTH 


Everyone has his own standards for as- 
sessing the state of his health. In a study to 
determine differences in the attitudes of people 
toward health and illness, Baumann identified 
three distinct ways in which people establish 
criteria to judge their health status.' One was 
related to the presence or absence of symptoms. 
Pain is, of course, one of the most common 
symptoms by which people judge the state of 
their health. If a person has pain, particularly of 
a severe or persistent nature, he usually consid- 
ers himself ill. Vomiting and fever are two other 
common symptoms that people usually consider 
indicative of illness. 

A second method by which people judge the 
state of their health is by the way they feel: they 
feel "good". "on top of the world" or in "top 
form," as the British say; or they feel ''so-so," 
they "don't feel well," they “feel poorly,” or as 
Selye put it, they just “feel sick.” 

A third way of establishing the state of one's 
health is on the basis of performance. Often, the 
criteria used relate to the individual's ability to 
carry out his daily activities. One person may 
feel that his health is good if he can work all 
day and still have enough energy to play a round 
of golf or enjoy a game of bowling in the evening. 
Another may decide he is ill when he finds he 
cannot walk up a flight of stairs without expe- 
riencing acute distress in breathing. 

Now we have another set of performance cri- 
teria for assessing our health status. These are 
related to physical fitness testing. A person's 
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Many agencies today hold fitness testing clinics where 
Individuals come to be tested and to learn how ta 
maintaln or improve their level of fitness. 


results on the test items (measurements and 
performance) are compared with established 
norms based on age, sex, and body frame. He 
can then find out such things as whether he has 
an excess amount of fatty tissue, whether his 
heart responds normally to exercise, whether his 
respiratory functioning is as good as it should 
be and whether the strength in his muscles is 
above average, below average, or normal for his 
age, sex, and body build. 


FACTORS INFLUENCING THE 
PERCEPTION OF HEALTH 


The way a person views his health status tends 
to vary with a number of factors. Sociologists 
tell us that our norms for health and illness are 
determined as much by social and cultural fac- 
tors as they are by clinical investigation? A 
person's socioeconomic status influences the 
way he perceives his health, as does his level of 
educational attainment. People in higher socio- 
economic brackets—like business executives 
and professionals, college professors and other 
teachers, and the well-educated in all walks of 
life—are usually much more knowledgeable 
about the signs and symptoms of illness than 


people in lower socioeconomic straits. They are 
also more inclined to seek the help of a health 
professional on the basis of symptoms. Studies 
have shown that poor people are just as con- 
cerned over their health as people in higher 
socioeconomic brackets, but often poverty is 
associated with a lack of knowledge about health 
matters as well as, in some instances, a lack of 
accessibility to health care and, sometimes, a 
lack of trust in the prevailing health care sys- 
tem.? Thus, poor people with little education 
often have a fatalistic view of illness. 

Ethnic orientation is also a factor in how a 
person views his health. In both the United 
States and Canada, with their rich multicultural 
backgrounds, it is important to remember that 
beliefs about health and about ways of prevent- 
ing and treating illness in other cultures do not 
always coincide with those of westernized med- 
icine. North American Indians, for example, 
view a healthy individual as being in harmony, 
or balance, with the universe. Illness is seen as 
an imbalance, often caused by supernatural 
forces. The traditional Chinese belief in the 
principles of Yin and Yang is also based on a 
balance theory. To maintain a state of health, 
one must balance the Yin (or cold air) forces 
and the Yang (or warm air) forces. An excess of 
either Yin or Yang is believed to cause illness. 
For practitioners of both beliefs, traditional 
cures consist of restoring a state of balance both 
within the individual and between the individ- 
ual and the universe. 


Nurses, like many other professionals, are concerned 
about the need to improve their own health. These 
young nurses are taking advantage of the recreational 
facilities of a park near their residence to improve their 
physical fitness. 


Se 


Erhnic orientation is a factor in how a person 
views health and the health care profes- 
sional (Courtesy Canadian Nurses Associ- 
anon. Helen K Mussallem Library.) 


Such beliefs may lead to conflicts with prac- 
titioners of Western scientific medicine. For ex- 
ample, a Chinese woman in a hospital to have a 
baby may be reluctant to leave her bed or partic- 
ipate in exercises after delivery. According to 
the Yin-Yang theory, her pores remain open for 
30 davs postpartum, during which time she must 
concentrate on reducing the Yin (cold air) forces 
within her body.* Other ways in which cultural 
differences affect our health will be discussed 
further in later chapters in relation to particular 
needs. 

In many cultures, it is virtually impossible to 
separate medicine and religion. One very com- 
mon belief about the cause of illness is that the 
individual is being punished for his sins. This 
belief will, or course, affect a person's reaction 
to illness. He may feel guilty about being sick, 
or feel that he has to atone for his sins through 
suffering, and sometimes may feel that he does 
not deserve to get better. Some religious sects 
believe in the total efficacy of prayer to help the 
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individual either overcome or accept his illness, 
and do not believe in intervention by physicians 
or other health practitioners. 

Other factors also affect an individual's per- 
ception of his health status. Age, for example, 
has a great deal to do with it. Older people 
usually value health as one of the most impor- 
tant assets in life, but they do not expect to 
enjoy the same level of health as they did when 
they were younger. The community health nurse 
may have to persuade them to join in exercise 
programs designed to improve their physical 
fitness, because they may think they are too old 
to derive benefit from them. Many adolescents 
appear to be particularly concerned with their 
health and worry over every blemish on their 
skin. 

In most cultures, men are not supposed to 
complain about pain as much as women are 
permitted to; hence, they may tend to negate the 
early signs and symptoms of illness. Also. 
women who attend well-baby clinics and the 
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Physical fitness programs are available for people of all 
ages. These ladies are taking part in an exercise pro- 
gram for senior citizens at their local community center 
(Vancouver Sun photo. Used with permission.) 


like often have more access to health-related 
information. It is usually the mother in the 
family who sets the tone for health care, and her 
attitudes and practices greatly influence those of 
her children, 

Situational factors also play a role in the 
perception of health. The mother in a family, 
for example, frequently does not become ill, 
even though one after another of the children, 
and the father, take to their beds with a cold or 
influenza; she is too busy looking after everyone 
else. Often, it is after a crisis is past that a person 
succumbs to illness, when the stresses and 
strains have subsided and the individual has 
time to rest. 


THE STATE OF ILLNESS 


The way a person views health and illness 
determines, to a large extent, the measures he 
will take to protect and improve his health, as 
well as the type of care he seeks when he is ill. 
He is also influenced in this regard by the advice 
of his family and friends. The person who feels 
in need of health care usually receives much 
advice on where to go to obtain it. Today, he 
has many choices from which to select. He may 
decide to go to a private physician, to the out- 
patient section of a hospital, or to a Health 
Maintenance Organization or a Community 
Health Center, for example, but he also has the 


choice of seeking help from any one of a number 
of nonmedical practitioners of the healing arts, 
such as herbalists, naturopaths, or spiritual heal- 
ers. 

An increasing number of people are now seek- 
ing the advice of health practitioners to improve 
their health and to help them with measures to 
prevent illness. The majority of people seeking 
such advice, however, are going because they 
are concerned about their health—they think 
there is something wrong—or they know they 
are ill. Often, people have tried all the home 
remedies they have heard about from family and 
friends before they seek professional advice. 

By the time an individual has made a decision 
to seek professional help, he is usually quite 
worried. His first appointment in the office or 
clinic is fraught with anxiety. He wants to know 
what is wrong with him—and he doesn't want 
to know. He would like to begin treatment, yet 
he may be afraid of what "'they" are going to do 
to him. If he has undergone diagnostic tests or 
is referred to a specialist for further examina- 
lions, his anxiety mounts, and he awaits the 
final verdict with great trepidation. His fears are 
usually multiplied if he is told that his condition 
requires surgery or that he needs to be hospital- 
ized for medical treatment. The hospital, for 
most people, is an unknown place; many people 
think of it as a place to die. 

The attitude of the nurse in the physician's 
office or the clinic, and the initial contacts the 
patient has with the nurse who receives him in 
an inpatient facility, can do a great deal to help 
the patient through the difficult initial period of 
illness. Kindness and patience are essential. It 
is helpful to remember that people who are the 
most demanding and critical are usually the 
most frightened ones. Helping to allay their fears 
is a large part of the nurse's responsibility. The 
nurse who takes a personal interest in the patient 
and shows respect for him as an individual does 
a great deal to offset the depersonalization the 
patient so often feels in a busy health agency. 
Explaining treatments and procedures in simple 
terms, telling him what is going to be done and 
the reason for it, can take away much of his fear 
of the unknown. A knowledge of the physical 
layout of the agency, and of the routines, will 
also help the patient to feel more comfortable in 
a new situation (see Chapter 11), 

During the initial stages of an illness, the 
patient usually remains in his home, although 
many people are admitted to the hospital for 
investigation and undergo a series of diagnostic 
examinations as inpatients. During this period, 
the patient may experience many of the discom- 
forts that Selye described as “just being sick.” 
He usually does not feel well; he may have 


distressing symptoms; and he often finds that he 
cannot keep up with his normal workload with- 
out tiring or, perhaps, cannot enjoy his usual 
leisure-time activities. He may not feel up to 
going bowling with his friends or participating 
in the Saturday night card game. People are 
usually irritable when they do not feel well. 
This irritability may show itself in easy tears, 
which seem to come at the slightest provocation, 
or in anger. 

People react to the early signs of illness in a 
variety of ways. Some attempt to deny that they 
are ill and "keep going" despite their fatigue, or 
they may even try to do more than usual to 
prove to themselves that they are not really sick. 
Some people respond to the threat of illness 
with anger; others become very quiet and with- 
drawn. A few seem to enjoy their symptoms and 
the attention they receive from other people. If 
the individual subscribes to the belief that ill- 
ness is a punishment, or knows he has trans- 
gressed some of the laws of health, he probably 
feels guilty. Cigarette smokers, for example, 
often are self-conscious and feel guilty if they 
develop a cough or a chest condition. 
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The Acute Phase of Illness 


A person who is acutely ill has disturbances 
in all areas of his functioning. If the problenr is 
a physical one, not only is he physiologically in 
a state of disequilibrium but also his emotional 
balance is threatened, and his relationships with 
other people are upset. Physically, he is often 
weakened by the illness and simply does not 
have the strength to cope with the daily activi- 
ties of living, let alone withstand additional 
stress. He is particularly vulnerable, then, to 
assault by such stressors as shock, fluid and 
electrolyte imbalance, or infection. Particular 
care, then, must be taken to protect the patient 
from further harm. Extra precautions must be 
taken against infection, for example, and the 
patient's physiological responses carefully mon- 
itored to assess progress of the disease and the 
effects of therapy. 

Mentally, the patient's energies are focused 
on his illness. He is usually much concerned 
with the daily processes that are going on in his 
body. He wants to know what his temperature 
and his blood pressure are, and he anxiously 


Anxiety usually accompanies illness; it is therefore a major consideration in providing 


nursing care. 


Change in 
Environment 


Superstitions 
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I. 

The acutely Ill patient is often highly dependent on 
nursing personnel. This patient's recovery from anes- 
thesia Is being carefully monitored by nurses in the 
Postanesthetic Recovery Room of a large metropolitan 
hospital. (Courtesy of Vancouver General Hospital.) 


awaits the outcome of tests and examinations. 
The interests of the acutely ill are narrowed; the 
patient is much more concerned with himself 
and his immediate environment than with any- 
thing that goes on outside the sickroom. Fre- 
quently, defense mechanisms the individual has 
found useful in coping with the initial stages of 
illness, such as denial, minimization, and 
repression, continue to be used. It is important 
that the nurse respect these behaviors, not chal- 
lenge them. It is essential that the patient main- 
tain his integrity and, if be has found coping 
strategies that help him to do this, the nurse 
should support these.’ 

In the social realm, there are certain expecta- 
tions that go along with being ill. And, we alse 
expect certain things of the ill person. He should 
want to get well, for example, since illness is 
not a desirable state of being. Today he is also 
expected to cooperate with those who are help- 
ing him in the process of getting better, and to 
assume increasing responsibility for his own 
care. 

The acutely ill person often finds himself in a 
highly dependent role. He may be unable to do 
many things for himself, and have to rely on 
others to do them for him. He may need to be 
bathed, for example, to have his position 
changed, or to have his dressing reinforced. He 
may even need the nurse's help in maintaining 


such a vital body function as breathing. A person 
wha has been independent all of his life may 
find it difficult to accept this help, and the nurse 
will need to be very tactful to enable such a 
person to maintain his self-respect and his dig- 
nity. Often, the patient's family can be very 
helpful during the acute stage in doing things 
for him, and the nurse should support them in 
their effort to aid the patient. 


The Convalescent Stage 


During the convalescent stage of an illness, 
the patient is recovering his physical and psy- 
chosocial balance. Soon, he must leave the sick- 
room and move back into the everyday world. 
This is a transition period and, for many pa- 
tients, it is a difficult time. Most people recover- 
ing from an acute illness are irritable. Their 
strength has not fully returned, yet often new 
demands are being put upon them. If the person 
has been hospitalized because of diabetes, for 
example, and this is his first experience with 
the disorder, he will probably have to adjust to 
the fact that there will be many changes in his 
lifestyle. He may have to learn to give himself 
an injection of insulin, to test his urine for sugar 
and acetone, and to modify his eating habits to 
keep the diabetes under control. Often, people 
worry about their ability to learn everything they 
need to know to look after themselves. They 
may be fearful, too, about resuming their normal 
activities. 

The primary focus of nursing during the con- 
valescent stage is to enhance the patient's ability 
to care for himself. The nurse's teaching role is 
important here. Not only must she help the 
patient to gain new knowledge and skills, but 
she must also provide him with the support and 
encouragement he needs to foster a good learn- 
ing environment. Again, the patient's family, or 
significant others in his life, are resources to be 
tapped for assistance to the patient during the 
convalescent stage. This will often involve the 
nurse in working with the family, as well as the 
patient, and supporting them in their efforts to 
help him. 


Stage of Restored Health 


After the convalescent stage is over, and the 
person returns to his normal activities, he enters 
a stage of restored health. For people who have 
had a self-limiting illness, such as a bout of 
pneumonia or surgery to remove a diseased 
gallbladder, restoration to health ideally means 


2 return to a state of balance in all areas of 
functioning. For those who have a chronic 
health problem, such as the newly diagnosed 
diabetic, and those with a terminal illness such 
as leukemia (often called cancer of the blood), 
it means restoration to a state of optimal func- 
tioning. 

All will, however, require continued supervi- 
sion bv health personnel to make sure that 
health. once restored, is maintained. The person 
who has had an episode of acute illness, with 
no residual problems, will probably need a 
check-up in a few weeks and, then, perhaps, 
another in a few months to make sure that all is 
eoing well with the healing process. After that, 
he can usually return to his regular health main- 
tenance program. À person with a chronic health 
problem will require monitoring throughout the 
remainder of his lifetime—to assess the individ- 
ual's responses to his therapeutic regimen and 
institute changes as needed, and to detect the 
early signs of any developing imbalance before 
it reaches critical proportions. The person with 
a terminal illness also requires continued mon- 
itoring to help him maintain an optimal level of 
functioning for as long as he can, and to provide 
comfort and support for him and his family as 
his health deteriorates. 

In the stage of restored health, the nurse's 
focus is again primarily on enhancing the pa- 
tient’s self-care abilities. Once the patient is 
discharged from a health agency and begins to 
resume normal daily activities, doubts and fears 
mav arise. The person with diabetes, who was 
doing well with his injections under the nurse's 
supervision, may lose some of his self-confi- 
dence when he is at home, and require reinforce- 
ment of prior teaching. He may also need help 
in fitting an exercise schedule into his daily 
routine, or assistance in utilizing health infor- 
mation services in the community. For example, 
there may be a ‘‘Dial-a-Dietitian” service avail- 
able that could help him if he has any uncer- 
tainties about his diet, and the nurse could alert 
him to the service. 

Today, there are many services available in 
the community to help people with chronic 
health problems and those who have been dis- 
charged from the hospital while still in the 
convalescent stage. There are “meals on wheels" 
for those who might otherwise not be able to 
look after their nutritional needs adequately. 
Help with the housework can be obtained 
through homemaker services for those who need 
it. Indeed, a major part of the nurse's work is 
often to coordinate the resources that are avail- 
able to enable patients to care for themselves in 
the home. 
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THE IMPACT OF ILLNESS ON THE 
FAMILY 


The illness of a family member has an impact 
on the total family. If the person who is sick is 
the breadwinner, there is a natural concern 
about the loss of ability to maintain financial 
responsibility for the family; both patient and 
family may worry about how long the patient 
will be unable to work and the using up of sick 
leave from the place of employment. There may 
be additional concern over the costs of illness, 
the payment of medical and hospital bills, and 
the charges for diagnostic and therapeutic serv- 
ices. The head of the household may not be in 
a position to make decisions about family mat- 
ters while ill; someone else may have to take 
over the responsibility for this. 

When the mother in the family is sick, house- 
hold routine is disrupted and other family mem- 
bers must take over the shopping, the planning 
and cooking of meals, the washing, and the 
ironing. In our small nuclear families, the rela- 
tives who might have done this are often thou- 
sands of miles away, and the family may have 
to rely on friends or “homemaker services" to 
provide help. 

If it is an older member of the family who is 
ill, there is usually much concern. It may be the 
first member of the household to be seriously 
ill, and the family is reminded of the mortality 
of human life. There may be additional worries 
over who will care for the patient, and again the 
costs, particularly of prolonged illness, may be 
a matter to cause considerable concern. 

When one of the children is sick, parents are 
usually very anxious. They may feel guilty of 
being in some way responsible for the child's 
illness. Often they feel helpless, and their anxi- 
ety and feelings of helplessness may be ex- 
pressed in hostility and criticism directed to- 
ward those who are caring for the child. Many 
hospitals today permit open visiting on chil- 
dren's wards and encourage parents to share in 
the care of their children. If the nurse under- 
stands some of the reasons behind the parents' 
behavior and that of family members, and also 
realizes her own feelings about this behavior are 
normal, she is better able to accept hostility and 
criticism without showing anger and hostility in 
return. 

When a person is hospitalized, his admission 
has many meanings for him and for his family. 
While he was ill at home, his care and the 
responsibility for it probably fell to other family 
members. After he enters a hospital, the respon- 
sibility for his care is transferred from the family 
to hospital personnel. This transfer of responsi- 
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bility often produces emotions of mixed relief 
and guilt on the part of the family: relief because 
trained people will now provide professional 
care, and perhaps guilt because members of the 
family feel that the patient would be happier at 
home or that they have passed on responsibili- 
ties that they should be accepting as a family. 
These feelings are sometimes expressed verbally 
to hospital personnel or they may be expressed 


STUDY SITUATION 


in activities such as bringing food to the patient 
or by criticizing the personnel and the institu- 
tion. If the nurse recognizes the needs of family 
members and solicits their help in appropriate 
areas of patient care, such as assisting the patient 
to eat, the family will feel more comfortable and 
will be better able to assist in the patient's 
recovery. 


Mr. Lopez is a 34-year-old man who emigrated from Mexico to California 15 years 
ago. He was born and raised in a small village, where he attended a school run by 
Catholic Sisters until the age of 13. He then worked as a migrant farm laborer until 
the time of his emigration. He now works as a truck driver for a large intercontinental 
van line. He has come to the doctor's office because his back has been bothering him 
and he finds it difficult to lift the heavy crates he carries in his truck. He also has 
pain when he drives for long periods. Mr. Lopez is married and has three small 
children. He asks whether he will have to go to the hospital. 


1. What factors should be considered in assessing Mr. Lopez's perception of his 


health status? 


2. For what reasons might Mr. Lopez be anxious? 


3. What factors might affect how Mr. Lopez reacts to his illness if surgery is needed? 
4. What are some of the implications of his illness and how might they affect his 


family? 
5. What can the nurse do to help Mr. Lopez? 
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The Nurse Should Be Able to: 


Compare the nature of health problems in North America today 
with those at the beginning of the century 

Discuss the biologial, environmental, lifestyle, and health care 
factors affecting health 

List the four principal health status indicators used in international 
comparisons 

Compare and contrast the health of people in North and South 
America on the basis of these indicators 

List the five leading causes of death in North America today 

Discuss major causes of death and disability throughout the life 
span of people in North America 

Identify sources of information the nurse may use to learn about 
factors affecting health and the principal health problems in 
a community 

Describe how the nurse can go about gathering this information 


MAJOR HEALTH 


PROBLEMS 


CHAPTER 


INTRODUCTION 


Good health is the bedrock on which social progress 
z built. A nation of healthy people can do those 
-hings which make life worthwhile and, as the level 
>f health increases, so does the potential for happi- 
ness. 


So far, we have been talking about health as 
it pertains to the individual and, to a certain 
extent, the family. Nursing students at all levels, 
nowever, as well as students in the other health 
iisciplines, need to be aware of the health status 
and the major health problems of people in the 
society in which they intend to practice. 

In all of the developed countries of the world, 
including the United States and Canada, there 
has been a marked improvement in health con- 
ditions since the turn of this century. Longevity 
mas been increased dramatically, and death rates 
nave been drastically reduced, particularly 
among mothers and children. The infectious 
diseases, with the exception of influenza/pneu- 
monia and certain diseases of early infancy, have 
disappeared entirely from the lists of major 
causes of death. Indeed, in 1978, the World 
Health Organization announced that smallpox 
had been completely eradicated throughout the 
world. 

Still. a large number of problems remain, and 
others have emerged, many as a result of the 
longer life span and the changing lifestyles of 
people in our society. People are living longer, 
and more of them suffer from chronic and de- 
generative disorders that impose limitations on 
their way of life. Industrialization, increasing 
urbanization, and affluence have all contr'bnted 
their share of health problems. A faster pa : 
living, alterations in family structure, and chang- 
ing social values have also creat .à new stresses 
tuat affect our health. We are concerned, for 
example, about the alarming incidence of mental 
illness, of alcoholism and drug addiction, par- 


ticularly among our young people, and of the 
premature loss of life resulting from accidents, 
suicide, and other acts of violence. We are also 
concerned about the respiratory problems aggra- 
vated by environmental pollution and by smok- 
ing, and about obesity and lack of exercise as 
contributing factors in many illnesses. Nor have 
we entirely eliminated the communicable dis- 
eases; the resurgence of the venereal diseases is 
currently a matter of major concern. 

In many of the developing countries, longevity 
and mortality rates are still at about the same 
level as they were in the developed countries 
some 75 years ago. Infectious diseases continue 
to be a major problem in a large part of the 
world, and maternal and child death rates re- 
main excessively high in the developing coun- 
tries. Although remarkable progress has been 
made in many countries, the gap between the 
rich and the poor nations continues to be a 
matter of international concern. Even in coun- 
tries where improvements in health have been 
considerable, such as our own, there is still a 
great difference in the health status of different 
segments of the population—between the rich 
and the poor, and between majority and minor- 
ity ethnic groups. 

The difference in health status between people 
in the developed countries and people in the 
developing countries of the world is illustrated 
by comparisons between the various regions of 
the Americas, where we have countries at dif- 
ferent stages of development. In this cha} ^r, we 
will look at some of these differences ar.. also 
at some of the differences that exist among 
various segments of the population in North 
America. First, however, we will look at the 
major factors affecting health. Later, we will 
explore ways the nurse can learn about the 
health status of people and the factors affecting 
health in the community in which she is going 
to work. 
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Human Biology 


Health Care 


Lifestyle Organization 


Environment 
Factors affecting health. (Source: Community Health 
Nursing. Report of a W.H.O. Expert Committee. Tech- 
nical Report Series 558. Geneva, World Health Orga- 
nization, 1974, p. 8.) 


MAJOR FACTORS AFFECTING HEALTH 


The four principal factors affecting both imdi- 
vidual and group health are said to be human 
biology, environment, lifestyle, and health care 
organization.” * 


Human Biology 


The element of humen biology includes an 
individual's genetic inheritance and the proc- 
esses of maturation and aging (which affect us 
all), as well as the complex network of structures 
and systems that campose the human body. We 
often hear it said that someone has inherited the 
strong constitution of his father's side of the 
family, or that another person has the same weak 
eyes as his aunt. Gertainly, we inherit our phys- 
ical structure, our skin texture and pigmenta- 
tion, and some say our mative intelligence, 
through the genes We receive from our parents. 

A number of specific diseases are known to 
be passed down through families. One example 
is Huntington's chorea, a progressive degenera- 
tive disorder of the nervous system, which is 
transmitted through a single, dominant gene and 
may affect both males and females in the family. 
Another is hemophilia, the so-called bleeder's 
disease, which has afflicted several generations 
of males in the Hapsburg family and other royal 
families. 

The more common disease of diabetes also 
has an inherited component, although its exact 
mode of transmission is still not well under- 
stood. Then, there are the congenital problems, 
that is, those present at birth. Although many 
are caused by difficulties encountered by the 


unborn infant in utero or by difficulties during 
delivery, in many congenital problems the ge- 
netic factor is clear and has been well docu- 
mented. The underlying cause of Down's syn- 
drome (mongolism), for example, is considered 
to be a defective chromosome, although this is 
not necessarily inherited. 

In many other disorders that affect human 
beings, the effect of genetic inheritance is sus- 
pected but the relationship has not yet been 
fully established. We do not know for certain at 
this point in time, for example, the extent of the 
role of heredity as a causative factor in heart 
trouble, or in hypertension, or in a number of 
other health problems. Nor do we know why 
some diseases seem to afflict people of one 
ethnic group more than another, as, for example, 
the high prevalence of diabetes among Jewish 
women, or of glaucoma (increased tension 
within the eyeball) among people in many of 
the West Indian ethnic groups. 

The processes of maturation and aging also 
affect an individual's health in many ways. Each 
stage of development, from conception through 
maturity to old age, involves changes in the 
human body and, also, changes in the interac- 
lions of the individual with the world around 
him. Many things can go wrong during the 
process of change. During the period of growth, 
for example, the bones or other structures may 
not develop as they should, and disturbances 
may occur in the functioning of the endocrine 
glands. Emotional problems frequently result 
from the psychosocial stresses on an individual 
as he moves from childhood to adulthood, to 
parenthood, to middle age, and then to old age. 
The number and types of problems related to 
difficulties associated with the processes of mat- 
uration and aging are numerous, and at the 
present time, we know far too little about many 
of them. 

Then, too, there are all the disturbances that 
can occur in the complicated systems of the 
human body, such as the skeletal system, the 
nervous system, the digestive system, and the 
like. As you proceed through your nursing 
course, you will learn about a good many of the 
systemic disorders that can occur in the human 
body; we will be touching on some of these in 
later chapters of this text in connection with 
common health problems. 


The Environment 


The environment, as we have mentioned ear- 
lier, includes both the physical world that sur- 
rounds us and the people who inhabit that 
world. Man has learned to control many aspects 


Air pollution is a growing cause for alarm in most major 
urban centers today. 


af his physical environment to make it more 
conducive to healthy living. One of the major 
iactors in the improvement of health in North 
America in the past 75 years has been the re- 
duction of environmental hazards through the 
application of known public health measures. 
These have included such basic measures as 
standards for housing; provisions to ensure safe 
water, food, and milk supplies; safety standards 
ior places where people work; and the control 
of communicable disease. 

In many of the developing countries, the lack 
oi a pure water supply, of adequate sanitation, 
and of effective measures to control communi- 
cable disease is held responsible for the contin- 
zing prevalence of many health problems, as, 
ior example, the water-borne diseases such as 
cholera and typhoid fever, the fecally transmit- 
ted infectious diarrheas, and the air-borne com- 
municable diseases such as tuberculosis, diph- 
tberia. whooping cough, and the like. 

Although we have greatly reduced the effect 
ai environmental factors on health in Morth 
America. there is still much lack of uniformity 
in the application of-basic public health meas- 
ures across thé country. Housing for many peo- 
ple is still inadequate or even unsafe. Access to 
a safe water supply is not guaranteed to all. In 
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some homes, there is still no running water or 
indoor plumbing. Raw sewage still pours into 
many of our lakes and rivers, and insects, rats, 
and other disease-carrying pests infest many 
poverty-stricken neighborhoods. 

Then, too, other environmental problems have 
emerged in recent years, many as a result of 
industrialization and increasing urbanization. 
The contamination of our waterways by indus- 
trial pollutants is currently a matter of major 
concern. There is also growing alarm about the 


j potential threat to health of air pollution, partic- 


ularly in our large urban centers. Many cities 
have installed monitoring devices and instituted 
controls to curb industrial activity when air 
pollution reaches a level considered harmful to 
health. 

Considerable research is currently being done 
on the effects of weather on people’s health. It 
has been estimated that approximately 30 per 
cent of the world's population are particularly 
sensitive to atmospheric changes. These people 
experience symptoms ranging from mental 
depression to severe pain with impending 
changes in the weather.? 

The effect of increasing urbanization on both 
the physical and social environment is also 
causing considerable concern to people in the 
health eld. In many instances, cities and new 
communities have grown too rapidly to cope 
with the housing, sewage, and other basic serv- 
ices needed by the population. Overcrowding, 


Increasing urbanization is another concern of health 
workers. New housing developments such as the one 
in this picture are rapidly being constructed In attempts 
to meet the needs of the ever-increasing influx of 
people to metropolitan areas. 
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lack of recreational facilities, excessive noise, 
violence, and solitude are among the social fac- 
tors resulting from urbanization that contribute 
to the health problems of city-dwellers. 

In looking at factors in the environment that 
affect health, we must remember that man is a 
social animal. His relationships with other peo- 
ple are very important to the satisfaction of many 
of his basic needs. The relationships he has with 
other people in the home, in the work or school 
setting, and in the numerous other activities in 
which he engages, then, contribute positively or 
negatively to his health, depending on whether 
or not they are assisting in the satisfaction of his 
basic needs. 


Lifestyle 


The ways of life of people in a community, 
and their individual lifestyles, also have a sig- 
nificant impact on health. Lifestyle is deter- 
mined in part by circumstance and in part by 
the decisions made, consciously or uncon- 
sciously, by people about the way they choose 
to live. A child born into a poor family in a 
ghetto neighborhood in a city in North America, 
for example, or into a poor family in a remote 
village in Central America, has little to say in 
the matter of his lifestyle—during his early 
years, at any rate. Lifestyle depends to a large 
extent on the occupation of-the head of the 


Obesity is considered a major health problem in Nortn 
America. This individual, who has already lost 50 
pounds under her doctor's supervision, shows, for the 
benefit of this photograph. the kinds of food that 
formery made up her diet. 


household, the income level of the family, and 
the things that income can purchase in the way 
of housing, food, clothing, recreation, and even 
education and health care. Another major factor 
contributing to better health for North Ameri- 
cans in this century (in addition to improved 
public health measures) bas been the general 
overall raising of income levels of the population 
with its concomitant raising of standards of 
living, perhaps one of the good things that has 
come from industrialization. 

In much of the developing world, many health 
problems are directly attributable to a lack of 
the basic essentials of life, such as adequate 
nutrition and housing, resulting from wide- 
spread poverty among large segments of the 
population in many countries. Nor is North 
America entirely exempt from the influence of 
poverty on the health of its people. The effects 
of income level on health stand out in startling 
relief when we look at differences among socio- 
economic groups in relation to infant mortality 
and maternal death rates in both the United 
States and Canada, as we shall do later in this 
chapter. The poor are obviously at a disadvan- 
tage, healthwise. 

In addition to circumstantial factors, there is 
also the element of personal decision-making 
that enters into an individual or family lifestyle, 
regardless of income. One of the byproducts of 
affluence has been obesity, which is considered 
a major health problem in North American so- 
ciety. Although other factors contribute to obes- 
ity—and we do not know about all of its causes 
yet—certainly individual choice of diet has a 
great deal to do with it. Obesity is felt to be a 
major contributing factor in many of the diseases 
that afflict large numbers of North Americans 
today, such as heart conditions, hypertension, 
diabetes, and the like. Nor should we forget that 
malnutrition can occur even in the midst of a 
plentiful food supply, as evidenced by recent 
studies on nutrition in both the United States 
and Canada. Malnutrition is most usually asso- 
ciated with poverty, but it may also result from 
poor choice in the foods eaten, as, for example, 
the eating of too many snack foods and sweets 
instead of regular, well balanced meals. 

The sedentary way of life among many people 
in North America (and among people in higher 
socioeconomic groups in many parts of Central 
and South-America as well) must also be con- 
sidered as a lifestyle factor affecting health. It, 
too, has been a product of the affluent society, 
with its motor cars for transportation and tele- 
vision sets for entertainment. There is no doubt 
that a lack of exercise contributes to a generally 
lowered state of physical fitness. It is encourag- 
ing to see so many of our young—and older— 


zeople today engaging in programs of regular 
zXercise. 

in discussing health problems resulting from 
—estvle factors, we should also mention the 
-zrible toll in human lives from excessive speed 
2nd careless driving on the highways, and the 
seavv burden put on our health care system for 
—» care, treatment, and rehabilitation of count- 
sss victims of automobile accidents. The low- 
ering of the speed limit on U.S. highways and 
:3 several Canadian provinces that resulted from 
-ne energy crisis of 1974, it has been said, 
zrobablv saved more lives and eliminated more 
Sospital days than any other single factor in 
cent vears. 

Numerous other major problems that are 
zauses of increasing concern in the health field 
zoday can also be attributed to lifestyle factors. 
These include alcoholism, drug addiction, the 
venereal diseases, and mental health problems, 
ncluding suicide. It is especially troubling that 
-tese are affecting increasing numbers of young 
people. 


Health Care Organization 


Health care organization is the fourth and last 
3a our list of major factors affecting health. 
“= provements in health care have been given as 
22e of the main reasons for the reduction in 
-aternal and childhood deaths in North Amer- 
:xca. and have contributed to increases in the life 
span in many ways. Yet, many problerns remain 
in the equitable distribution of health care serv- 
ices. We will be going into this topic in more 
3etail in Chapter 5. Suffice it to say here, then, 
‘hat it is necessary to have comprehensive and 
accessible care for all, with a full range of serv- 
ices— promotional and preventive, as well as 
zurative—if the highest level of health is to be 
attained for all of our people. And these services 
must be acceptable to people, or they will not 
>æ utilized. 


HEALTH STATUS INDICATORS 


The individual health of people and their 
major health problems are reflected in the statis- 
tical information collected and compiled by gov- 
ernments about illness and death in the country. 
The kinds of statistical information usually com- 
piled on an annual basis by national govern- 
ments include: 


1* the average life span of people in the coun- 
try (life expectancy) 

2. the number of deaths relative to the popu- 
lation (mortality rates) 
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3. the reasons for these deaths (causes of 
death) 
4. the incidence of illness (morbidity data) 


These four sets of statistical information are 
considered the main health status indicators for 
a given population. They provide a base for 
identifying major health problems, that is, those 
problems responsible for the most deaths and 
those causing the greatest amount of disability 
to people. They also help to give some insight 
into the principal factors affecting the health of 
the population. 

Because virtually every country in the world 
collects information related to these four indi- 
cators, it is possible to look at differences be- 
tween countries, and where statistical informa- 
tion has accumulated over a number of years, to 
look at trends over time. 


Life Expectancy 


The average lifespan of people in a given 
country reflects the total effect of its economic 
development and its health care programs. In 
the developed countries of the world, such as 
the United States and Canada, life expectancy 
has increased dramatically since the turn of the 
century—from a little under 50 years in 1900 to 
72 years in 1980. The biggest changes in the life 
span occurred during the first half of the century, 
with smaller but still significant gains since 
1950. 

This remarkable extension of the life span in 
North America during this century has been 
attributed to a constellation of factors. These 
include the general overall raising of standards 
of living, improved sanitation, the development 
and widespread use of immunity-producing 
agents to protect people from communicable 
disease, improvements in health care services, 
and advances in medical science and technol- 
ogy. 
One trend that should be noted in the statistics 
of life expectancy in North America particularly 
is the widening gap between men and women. 
In 1900, women outlived men by an average of 
approximately 2 years in both the United States 
and Canada. By 1976, this figure had increas 
to approximately 7.7 years in the United St 
and 7.5 years in Canada. The resulting imbal- 
ance between the sexes, particularly in the older 
age group, has brought about changes in the 
structure of our society. One of the unfortunate 
results of this trend is that widowhood and 
loneliness all too often contribute to the health 
problems of many of our senior citizens. 

In the United States, there is a sizeable differ- 
ence—5 years—in life expectancy between 


38 HEALTH CARE AND THE PRACTICE OF NURSING 


O 5 10 15 20 25 30 35 40 45 50 55 60 65 70 75 BO 


Northern America 


Lotin America 


SaaS M 


Caribbean 


Sd 


Continental Middle America 


SS 
uu 


Temperote South America 

members of the white population and all others. 
The biggest difference is found among the blacks 
and North American Indians, among whom mur- 
tality rates are much higher, especially in the 
early and middle years of life. Mortality rates 
for Asian Americans, however, are below the 
national average.* 

The figure above shows estimates and projec- 
tions of life expectancy at birth in five regions 
of the Americas for the periods 1960 to 1965 
and 1980 to 1985. Even in the region with the 
lowest life expectancy (Tropical South Amer- 
ica), considerable progress has been made in 
lengthening the life span over the past (wo 
decades. 


Tropical South America 


Mortality Rates 


A major factor in the lengthening of the aver- 
age life span in North America has been a 
dramatic reduction in the mumber of infant and 
maternal deaths. Relatively few women in either 
the United States or Canada die as a result of 
childbirth these days; the maternal mortality 
rate is now less than 1 per 10,000 live births in 
Canada and 1.2 in North America overall, 

In Middle and South America, the rates were 
approximately seven to ten times greater than in 
North America for the year 1975. Trends in 
maternal death rates in three regions of the 
Americas, as seen in the figure opposite, show 
the continuing decline in maternal death rates 
in North America and the progress made in 
Gentral and South America over the period 1960 
to 1975. 

Maternal deaths are considered to be largely 
preventable. The importance of early and ade- 
quate prenatal care cannot be overstressed. The 
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59.6 65.7 
Estimates and projections of life ex- 
a m^ pectancy at birth, by reglons of the 
' . Americas, 1960—1965 and 1980— 
1985. Source: Health Conditions in 
the Americas 1973-1976. Wash- 
63.3 an ington, D.C., Pan American Health 
Organization, Pan American Sanitary 
Bureau, Regional Office of the 
56.6 64.9 World Health Organization. 1978, 
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reduction in maternal death rates in both the 
United States and Canada is attributed mainly 
to improved prenatal care for pregnant women 
and to hospitalization for the mothers during 
delivery. 

Although the record in North America is very 
good, there are still differences in the extent of 
care received by women in different socioeco- 
nomic groups. It has been estimated that early 
prenatal care, that is, care during the first 3 
months of pregnancy, is received by approxi- 
mately 77 per cent of white women in the United 
States and by only 59 per cent of black women, 
and by far more women with education beyond 
high school than by those who left school in the 
primary grades. Unfortunately, it is often the 
women at highest risk who delay prenatal care 
until late in pregnancy. These include women 
who are black, adolescents, older women, those 


Maternal deaths per 10,000 live births in the three 
regions of the Americas, 1960—1975. (Source: Health 
Conditions in the Americas 1973—1976. Washington, 
D.C., Pan American Health Organization. Pan American 
Sanitary Bureau, Regional Office of the World Health 
Organization, 1978, p. 45.) 
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INFANT MORTALITY RATES, SELECTED 
COUNTRIES, 1977* 


Infant Deaths 
per 1000 Live 
Rank Country Births 
: Sweden 8.0 
2 Japan 9.3 
3 Netherlands 9.5 
+ Switzerland 10.7 
* France 11.4f 
= German Democratic Republic 13.1 
^ England and Wales 13.7 
3 United States 14.1 
ə Canada 14.3 
¿0 Australia 14.3 
11 German Federal Republic 17.4 
-2 haly 17.6 
13 Israel 22.9 


“Deta for Canada, Israel, and Australia refer to 1975; data 
fee >e German Federal Republic and Switzerland refer to 
TEC*: all of the 1977 data are provisional, except for the 
-umexi States. 

7txriudes infants who have died before registration of 
nr 

Sc: Health United States 1979. Hyattsville, Maryland, 
: Department of Health, Education, and Welfare Publi- 
mmm No. (PHS) 80-1232. Public Health Service. National 
—emer for Health Statistics, 1980, p. 142. 
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who already have a number of children, and 
-—»se who are unmarried.‘ 

infant mortality is considered one of the most 
sensitive indicators of a nation's health status. 
= both the United States and Canada, major 
accomplishments are reflected in the significant 
=p in infant mortality rates, from slightly over 
700 deaths per 1000 live births in the early 
2920's to 14.2 in 1977.* There is, however, still 
mom for improvement, as can be seen when 
se figures are compared with Sweden's rate 
x 80 per 1000 live births in 1977, and with 
"pen's rate of 9.3 for the same year. In 1977, 
ze United States ranked eighth and Canada 
xinth in international comparisons of infant 
—ertalitv. The grounds for hope of further im- 
-covernent in the reduction of infant deaths in 
North America are evident when one looks at 
->e differences between segments of the popu- 
‘zion divided on socioeconomic and geographic 
izes In the United States, for example, the 
-xxtality rate is considerably higher for black 
:zfants than for white infants. Japanese-Ameri- 
zams and Chinese Americans, on the other hand, 


* A=bough American and Canadian infant mortality rates 
ze xx identical, over the years the differences have been 
e and progress in both countries has followed a sim Jar 
mær The following statistics give some indication of 

jn North America. Ingg921, Canada reported an infant 

rate of 102 per 1 live births. In 1949, the rate 

m the U.S. was reported as 47 per 1000 live births. In the 

iste 1950s and early 1960s, it remained stationary at about 

25 deaths per 1000 live births in both countries, but has 
zontznued to decline from around 1965 to the present. 
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have the lowest infant mortality rates of all 
ethnic groups in the United States. The rate for 
American Indians has dropped dramatically 
since 1950—from 82.1 in that year to 15.6 in 
1977. Considerable improvement in infant mor- 
tality rates has also been seen among the Inuit 
and native Indian populations in Canada, and 
this has helped to lower the overall rate for the 
country. 

The majority of early infant deaths (neonatal) 
are associated with the status of the infant at 
birth. Later infant deaths (postnatal), with the 
exception of those caused by congenital anom- 
alies, are more likely to be associated with en- 
vironmental factors. In the United States and 
Canada, the decrease in infant mortality has 
shown a continuous decline in both neonatal 
and postnatal deaths. In other words, babies are 
getting a better start in life (an important factor 
here would be better prenatal care for mothers), 
and the infant's chances of survival through the 
first year are better owing to less danger from 
environmental factors (including, in this in- 
stance, improved nutrition and better infant 
health care). 

In both Middle and South America, infant 
deaths remain excessively high, although con- 
siderable improvement has been made since 
1960. Rates were reduced in Middle America, 
for example, from an average of 70 deaths per 
1000 live births in 1960 to 48.3 in 1975, and in 
South America from close to 85 in 1960 to 49.4 
in 1975.5 

It is felt that a large number: of these deaths 
could be prevented by further improvements in 
disease prevention, environmental sanitation, 
and better programs of maternal-child health 
care.* 


Principal Causes of Death and 
Disability 


Statistical data on the leading causes of death 
and the prevalence of illness (morbidity data) 
also help to identify the major health. problems 
in a country. The pattern in leading causes of 
death in North America has changed consider- 
ably since the turn of the century. In 1900, 
deaths from infectious diseases headed the list. 
These included pneumonia/influenza, tubercu- 
losis, and diarrhea/enteritis, in that order. Also 
on the list of major killers at that time were 
nephritis (for the most part, postinfectious) and 
diphtheria. By 1940, the noninfectious disorders 
of heart disease, cancer, and cerebrovascular 
accidents had become the three leading causes 
of death, although tuberculosis, pneumonia, and 
nephritis were still listed among the major 
causes. By 1970, influenza/pneumonia was the 
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only infectious disease remaining on the list of 
major causes of death in both the United States 
and Canada.* 

The five leading causes of death in North 
America, as shown in the figure below, are now 
diseases of the heart, malignant neoplasms, 
cerebrovascular disease, accidents, and influ- 
enza/pneumonia, in that order. 

Diseases of the heart are responsible for over 
one third of all deaths each year. The number 
of deaths from heart disease has been declining 
steadily during the past decade. A number of 
factors are felt to have contributed to this de- 
cline, including: decreased smoking, improved 


Principal causes of death as a percentage of total deaths 
in three regions of the Americas, 1975. (Source: Health 
Conditions in the Americas 1973—1976. Washington, 
D.C., Pan American Health Organization. Pan American 
Sanitary Bureau. Regional Office of the World Health 
Organization. 1978. p. 27.) 
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management of hypertension, reductions in di- 
etary intake of saturated fats, more widespread 
physical activity, improved medical emergency 
services, and a greater number of coronary care 
units better equipped to handle acute cases.‘ 
Heart disease is, however, the leading cause of 
death in the population. It also accounts for the 
greatest amount of acute illness and major dis- 
ability among the total population. 

Malignant neoplasms (cancer) cause almost 
one fifth of the total number of deaths each year. 
Cancer strikes people of all ages and becomes a 
principal cause of death and disability among 
people from the latter half of the young adult 
years onward. There has, however, been a con- 
siderable decrease in cancer mortality among 
young people since 1950, owing in part to the 
reduced incidences of breast cancer in younger 
women and of lung cancer in younger men and 
improved treatment of Hodgkin’s disease (a ma- 
lignant disease of the lymph glands and nodes) 
and childhood leukemia.‘ 

Cerebrovascular disease is primarily a prob- 
lem of aging. It is a leading cause of death and 
of both acute and chronic conditions in people 
over 65 years of age. The fact that cerebrovas- 
cular disease now accounts for more than one 
tenth of all deaths each year in North America 
is a reflection of the lengthening life span of 
people in our country. 

Accidents have become the fourth leading 
cause of death in North America (accounting for 
more than 6 per cent of the total annual death 
toll each year). They are the leading cause of 
death for the population 1 to 34 years of age. 
They are also the second leading cause of acute 
hospitalization, surpassed only by heart disease. 
The residual effects of accidents in the form of 
long-term disability also constitute a very major 
health problem. 

Despite our progress in the control of other 
infectious diseases, influenza/pneumonia con- 
tinues to be a major health problem in North 
America. It is a principal cause of death in 
infants under 1 year of age and remains an 
important cause of death and a major cause of 
acute illness throughout the life span. The pro- 
portion of total deaths in North America attrib- 
uted to influenza/pneumonia each year is ap- 
proximately 3 per cent. 

The principal causes of death as a percentage 
of total deaths in three regions of the Americas 
are shown in the figure on this page. Although 
enteritis (inflammation of the intestinal tract) 
and other diarrheal diseases continue to be a 
major concern in Middk&.\merica, othe: '";ajor 
health problems in Middle America and South 
America are the same as those in North America, 
albeit in different rank order. 


MAJOR HEALTH PROBLEMS 
THROUGHOUT THE LIFE SPAN 


The list of the leading causes of death, taken 
i332e. does not give us a full picture of all the 
=ajor health problems in North America today. 
From the vast amount of statistical data gathered 
— both the United States and Canada on the 
zzuses of death and the prevalence of illness, it 
x possible to gain further insight into the nature 
x these problems, and to look at them from the 
point of view of the principal age groups af- 
=cted. 


The Childhood Years (Birth to 14 Years) 


The period during and immediately after birth 
x= the most critical time for infants. Most of the 
seaths at this time result from problems in 
-egard to the infant's supply of oxygen or from 
abnormalities of the placenta (afterbirth), or from 
soth. After the first week of life, congenital 
¿normalities become the leading cause of infant 
aths. and they account for a major portion of 
7we acute conditions requiring care in hospitals. 
During the first year of life, the infant is partic- 
złærły susceptible to infections of the respiratory 
zad gastrointestinal tracts. These, together with 
accidents and nutritional disorders, account for 
= largest number of remaining deaths as well 
zs acute illnesses in infants. 

Once a child has passed his first birthday, his 
-zances of survival are much greater. The age 
zup of 1 to 14 years now has the lowest overall 
Ze*n rate of any period in the life span in North 


“=se of deaths of children under 5 years of age 
^ Gee re@ions of the Americas, 1968—1974. (Source: 
e Conditions in the Americas 1973—1976. Wash- 
^w DC. Pan American Health Organization. Pan 
4gmencan Sanitary Bureau, Regional Office of the World 
-varh Organization, 1978. p. 46.) 


a. 


Per sent 
Y 


~ 9988 1972 1974 "1968. 1972 1974 1968 1972 1974 
Northern America Middle America South America 


ESSE under 1 year [pn years 


MAJOR HEALTH PROBLEMS 4] 


America. The common childhood illnesses con- 
tinue to be a problem, but the number of deaths 
resulting from them has been markedly reduced. 
The only infectious disease that remains a major 
killer in this age group is influenza/pneumonia, 
which is the second most common cause of 
death and the principal cause of hospitalization 
in children. The leading cause of death in this 
age group is now accidents, with motor vehicle 
accidents responsible for approximately one half 
of these. Accidents are also the second most 
common Cause of acute illness in children and 
a major cause of long-term disability as well. 
The most common chronic conditions in chil- 
dren are the respiratory disorders of bronchitis 
and asthma. Other problems in this age group 
include the developmental defects and the resid- 
ual effects of congenital abnormalities, which 
account for a major portion of both acute and 
chronic conditions in children, 

In contrast to North America, childhood 
deaths remain disproportionately high in the 
rest of the Americas, where the communicable 
diseases, mulnutrition, diarrhea, and other infec- 
tions Of We gastrointestinal tract continue to 
take a heewy toll. (See figure below.) Although 
malnutrition is not always listed as the principal 
cause nf death. the relationship between it and 
infections im children has been well docu- 
mented.” 


The Young Adult Years (15 to 44 Years) 


More young people lose their lives each year 
from accents, suicides, and homicides than 
from amy ether cause in North America today. 
with more premature deaths resulting from these 
among young men than among women. Suicide 
has become an important cause of death in 
people & young as 15 years, according to both 
U.S. and Canadian statistics. In the U.S., it has 
been estimated that deaths from motor vehicle 
accidents have increased by one third in the 15 
to 24 year age group, and deaths from homicide 
and suicide have more than doubled since 1950.* 
Combined. these three causes now account for 
almost half of all deaths in the 15 to 44 year age 
group. Rates for deaths due to accidents and 
homicide are particularly high among blacks and 
American Indians. Accidents are also the prin- 
cipal cause of acute illness, with their resultant 
head injuries, fractures, burns, and complicating 
disorders. Probably the most unfortunate aspect 
of these statistics is that so many accident vic- 
tims are left with residual long-term disability 
as well. In the United States, it is estimated that 
over 1.6 million young adults (aged 15 to 24 
years) and 3.7 million people in the 25 to +4 
year age group suffer permanent disability re 
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sulting from accidents occurring during these 
age periods or earlier.® 

The second leading acute condition in young 
adults is mental illness, which has shown an 
alarming increase in this age group in recent 
years. Associated with mental illness are the 
problems of alcoholism and drug addiction. The 
rising incidence of alcoholism among very 
young teenagers, among whom it appears to be 
replacing the drug problem, is currently causing 
a considerable amount of concern. 

The widespread prevalence of venereal dis- 
ease is also an alarming problem in adolescents 
and young adults. Since 1970, gonorrhea has 
ranked first among the reportable communicable 
diseases in North America. There was a steady 
rise in the incidence of this disease from 1950 
through the mid 1970's, but indications are that 
this trend is now reversing itself. Meanwhile, 
the incidence of other venereal diseases, such 
as syphilis, has been decreasing.* 

In the latter half of the early adult years, heart 
disease begins to assume importance, both as a 
leading cause of death and as a cause of acute 
and chronic illness. Although the chronic ill- 
nesses are not so prevalent among the younger 
members of this age group (the 15 to 25 year 
olds), hypertension and arthritis begin to show 
up as major disablers in the 25 to 44 year age 
group. 

Obesity has been mentioned several times 
before as a factor in many acute and chronic 
conditions. It is of particular concern in young 
adults because it contributes another risk factor 


Prevalence of selected chronic conditions per 1000 
persons in the United States, all ages. (Source: Adapted 
from Health United States 1975. Rockville, Maryland, 
U.S. Department of Health, Education, and Welfare 
Publication No. (HRA) 76—1232. Public Health Service. 
Health Resources Administration, National Center for 
Health Statistics, 1976, p. 247.) 
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to health in later years. Diabetes, for example, 
in which the relationship to obesity is currently 
under considerable study, becomes a principal 
cause of death and disability in the 15 to 44 year 
age group (it is one of the leading causes of 
death in the 25 to 44 year age group). 

Cancer also begins to attack a large number of 
people in the latter half of the young adult years, 
striking women at an earlier age than it does 
men. 


The Middle Years (45 to 64 Years) 


By the middle years of the life span, the 
chronic diseases have become, and remain, the 
principal causes of death and disability. Dis- 
eases of the heart are by far the most common 
of these. Other leading causes of death and of 
acute and long-term illness in this age group 
include cancer, cirrhosis of the liver (associated 
with alcoholism), and the chronic respiratory 
disorders such as emphysema, bronchitis, and 
asthma. These problems, together with mental 
illness and accidents, are among the principal 
disorders requiring hospital care in people dur- 
ing the middle years. Other common causes of 
hospitalization in this age group are disorders 
of the reproductive system (in women particu- 
larly), disorders of the nervous system, choleli- 
thiasis (stones in the gallbladder), ulcers, hyper- 
tension and arteriosclerosis, diabetes, and 
hernia. 


The Older Age Group (65 Years and on) 


Among the older age group, it is not surprising 
to find that the chronic and degenerative disor- 
ders are by far the principal causes of death, 
with heart conditions, cerebrovascular accidents 
(strokes), and cancer being the most common. 
These conditions, together with accidents, are 
also responsible for the largest amount of acute 
illness in the elderly. 

The number of older people being cared for 
in acute care hospitals is very high in proportion 
to their numbers in the population. The majority 
of reasons for their hospitalization usually in- 
volve chronic problems or conditions that re- 
quire a lengthy hospital stay. An increasingly 
large number of older people are receiving care 
in nursing homes and extended care facilities, 
and the residents of these homes usually have 
multiple chronic problems. 

It is important to remember that the c7.7onic 
disorders have a cumu. ‘ive effect. As people 
grow older, more of them tend to suffer from 
chronic and degenerative diseases, and their 
numbers add to those in whom chronic condi- 


—:as began to appear at an earlier age, thus 
s:-zmulating and increasing the proportionate 
- —ber of people with long-term disability in 
“== alder age group. The most common causes 
- .ong-term disability among the total popula- 
= in the U.S. are shown in the figure on page 
Tze picture is, of course, not entirely bleak 
"=r zar senior citizens. The vast majority of them 
:— not residents of institutions; only about 5 
-e- cent are. A number of innovative programs 
~= being developed to assist older people to 
—2:ntain as independent a lifestyle as possible; 
= of these were discussed in Chapter 1. 


THE NURSE AND HEALTH PROBLEMS 
IN THE COMMUNITY 


= :s important for the nurse to be aware of the 
Zw: health problems in her country. National 
suztstics and national averages, however, do not 
-exessarilv give a representative picture of the 
zr-c«ems she will encounter in the community 
= wich she is working. Each community will 
sre its own unique set of problems, and the 
crs affecting health in each community will 
tær The problems will be different, for exam- 
zw in rural as opposed to urban settings, or 
wen affluent neighborhoods and poor ones, 
a»z will also vary with the inhabitants of each 
—c-unity and their lifestyles. 

— order to play her part in the promotion and 
zr-rection of health, the care of the ill, and the 
-«--stion of health, the nurse should become 

zw .dgeable about the particular health prob- 
»—s and the factors affecting health in the 
:zc—aunity in which she is going to practice. 

+ good first step in learning about a commu- 
— :s to find out what has been written about 
7-s nurse can often get quite a bit of infor- 
>= about the people who live and work 
== >v reviewing the statistical data published 
e-vernment agencies. Census data, for ex- 
=z. provide basic information about a given 
> —zzon. such as total number of people, age 
= &x distribution, ethnic origin of the inhab- 
=. population density (number of people per 
-=æ mile}. and birth rates. Government health 
ooreen clariora], state (provincial), and 

= =xipal—usually collect and publish basic 
zea- statistics such as life expectancy rates, 


(ng 
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il major illnesses. "These statistics often go 
-:-- to the county or municipal level. Infor- 
zac about the nature of health services in a 
—zmunitv and the {..,iacing and utilization of 
these services is also frequently available in the 
-z3lications of governmental and other health 
igezxcles. 
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Other written material that the nurse can usu- 
ally find in a library to increase her knowledge 
about a community includes maps, encyclope- 
dias, informational brochures (such as those put 
out by government tourist bureaus), and local 
newspapers. From these sources the nurse can 
often learn much about environmental factors 
affecting health, such as the geographic location 
of the community, climatic conditions, and the 
community's transportation and communication 
systems, and major industries in the area, as 
well as something about recreational and edu- 
cational facilities and churches. The commu- 
nity's concern about health matters, such as 
health care financing and environmental pollu- 
tion, are often discussed in articles in the local 
newspapers. 

The information obtained from written mate- 
rial can be supplemented by talking with knowl- 
edgeable and informed people in the commu- 
nity, such as the medical officer of health and 
his staff, public health nurses in the area, social 
workers, clergymen, and teachers. Sometimes, 
too, the local law enforcement officer may be 
the best informed person in a community with 
regard to the assets and liabilities of its health 
status. 

Direct observation, such as that made while 
walking about the community, gives the nurse 
who is new to the area an opportunity to note 
the location of health agencies, particularly in 
relation to schools, shopping areas, and residen- 
tial accommodation. It also helps the nurse to 
gain an insight into local housing conditions, 


The nurse can leam much about factors affecting health 
through observations made while walking about the 
community. Here, the nurse explores the neighborhood 
in which she is to work. 
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FACTORS AFFECTING HEALTH IN A COMMUNITY 


Human Biology Environment Lifestyles Health Care System 
Populetion Data Geographic Data Occupational Preventive health services 

Number of people Climate characteristics of Health maintenance services 

Age distribution Location (accessibility) population Agencies for diagnosis, treatment 

Density/square mile Transportation Average income level and rehabilitation of the sick 

Ethnic origins Communication Recreational facilities Physician population 


Water supply 
Food quality control 
Sewage disposal 


Health Data 
Life expectancy rates 
Probable birth rates 


Major causes of death Foveon mertal i 
Major illnesses pound 
Housing 


Major industries 


Educational facilities 
Churches 
Health care financing 


Nursing services available 

Attitudes toward health and health 
care 

Utilization of services 


the presence or absence of parks and other 
recreational facilities, the number of churches, 
and the general appearance of the community. 
The nurse, in her appraisal of a community, 
might also talk with individuals who live there 
in order to gain an appreciation of their knowl- 
edge about health care services available in the 


STUDY SITUATION 


community, their attitudes toward health and 
health care, and their utilization of health serv- 
ices. 

Some of the types of information that are 
useful in assessing health problems and the 
factors affecting health in a community are de- 
tailed in the table above. 


You have been offered a summer job in a Neighborhood Health Center in an area of 
the city with which you are not familiar. In preparation for this assignment, you want 
to find out something about the factors affecting health and the health problems of 


the people in the neighborhood. 


Outline a plan for obtaining the information you feel would be helpful to you. 
The following questions are suggested to help you to organize your plan for looking 
at biological, environmental, lifestyle, and health care organization factors. 


Suggested Items to Be Considered Under Biological Factors 
1. How many people live in the community? 
. What is the approximate age distribution of the population? 


. What is the population density? | 


2 

3 

4. What are the predominant ethnic groups? 

5. What are the common illnesses of the people who live in the community? 


among infants 
among children 


among the adults 
among old people 


Suggested Items to Be Considered under Environmental Factors 
1. What is the general description of the community, e.g., housing, neighborhood 


conditions, and the like? 
2. Is the housing adequate? Safe? 


3. What is the state of sanitation in regard to: 


water supply 
sewage 
garbage disposal 


control of animals, insects, and other vectors of disease, e.g., dogs, rats, mice, 


insects, cows, goats 


4. How would you describe the social environment of the community? 
5. Are there parks or recreational areas in the community? 


Suggested Items to Be Considered under Lifestyle Factors iis 


Where do they work? 


PON 


What are the principal occupations of people who live in this community: 


What is the approximate average yearly income? 
Do people live in single family dwellings? Multiple family dwellings? 


3. What do people do in their leisure time? 
middle aged adults 
older people 


children 
vouth 
voung adults 
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3z2gested Items to Be Considered under Health Care Organization 
: What health services are available in the community? 


health promotion services 
hospitals, health centers, or clinics 
physicians’ offices 

nursing services 

preventive health services 
rehabilitation services 


Where do people go when they are sick? 


i How do they feel about the health services that are available? 
& How do they pay for their health services? 
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The Nurse Should Be Able to: 


Discuss health care as social policy 

Differentiate between explicit and implicit health policies 

Discuss factors contributing to the increased demand for health 
services 

Discuss the effects of escalating costs and increased demand on 
health care services 

Compare and contrast the health care systems in the United 
States and in Canada 

Describe the spectrum of health care services in a community 

Describe the functions of official and voluntary agencies, with 
particular reference to their role in health promotion and 
protection 

Discuss the principal providers of primary care services in a 
community 

Explain the various functions of a hospital 

Describe the functions of various departments within a hospital 

Discuss the nature of home care programs 

Discuss the nature of extended care facilities 

Discuss the nature of hospices 

Describe the nature of rehabilitation services 

Discuss the role of the nurse in rehabilitation 

Describe the usual procedure for admitting a patient to hospital 

List principles relevant to the care of newly admitted patients 

Describe measures the nurse can take to assist the patient to 
adjust to the hospital 

Describe measures the nurse can take to assist the patient when 
he is being discharged from the hospital 


HEALTH CARE AGENCIES 


CHAPTER 


INTRODUCTION 


ith is said to be a human right, that is, a 
7:7 z:non to which everyone has a just claim. The 
=m. zcceptance of the notion of human right implies 
mc s&xietv assumes a responsibility and will give a 
zai pnmority to carrying it out.’ 


4s discussed in the previous chapter, health 
= iZeted by a number of social and economic 
ta:^:7$ as well as health care per se. In order to 
2 z0p and maintain good health, people must 
zs7* :ncome sufficient to provide adequate food 
£c shelter. It is indeed difficult to separate the 
szza! and economic components from health 
z: and in many national and state/provincial 
z= ernments, the functions of social welfare and 
zah have been brought together in one de- 
ze-ment. In the United States, for example, the 
-ecentment of Health and Human Services ad- 
mocmsters both the national health and the na- 
2:241 social welfare programs, as does the De- 
cen of National Health and Welfare in 

T>e provision of adequate health measures is 
-wed as an essential component of a country's 
:. ral] social policies. In the United States and 
z L2neda (and in many other countries too), we 
œ.:2ve that society has a responsibility to look 
£757 its older people who have reached the age 
; retirement and may be unable to care for 
^7cseives financially. The assumption of this 
sce asibilitv is a social policy to which both 
o: -zmes subscribe. The policy is evidenced in 
Dl] socal (income) security programs that en- 
:.7 2 basic minimum income for all senior 
:.— ens and in programs that provide health 
s¢7.772es for older people through public monies. 


EXPLICIT AND IMPLICIT HEALTH 
POLICIES 

T mealth programs for senior citizens illus- 
ete national health policies that have been 


adopted in our countries. A policy is an admin- 
istration decision that is used to guide and 
determine a plan of action. 

At every level of government, national, state/ 
provincial, and municipal, health programs are 
based on certain policies that the prevailing 
government either initiated on its own or en- 
dorsed from a previous governmental policy. 
When policies are proclaimed in written state- 
ments, they are called “explicit” policies. It is 
not uncommon for a newly elected government, 
for example, to make a formal statement of the 
health policies it intends to follow during its 
term of office; indeed, these may have been 
planks in its election campaign, which are then 
made into explicit policy commitments after 
election. The following statements, taken from 
a speech made by one health minister in outlin- 
ing his government's Ten Year Health Plan, are 
examples of explicit policy statements: 


(development of) a Maternal Health Programme 
which would cover 75 per cent of the population 


and 


decentralization and regionalization of the health 
services and the establishment of Community Health 
Advisory Boards made up of the people and the 
nursing personnel in the particular community.? 


Health policies, once adopted, are frequently 
incorporated into legislation. In the United 
States, the issue of national health insurance has 
been debated for many years, but no consensus 
has been reached on overall policy. In Canada, 
a policy of universal prepaid medical and hos- 
pital insurance has been incorporated into na- 
tional health insurance laws. 

Sometimes, health policies are not explicitly 
expressed in formal statements, nor incorpo- 
rated into legislation, but they may be inferred 
from the programs that are carried out by the 
department of government responsible fo: 
health. In this case, they are called “implicit” 
policies. An example here might be the policy 
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of a municipal government to protect all chil- 
dren, insofar as possible, from the communica- 
ble diseases to which they are particularly vul- 
nerable and for which there are known 
immunizations. Although the policy may not be 
explicitly stated, it would be demonstrated in 
citywide preschool and school immunization 
programs carried out by the municipal depart- 
ment of health. 


HEALTH CARE FOR ALL: A MAJOR 
POLICY ISSUE 


A major policy issue concerning most coun- 
tries of the world is how to ensure that the 
services needed to promote and maintain health, 
to prevent disease, and to treat illness, as well 
as the rehabilitative services needed to restore 
the sick to an active functioning role in society, 
are made available to all persons in the country. 

The importance attached to this concern is 
evidenced by the increasingly large sums of 
money being spent annually on health care, and 
by the rapidly growing number of people en- 
gaged in providing health care services. During 
the 1970s, national health expenditures more 
than doubled in the United States, reaching 
$192.4 billion in 1978. This amount averages 
out to a health bill of $863 per person per year. 
Health care expenditures in the United States in 
1970 represented 7.6 per cent of the Gross Na- 
tional Product; in 1978, 9.1 per cent.° 

In Canada, national health expenditures rose 
from $6 billion in 1970 to over $16 billion in 
1978 (or $688.77 per capita). Total health ex- 
penditures as a percentage of the Gross National 
Product remained fairly steady at around 7 per 
cent during these years.* 

The allocation of health monies by type of 
expenditure (United States figures) is shown in 
the figure above. 

The increased expenditure on health care has 
been accompanied by a marked increase in the 
number of people who provide health care serv- 
ices. Reports indicate that the number of people 
employed in the health field has been increasing 
at more than twice the rate of the number of 
employed persons in the total economy. It has 
been said that the “health care industry" now 
encompasses a combined manpower force larger 
than that of any other industry. In 1978, it was 
estimated that there were 6.7 million persons 
employed in health-related occupations in the 
United States, an increase of nearly 60 per cent 
over 1970 figures. More than half of these people 
worked in hospitals.? In Canada, with a popu- 
lation roughly one tenth that of the United 
States, over half a million people are engaged in 
the provision of health services. 


Types of health expenditures, fiscal year 1978. (Source: 
Health United States 1979. Hyattsville, Maryland, U.S. 
Department of Health, Education and Welfare Publica- 
tion No. (PHS) 80—1232. Public Health Service. Health 
Resources Administration, National Center for Health 
Statistics, p. 238.) 


INCREASED DEMAND FOR HEALTH 
SERVICES 


. The basic reason for the increased health ex- 
penditures and, also, the growing number of 
people engaged in providing health services, has 
been an increase in the demand for health care. 
A number of factors have contributed to this 
increased demand, including changes in the size 
and structure of the population, a growing pub- 
lic recognition of the value of health care, and 
increased awareness of social needs in regard to 
health care, government subsidies for the con- 
struction of health facilities, and enlargement of 
the scope of health services through increased 
knowledge and improved technology in the 


` biomedical field. 


Both the United States and Canada experi- 
enced tremendous spurts of growth in the third 
quarter of this century. Canada's population in- 
creased from an estimated 11.5 million in 1941 
to almost 23 million in 1976. Similarly, the 
population of the United States increased from 
132 million in 1940 to 215 million in 1976. 
Through the 1950's and 1960's and into the 
early 1970's, health services were being ex- 
panded as rapidly as possible, as we struggled 
to keep up with the increased demands put on 
our health care system by the rapid population 
explosion. 

The rates of population increase have slowed 
considerably in both countries during the past 
decade, owing mainly to the record low fertility 
rates of the 1970's. Our primary concein now is 
the change in composition of the population, 
which is putting additional pressures on our 
health care system. 


Children Under 5 Years 


Per cent of regional population 
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Adults 65 Years or Over 


Population in two age groups—chidren under 5 years, adults 65 or over—in 
Northem America and Latin America, 1950—1990. (Source: Health Conditions in 


the Americas 1973—1976. Washington D.C., Pan American Health 


Organization. 


Pan American Sanitary Bureau, Regions! Office of the World Health Organization, 


1978, p. 9.) 


The three population groups usually requiring 
=æ most health services in a country are its 
vexrgest and its oldest citizens, and women in 
=æ childbearing years. As we can see in the 
3«-:res above and below, the populations of both 
Secth and Central America contain a large pro- 
zurtion of women and children, with a relatively 
azal] percentage of people over 65 years old. In 
North America, however, we have had an un- 
zrecedented increase in recent years in the num- 
-e of older people in the population. Those 
zer 65 now constitute approximately 10.5 per 
zent of the total population—a phenomenon that 


w.cDer of women 15—49 years of age In 


me ons of the Americas, 1950-2000. 
Sev Hearth Conditions in the Americas 
1973-1976. Washington, D.C., Pan Ameri- 100}- 
zar Seth Organization. Pan American San- _ 80— 
tary Sureau, Regional Office of the World = so} 
eet Organization, 1978, p. 10.) t S 
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Britain and the Scandinavian countries are well 
used to. but one that we have not had to cope 
with before in North America.* 

The total number of people over the age of 65 
years in the United States in 1977 was estimated 
at 23.5 million.? By the year 2000, it is expected 
that this figure will reach approximately 31.8 
million. tm Canada, it is anticipated that the 
number of senior citizens will grow from an 
estimated 2 million in 1976 to approximately 
3.4 millios by the year 2001.* Older people have 
more health needs than people in the middle 
years of the health spectrum. Because of their 
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longer lifespan, they tend to suffer from more 
chronic and degenerative diseases. The needs 
for hospital, nursing home, home care, and other 
services to care for our senior citizens have put 
a strain on existing services and increased the 
demand for both facilities and personnel. There 
has been a major expansion in both the numbers 
and capacities of nursing homes to care for the 
sick among our aged population. This has meant 
additional requirements for trained workers in 
general and a heightened demand for profes- 
sional nurses in particular to carry the major 
responsibility for supervising care in these 
homes. 

Increasingly, too, it is being recognized that 
the provision of health promotion, health main- 
tenance, and home care services for older people 
in the community can help to reduce the num 
bers needing to be cared for in hospitals and 
other institutional facilities. Many innovative 
programs are being tried, with nurses becoming 
increasingly involved in the development and 
implementation of health clinics, health coun- 
seling, visiting nurse services, and the like for 
our senior citizens, 

Although the number of children has been 
decreasing in proportion to the total population 
in recent years in both the United States and 
Canada (because of the low fertility rates), there 
were slill an estimated 20.9 million children 
under 5 years of age in North America in 1980— 
a sizeable number when one considers their 
health care needs. Children need a great deal of 
health supervision to promote their optimal 
growth and development? and to protect them 
against the numerous diseases to which they are 
particularly vulnerable, In addition to the cura- 
tive and restorative services required when they 
are sick. Much of the preventive and health 
promotional care is provided by physicians, 
nurses, and other workers in child health clinics. 
In both the United States and Canada, commu- 
nity health nurses and specially prepared nurse 
practitioners are taking increasing responsibility 
for supervising the health cure of children.* 

We mentioned in Chapter 4 that better health 
care for women during the maternity cycle is 
felt to have been a major factor in the remarkable 
decline in maternal mortality in North America 
over the past 50 years—thus contributing signif- 
icantly to lengthening the lifespan for women in 
our society. We are still working hard to try to 
ensure that al] women receive competent health 
care early in pregnancy, and maternal and child 
health programs form a large part of most com- 
munity health programs. Nurses have tradition- 
ally carried much of the responsibility for ma- 
ternity care. In most countries of the world the 
nurse/midwife is a familiar and highly respected 
figure in both rural and urban communities. In 


Midwife Shakuntla of the Primary Health Center in 
Toshan, Punjab State, India, alights from her camel after 
visiting patients in rural Punjab. (Source: UNICEF. Cour- 
tésy Canadian Nurses Association, Helen K. Mussallem 
Library.) 


North America, there has been a strong move- 

ment in recent years to re-establish midwifery 

as a major specialty for nurses, and a growing 

oni of nurses are becoming qualified in this 
eld. 

Although the number of women in the child- 
bearing years is proportionately smaller in the 
United States and Canada than in South and 
Central America, they still constitute a very 
sizeable group. The children of the postwar baby 
boom are now in the young adult years, creating 
a major bulge in the population at that point. It 
is these people who are now producing the 
children and, although they are not having as 
many as their parents did, and many of the 
women are having them later, still the needs for 
maternal and child health services are there and 
continue to grow. . 

Another major factor contributing to the in- 
creased demand for health services has been a 
growing public awareness of the value of health 
care. Health is no longer considered a privilege, 
but a right. People have been made aware 
through educational programs in the schools and 
through radio, television, newspapers, and pop- 
ular magazines of the importance of maintaining 
their health and the value of seeking profes- 
sional help promptly in the event of suspected 
illness. 

Then, too, an increased awareness by the pub- 
lic of social needs has led to more extensive 
governmental involvement in health care and to 
an expansion of health care programs to cover 
all segments of the population, rich and poor. 
There has been a rapid expansion of private 
prepaid health insurance in the United States 
and increased outlays on both Medicare and 
Medicaid, the two federal programs that pay for 


zæ for persons over 65 and the poor, respec- 
vetr. In Canada, all provinces participate in a 
erem of government-sponsored health insur- 
ze that covers almost 100 per cent of the 
zccaiation. Subsidies by government for the 
‘oestruction of hospitals, clinics, and health 
:=cters in both the United States and Canada 
uve also contributed to the rapid growth in 
>and for both health care services and work- 


! 


Ahough in the United States a total surplus 
:f Deéysicians is expected by 1990, the supply is 
n 3istributed according to need and there are 
s many parts of the country where there are 
su2r*ages of physicians and other highly trained 
zrafessional people to care for the health needs 
x e population. This is particularly true of 
—ai and isolated areas, but it is also true of 
scw-income neighborhoods in our big cities. 
Mcr nurses are discovering challenging careers 
z= community or family nurse practitioners in 
ixewerserviced areas. 

last. but by no means least, on the list of 
zm-*oes contributing to the increased demand for 
weith services has been the explosion of scien- 
zac knowledge that has characterized the latter 
nz of this century. More complex surgery, the 
zeTelopment of complicated machines for the 
zumnosis and treatment of disease, and radical 
-—enees in therapy have intensified the need for 
zecple with highly specialized skills in the 
wealth care field. An ever increasing number of 
workers are engaged in research to promote still 
-e-er methods of preventing and treating dis- 
se and newer and better ways of delivering 
zti care services. 


THE ESCALATING COSTS OF HEALTH 
CARE 


Considerable concern has been expressed in 
-crr the United States and Canada over the 
-:zed]w escalating costs of health care. In Can- 
522. the annual rate of cost escalation has been 
-ecaeen 12 and 16 per cent in recent years; in 
“z= Lmited States, the average rate of change in 
zional] health expenditures has been around 
z1 = 13 per cent during the past decade.? In. 
zzœŒœ countries, these rates are far in excess of 
-= rate of economic growth. Many people feel 
-a if left unchecked, health care costs may 
soon be beyond the capacity of society to finance 
lem. 

While population growth and factors such as 
ixxeased utilization of services and quality 
cmanges account for a large proportion of the 
increased expenditures on health care, price 
increases accounted for approximately half of 
tpe total increase. These price increases have 
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been mainly in the increased cost of physician 
services and in increased hospital costs.® 

Pressures created by the increased demand for 
health care services and the escalating costs of 
providing these services have forced a re-exam- 
ination of our health care resources. Despite the 
huge sums of money being spent on health care 
and the growing numbers of people engaged in 
the health field, gaps and deficiencies in our 
present system of health care delivery have been 
pointed out in numerous studies and reports. If 
we are to provide adequate health services to all 
of our citizens at a price they can afford to pay, 
we must utilize our resources as efficiently and 
effectively as possible. 

At the present time, there is considerable 
turmoil in the field of health care. Existing 
arrangements for providing health services are 
being critically examined, and new approaches 
to the delivery of health care are being tried in 
many parts of the country. 


HEALTH CARE SYSTEMS 


The set of arrangements for the provision of 
health care in a country is usually referred to as 
its "health care system." Systems vary consid- 
erably from one country to another, both in the 
extent of responsibility assumed by government 
for the provision of health care and in the 
administrative control of services. At one ex- 
treme is the completely free enterprise system, 
in which all services are bought and paid for by 
the consumer on an open market basis, in ac- 
cordance with his perceived needs and his abil- 
ity to pay. At the other extreme is the completely 
socialized system in which the government as- 
sumes full responsibility for the health care of 
all its citizens. In some countries the system is 
centrally controlled, that is, all services are ad- 
ministered by one central agency; in others, a 
multiplicity of agencies provide services. Be- 
tween the extremes are a wide variety of sys- 
tems. The American and the Canadian health 
care systems both lie between the extremes. 
Although they differ in the extent of government 
sponsorship of programs, in both countries a 
wide variety of agencies provide services. The 
types of agencies providing services are similar 
in the two countries. 


HEALTH CARE IN THE UNITED 
STATES AND IN CANADA 


It is principally in the financing of persona! 
health care services that differences currentiy 
exist in the American and the Canadian health 
care systems. Personal health care expenditures 
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are usually taken to include spending for serv- 
ices provided by hospitals and related institu- 
tions, services rendered by physicians, dentists, 
and other health practitioners, nursing services, 
drugs and drug sundries, eyeglasses, appliances 
such as artificial limbs and supplies and equip- 
ment used in health care. 

In the United States at the present time, per- 
sonal health care is paid for in a variety of ways. 
Government-sponsored programs include Med- 
icare and Medicaid for senior citizens and the 
medically indigent, respectively. A large pro- 
portion of the remainder of the population is 
covered for personal health care expenses 
through private insurance plans. Many employ- 
ers help people to meet the costs of personal 
health care through employer-employee cost- 
shared insurance plans or, in some instances, 
through the direct provision of health services 
for their workers as, for example, in a company 
hospital. Philanthropic (charitable) organiza- 
tions also finance health services, particularly 
for specific groups in the population, such as 
the Shriners’ hospitals for children, and the 
charitable clinics and hospitals run for the poor. 
Finally, there is the direct payment method of 
financing, whereby the individual pays for serv- 
ices directly out of his own pocket. 

An increasingly large proportion of personal 
health care in the United States is being financed 
through public monies. In 1950, it was estimated 
that only one fifth of the nation's expenditures 
for personal health care was paid for by the 
government. By 1978, nearly 38.7 per cent of 
these expenses were covered by government- 


sponsored programs, chiefly Medicare and Med- 
icaid. There has also been a considerable in- 
crease in the amount paid for by private health 
insurance plans—írom 8.5 per cent in 1950 to 
27 per cent in 1978. It is estimated that approx- 
imately three quarters of the American public 
now have some form of health insurance that 
covers major hospital and medical-surgical ex- 
penses. The out-of-pocket expenses borne by the 
individual consumer have decreased propor- 
tionately with the increase in public financing 
of health care and the expansion of private 
insurance plans.’ 

In Canada, the major portion of personal 
health care expenditures is taken care of for the 
consumer of health services through a system of 
universal prepaid health insurance. The costs 
are borne almost entirely by the federal and 
provincial governments and indirectly by the 
consumer. The federal government's share of the 
costs is derived from general tax revenues. The 
provinces raise their share in different ways. 
Some finance the program entirely out of general 
tax monies. Others require the individual to pay 
a premium. In provinces where a premium is 
required, it is waived for people who would 
have difficulty in paying it, such as senior citi- 
zens and people on low incomes, and it is 
waived or reduced for students. 

The range of services covered by the govern- 
ment-sponsored program varies from one prov- 
ince to another. All provincial plans must pro- 
vide basic hospital and medical care services. 
Some include additional benefits, such as phar- 
maceutical services, foot care services, and eye 


Distribution of personal health care expenditures, by source of funds, selected fiscal years 1950—1978. (Source: 
Health United States 1979. Hyattsville, Maryland, U.S. Department of Health, Education, and Welfare Publication 
No. (PHS) 80—1232. Public Health Service. Health Resources Administration, National Center for Health Statistics, 
p. 251.) 
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care services. A number of people supplement 
3 government program with private insurance 
zans to cover additional expenses they might 
zur. such as the costs for private or semiprivate 
accommodations in a hospital, or else to provide 
acme security in the event of illness. In addi- 
zn industrial and commercial firms frequently 
zer supplementary benefits, such as dental in- 
zzrance. to their employees on an employer- 
»nplovee cost-shared basis. As in the United 
Sxates. industrial firms also share in the financ- 
=s of health clinics and hospitals in some in- 
szances.? 


THE SPECTRUM OF HEALTH CARE 
SERVICES IN THE COMMUNITY 


People seek the help of health services for 
Dany reasons. The new mother may take her 
mant to the physician’s office or to a “well- 
zby" clinic to make sure that he is developing 
2ormally, to obtain advice on caring for him in 
xder to promote his optimal growth and devel- 
zment, and to receive immunizations to protect 
zim from disease. Some people go to their phy- 
sacians for periodic health checkups, not be- 
zause they are ill, but to be reassured that they 
zre well. Most people, however, do not seek the 
selp of health professionals unless they are 
worried about their health. The majority of these 
seople receive diagnostic services and are 
created in physicians’ offices, in clinics, or in 
outpatient departments of hospitals. Many who 
are ill, however, need to be hospitalized. They 
may later require rehabilitation services in spe- 
cialized agencies. People with chronic or pro- 
ionged illnesses often need to be cared for in 
aursing homes or other extended care facilities 
over a long period of time. 

The spectrum of health services in a commu- 
nity ranges from health promotion and protec- 
tion services, through primary care facilities, to 
inpatient services and home care for the sick 
and rehabilitation services for those who require 
them. A wide variety of agencies provide these 
services, and many agencies combine a number 
of them. Hospitals, for example, often have out- 
patient services for the detection and treatment 
of illness. as well as inpatient services for the 
ecutely ill and home care programs for the con- 
relescent. A city health department may work 
in combination with a visiting nurse service to 
provide nursing care in the home. Nurses work 
in all phases of the health care spectrum and 
ame employed in every type of health agency. 


THE PROVIDERS OF HEALTH CARE 


In both the United States and Canada, health 
care services are provided by a wide variety of 
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health agencies and health professionals. We 
will discuss these in regard to their roles in the 
provision of services in the various areas of the 
health care spectrum. It may be helpful, how- 
ever, for the student to keep in mind the major 
headings under which the providers of health 
care may be categorized. These include: 

1. Government agencies 

2. Private, non—profit-making agencies 

3. Private, profit-making (or proprietary) 
agencies 

4. Private practitioners. 


AGENCIES PROVIDING HEALTH 
PROMOTION AND HEALTH 
PROTECTION SERVICES 


The nurse's role in the promotion of health 
and the prevention of disease is an expanding 
one. At the present time, most nurses whose 
work is primarily concerned with these aspects 
of health care are employed in official or vol- 
untary agencies, and more and more nurses are 
being employed to develop and carry out health 
teaching programs in agencies like the Health 
Maintenance Organizations. Official agencies are 
agencies of the government; voluntary agencies 
are supported by contributions from people 
within the community and are operated as pri- 
vate, non—-profit-making agencies. The specific 
services provided by official and voluntary agen- 
cies in amy community depend to a large extent 


In some tural and remote areas, the public health nurse 
is the che! source of health care. Here, the nurse and 
a native community health worker set off from a north- 
em ourmaosr nursing station to make their rounds. 


NL S 
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on the apparent needs of the people. In some 
communities, most health services may be pro- 
vided through private physicians and private 
agencies; in others, official health agencies may 
offer more extensive programs. 


Official Agencies 


Official health agencies have been established 
at the local, state/provincial, and federal levels. 
At all levels, these agencies are concerned with 
the prevention of illness and the promotion of 
health. They often provide services of a curative 
and rehabilitative nature as well. 

The local government agency is usually a city 
or a county health department, although other 
branches of a local government may also provide 
health services as, for example, the welfare de- 
partment of the school board. The health de- 
partment of a city or a county usually develops 
its own health program, based on the needs of 
the people in the community and the resources 
available to meet these needs. The general com- 
munity program usually includes preventive 
measures, such as communicable disease con- 
trol, the control of pollution, the safeguarding 
of water, milk, and other food supplies, and the 
maintenance of cleanliness of public beaches 
and swimming pools. Health education is also a 
large part of the program of most local commu- 
nity agencies. 

Many official agencies at the local level pro- 
vide a number of specialized health services in 
addition to the general community program. 
These frequently include maternal and child 
care services; immunization clinics; and often 
diagnostic, treatment, and rehabilitative serv- 
ices, particularly for people in low income 
groups. The school health program usually con- 
sists of health supervision of the students and 
counselling and consultative services for teach- 
ers and parents, as well as the supervision of 
environmental sanitation. School nurses may 
also participate in classroom teaching activities 
that relate to health rnatters. 

The local government may also be responsible 
for the operation of hospitals and related facili- 
ties for the care of the sick. These are discussed 
later in this chapter under inpatient services. 

State and provincial health departments, for 
the most part, assume leadership and advisory 
roles to local health agencies, but they may also 
provide direct services such as the operation of 
laboratories, the licensure of individuals and 
agencies, the dissemination of information, and 
the provision of financial assistance. In some 
states and provinces, community health agen- 
cies serving centers outside the large metropol- 
itan areas may be organized directly by the state 


department of health. State governments also 
operate hospitals, particularly tuberculosis hos- 
pitals and psychiatric facilities. Community 
mental health clinics may be directly operated 
by a state or provincial agency, as, for example, 
are mental hospitals, schools for the mentally 
retarded, and other related psychiatric facilities. 

Federal health agencies are concerned with 
promoting the general health of the nation. In 
both the United States and Canada, health is 
primarily the responsibility of the individual 
states or provinces. National health policies are 
therefore initiated at the federal level, but are 
implemented by the states. The federal govern- 
ment contributes a large share of the monies 
required to carry out various health programs at 
the state and community levels, as, for example, 
the Medicare and Medicaid programs in the 
United States and the National Health Insurance 
programs in Canada. The federal government, 
through its numerous agencies, provides advi- 
sory and consultative services for local and state 
health agencies. Another federal responsibility 
is the maintenance of a national information 
service about health matters. Federal agencies, 
for example, collect vital statistics and statistics 
relative to the prevalence of disease, health fa- 
cilities, and health manpower. The federal gov- 
ernment's role in research in all aspects of health 
care is also highly significant. 

At the direct services level, the federal govern- 
ment is concerned with the control of interstate 
hazards such as pollution, with the control of 
communicable disease, and with the setting of 
standards for food and drug control. The federal 
government is also directly responsible for the 
provision of health care services to certain seg- 
ments of the population such as armed services 
personne] and their families, war veterans, and 
the members of the native Indian and Inuit 
populations. 


Voluntary Agencies 


Voluntary agencies are established by the peo- 
ple in a community in response to a particular 
need that is felt in that community. They are 
usually supported by donations, and the services 
they provide serve to supplement or augment 
the functions performed by official agencies. 
Voluntary agencies usually provide services of 
a specific nature. They may be concerned with 
the preventive, curative, and rehabilitative as- 
pects of one disease, as for example, heart dis- 
ease, tuberculosis, diabetes, or arthritis. Some 
agencies confine their attention to a articular 
segment of the population, such as handicapped 
children or the mentally retarded. A number of 
voluntary groups are presently concerned with 


sesxonmental programs such as pollution con- 
im The visiting nurse agencies that provide 
cae Por the sick in the home are organized in 
may communities by voluntary associations. 
‘wobumtary agencies may develop at a strictly 
cca} level or at a state level, or they may be 
zenonal in scope. In the United States, most 
msie nurse services are locally organized; in 
Zasada. on the other hand, the major visiting 
arse service is the Victorian Order of Nurses, 
wich is a national organization. 


PRIMARY CARE SERVICES 


Although many health professionals tend to 
zuak of the hospital as the principal place where 
sk people receive care, in actual fact it has 
»-em estimated that approximately 95 per cent 
x this care is given outside of hospitals. Most 
x +e health service that people receive is pro- 
ri3eG in physicians’ offices, in clinics, or in 
"Cm community agencies. The term "primary 
2m. is used to designate the initial health care 
g= that is, the point at which an individual 
amers the health care system. 

The area of primary care has been singled out 
æ one of the most pressing problems in the 
wealth field today. A shortage of physicians, 
zwrularly in rural areas and in low income 
vewehborhoods in urban centers, has been given 
zs ane of the principal reasons for the inade- 
zmacy of primary care services. Many hospitals 
zave found their emergency wards overtaxed 
xh nonemergency health problems, because 
zeople have been coming to them for care that 
was not available elsewhere. Because of this 
2roblem, a number of alternative methods of 
sroviding needed health services are being tried. 
The principal providers of primary care services 
= the community at the present time are private 
pbvsicians, the clinics operated by community 
>ealth agencies, the outpatient departments of 
^ospitals, the Health Maintenance Organizations 
HMOs). Neighborhood and Community Health 
Centers. and "free" or storefront clinics. 


Peste Physicians’ Services 


* large number of nurses are employed in 
-eeians' offices. They may work with one 
ebesician who is in "solo" practice or with a 
gosp of physicians. Although the majority of 
pbysicians in the United States and Canada are 
sill in individual practice, group practice is 
becoming more common. In this type of practice, 
several physicians may work together to provide 
more comprehensive care for individuals and 
families. For example, there may be one or two 
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Many nurses who work in physicians offices now un- 
dertake the initial assessment of patients. 


family peactitioners in the group, an obstetri- 
cian, & pediatrician, and a surgeon. Frequently, 
there is also a psychiatrist, and there may be 
other specialists as well. Some group practices 
are Small: others are quite extensive. In a large 
group prectice, several nurses may be employed 
as well as other supportive personnel. 

The nurse's role in a “solo” physician's office 
or in à group practice setting varies. The tradi- 
tional "office nurse" role included receiving 
patients 1n the office, making appointments and 
referrals fnr the patient, and assisting the phy- 
sician with physical examinations and treat- 
ments. increasingly, however, nurses are assum- 
ing à much more independent and expanded 
role in working with physicians in community 
practice. Many nurses these days undertake the 
initial assessment of patients, including history- 
taking amd physical examination. They fre- 
quently de a considerable amount of health 
counselling, advising people and helping them 
to promote and maintain their health. Some 
nurses working as associates to physicians make 
home or hospital visits; some carry a caseload 
of patients, consulting with the physician about 
their care and referring to him (or her) those 
problems that he (or she) alone is qualified to 
handle. 


Health Maintenance Organizations 


Health Maintenance Organizations (HMOs) 
have been developing in increasing numbers in 
the United States in recent years. Their devel- 
opment was greatly encouraged by passage of 
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the 1972 Social Security Amendments, which 
facilitated the use of HMOs by Medicare and 
Medicaid recipients, and the Health Mainte- 
nance Organization Act of 1973, which spelled 
out guidelines for HMOs seeking to be federally 
qualified. 

The HMO is essentially a form of prepaid 
group practice. It provides a comprehensive 
range of services on a fixed contract basis, which 
is paid for in advance by people enrolling in the 
organization. The emphasis in the HMOs is on 
health promotion and the prevention of illness. 
The range of services provided by HMOs covers 
both preventive and curative care and includes 
physician services, health counselling, inpatient 
and outpatient hospital services, and diagnostic 
and therapeutic services, including home care. 
Many nurses are employed in HMOs, where they 
often work as associates to the physicians in an 
expanding role such as that described previ- 
ously. 


Clinic and Outpatient Services 


The term "clinic" may be applied to a group 
practice of private physicians such as that just 
described or may be used to designate the serv- 
ices provided by a community agency for care 
and treatment of the sick on an ambulatory basis. 
In ambulatory care, the patient remains at home 
but comes into the agency for care and treatment. 
When community agencies operate clinic serv- 
ices, these usually are provided free of charge to 
the patient, or a nominal charge may be made. 
Outpatient services, also of an ambulatory na- 
ture, are provided by many hospitals. Again, 
these may be offered on a charitable basis, or 
the patient may pay a small fee. In the clinics 
and outpatient departments, diagnostic and 
treatment services are provided and often reha- 
bilitative services as well. The nurse working in 
a clinic or outpatient service is frequently re- 
sponsible for the day-to-day management of the 
clinic, and she assists the physicians with phys- 
ical examinations and with treatments. She may 
also perform laboratory tests. The nurse is often 
involved in health teaching activities in the 
clinic and in health counselling for individuals 
ar 1 families. 


Neighborhood Health Centers 


Another development in the area of primary 
health services for the people in a community 
has been the establishment of Neighborhood 
Health Centers. Originally these centers were set 
up by the Office of Economic Opportunity in 


the United States to provide health care services 
in poverty and ghetto areas. The centers provide 
comprehensive health services (exclusive of in- 
patient services) for the residents of a given 
community in their own neighborhood. They 
employ a clinic type of approach but are con- 
cerned with both health and social problems. 
They frequently utilize people who live in the 
community as adjunctive health workers. 


Community Health Centers 


The Community Health Centers that have been 
developing in Canada are similar in concept to 
the Neighborhood Health Centers in the United 
States. They are not, however, intended for any 
specific segment of the population, such as the 
poor, but rather for the use of all residents in a 
community. Community participation is encour- 
aged on the advisory boards of the centers, 
which are usually government agencies, and a 
comprehensive range of services is offered, in- 
cluding social as well as health services. 


“Free Clinics" 


The so-called free, or storefront, clinics that 
developed in both the United States and Canada 
in the 1960’s and 1970’s offer another example 
of innovation in the field of primary health care. 
These clinics have been set up in poverty or 
ghetto neighborhoods to provide health services 
for people who, because of an inability to pay, 
or a reluctance to use traditional agencies, were 
not receiving the care they needed. They offer a 
readily accessible care, usually 24 hours a day, 
on a free or minimal charge basis in a setting 
that is as devoid of “red tape" as possible. The 
clinics have been staffed for the most part by 
health professionals, young doctors, nurses, and 
social workers (often students), or retired profes- 
sionals, who work on a voluntary basis to pro- 
vide needed health care. Although there are 
many problems associated with this type of 
agency, as, for example, the legal implications 
of who does what, the provision of personalized, 
accessible, and nonjudgmental care with a min- 
imum of bureaucratic structure appears to be 
meeting an otherwise unmet need in many com- 
munities. 


Emergency Services 
We have become increasingly congtiuus in the 


past few years of the need for highly skilled 
personnel to deal with medical emergency situ- 


“ree clinics" offer easily accessible primary care to 
mary who would otherwise not obtain needed health 
services. 


ations in the community. Most large hospitals, 
amd many small community ones, have well- 
staffed, well-equipped emergency rooms that are 
2pen 24 hours a day. The patient, however, does 
ax usually wait to have his heart attack in the 
emergency unit—it may occur while he is shop- 
gamg in a crowded plaza, driving on a busy 
xaehway, or even shoveling snow in his front 
tard. Accidents and sudden attacks of illness 
rav occur at any time and in any place. The 
st few minutes of care an individual receives 
ace often crucial to his survival and subsequent 
7ecovery. 

In many communities, the fire department 
operates ambulance services and provides emer- 
zency care. Sometimes, ambulances are owned 
2nd operated by private firms that have a con- 
—z with the community to provide services. 
2xzasionally, a hospital provides transportation 
+72 ambulance) as part of its emergency serv- 

zes. In most parts of the United States. and in 
Zany parts of Canada, ambulance drivers are 
-e:3g equipped with basic training as Emer- 
æxv Medical Technicians to enable them to 
zy out first aid competently. This training 
=ciudes techniques of cardiopulmonary resus- 
zation (CPR) and other basic emergency treat- 
=ent for people who have been injured or have 
samtered an acute attack of illness. The fire and 
golace departments in a community usually like 
to bave al! o. their regular forces trained in basic 
first aid and CPR so that they can render basic 
le support care if necessary. Often, the depart- 
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ments like to have some personnel with ad- 
vanced training in emergency skills as well. 

In many communities, the Red Cross has a 
disaster team of emergency workers who will 
assist in the event of a major accident or calam- 
ity. The community may also have a Civil De- 
fense unit that is prepared to coordinate services 
in an emergency. The Red Cross and Civil De- 
fense workers are usually volunteers who turn 
out when their services are needed. The nurse 
should become familiar with the emergency 
services available in her community and the 
agencies providing these services. 


AGENCIES PROVIDING INPATIENT 
SERVICES FOR THE CARE OF THE 
SICK 


The majority of registered nurses in both the 
United States and Canada are employed in hos- 
pitals or related institutions that provide inpa- 
tient services for the care of the sick. In addition. 
a large proportion of the clinical experience of 
nursing students takes place in hospitals. The 
nurse should therefore be familiar with the func- 
tions of hospitals, the kinds of hospitals and 
related imstitutions in her community, and the 
various departments within a hospital. 


The Hospital 


The hospital is an institution whose chief 
purpose is the care of sick and injured people. 
Hospitals are the centers in which a wide range 
of specialized functions are brought to bear on 
health problems. People who are acutely ill 
generally come to a hospital to avail themselves 
of the services of the professional people and 
the facilities necessary for their care. 

Hospitals, like other community health agen- 
cies, perform curative, preventive, and rehabili- 
tative functions, and are also involved in two 
additional areas of commitment: research and 
education. The emphasis placed upon any of 
the three areas varies with the agency. Generally, 
the policies of agencies in this regard are dn: 
mined by the following factors: ; 

x 

1. The cultural, religious, and social groups 
within the community 

2. The nature of the health problems of the 
patients admitted to the hospital 

3. Theavailability of medical and related per- 
sonnel 

4. The specific needs of the particular com- 
munity and the facilities that are already avail- 
able 
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5. The money available to provide these fa- 
cilities 

6. The existence of nearby institutions, for 
example, a university 

7. The size of the community that the hospital 
serves. 


Hospital policies are usually set by the hos- 
pital board of directors. Although the member- 
ship varies from hospital to hospital, the board 
usually consists of people representative of the 
community served by the hospital. There is 
usually also one or more representatives of the 
medical department on the board and, in hos- 
pitals operated or financed by government agen- 
cies, a member representative of government 
interests. The hospital administrator usually at- 
tends board meetings and frequently serves as 
secretary to the board. In some hospitals, the 
director of nursing also attends board meetings, 
on either a regular or an occasional basis; in 
others, she does not. Sometimes she is a full- 
fledged mernber of the board. 

In performing its basic function, the care of 
the sick and injured, the hospital usually renders 
emergency care as well as diagnostic, therapeu- 
tic, and rehabilitative services. Many hospitals 
also provide facilities for research so that mem- 
bers of the health disciplines avail themselves 
of the clinical resources of the hospital. Educa- 
tion, the third function of most hospitals, ip- 
cludes the in-service education of institutional 
personnel and programs for medical students, 
nursing students, laboratory technicians, die- 
tetic interns, and a variety of other students in 
the health disciplines. 


Kinds of Hospitals. There are many kinds of 
hospitals; they can be described according to 
their size, ownership, control, services, or the 
length of stay of the patients. Usually a hospital 
is described in terms of its available beds. The 
small community might have a hospital of 10 
beds; a large metropolitan area might have one 
of 2000 beds. Often, smaller hospitals offer lim- 
ited services, but they may have an arrangement 
with larger hospitals for the prompt transfer of 
patients in need of specialized facilities. 
Hospitals may be owned or controlled by the 
government, by private groups, or by a single 
individual. Government ownership of hospitals 
ray be at the federal, state, or local level. Often 
these institutions are governed jointly by repre- 
sentatives of the government and representatives 
of the community in which the hospital is situ- 
ated. This arrangement is usually true of the 
county or municipal hospital. Private groups 
also own hospitals; for example, it is not unusual 
for religious organizations to have their own 
health institutions. An individual or a group of 


individuals may also operate a hospital or clinic. 
Physicians in particular often own and operate 
their own hospitals. 

The services offered are another way of de- 
scribing a hospital. Thus, a hospital may be a 
general hospital; that is, one that offers a diver- 
sity of services, such as surgery, medicine, psy- 
chiatry, obstetrics, and pediatrics. Or it may be 
a special hospital, admitting only patients of one 
sex, people with a particular type of illness or 
children of a specific age group. In years past, 
psychiatric hospitals were the most obvious spe- 
cial hospitals, and often they were situated in 
rural areas. Today, however, there is a trend to 
incorporate a psychiatric nursing unit into the 
general hospital rather than isolate the mentally 
ill from the community. There has also been a 
considerable expansion of psychiatric outpatient 
facilities that enable people to carry on their 
normal activities while receiving care on an 
ambulatory basis. 

The length of stay of the patient is also a basis 
upon which to classify an institution. Generally 
speaking, there are acute care hospitals, ex- 
tended care hospitals, and day care hospitals. 
The acute care hospital has restrictions upon 
the length of stay of patients; some perrnit pa- 
tients to stay 30 days at the maximum, after 
which they are transferred to extended care 
facilities. The extended care hospital, as its 
name implies, is for long-term patients. Often 
its accent is upon the retraining and rehabilitat- 
ing of patients over a period of months. Nursing 
homes also provide long-term care for the sick 
who require nursing services over an extended 
period of time. 

The day care hospital is a relatively new 
addition to hospital services. Originally in- 
tended for psychiatric patients, it now offers 
services to patients with various other illnesses. 
The patient stays at the hospital during the day 
and returns to his home at night. This arrange- 
ment has the obvious advantage of lowering 
hospital expenses and also maintains the home 
orientation of the patient. Many hospitals also 
operate outpatient surgery units for people re- 
quiring minor operations who do not need to be 
hospitalized for more than a few hours. 

Standards for the quality of service in the 
hospital have been established by the Joint Com- 
mission on Accreditation of Hospitals. Instituted 
in 1952, the commission is composed of repre- 
sentatives of the American College of Surgeons, 
the American College of Physicians, the Ameri- 
can Hospital Association, and the American 
Medical Association. The commission can ac- 
credit a hospital, provisionally accredit it, or not 
accredit it at all. A similar commission accredits 
hospitals in Canada. 
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The hospital provides a center where a wide variety of 
soencalBzed functions are available to combat health 
zwobiers. 


The Departments Within the Hospital. The 
zuanv services available within the hospital can 
ze classified as direct or indirect with respect to 
= patient. These services can be divided into 
>e groups: patient care services, institutional 
services, and financial services. The services 
correspond roughly with the departments of the 
ital. 

Usually, however, the number of separate de- 
aertments in a hospital is dependent upon its 
ize. The larger the hospital, the greater is the 
2umber of departments. The patient is usually 
zware of the medical department, the x-ray de- 
sertment, and the nursing department. He may 
% less aware of the maintenance department 
eed the purchasing department, yet their serv- 
ices are also important to his comfort and wel- 
‘are. The following departments are commonly 
?»und in the average hospital. 


The Medical Department. The medical de- 
stmt includes the members of the medical 
staf who are responsible for the care of the 
seme Often this department designates a 
»oerd whose members keep watch on the quality 
2i medica! care given by the physicians attend- 
ing the patients. 


The Nursing Department. The nursing depart- 
went includes registered nurses, practical 
auses, nursing orderlies, and nurse's aides, 
Ts people usually give direct care to the 
patients under the guidance of the head of the 
department and according to the policies of the 
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hospital administration. The head of the nursing 
department is usually the director of nursing; 
she may have an assistant director as well as 
supervisors and head nurses to carry out admin- 
istrative duties. 

If a hospital has a school of nursing, it may 
be included within the department of nursing. 
However, a school of nursing can affiliate with 
a hospital and yet be a separate entity financially 
and administratively. 


The Dietary Department. The dietary depart- 
ment includes dietitians as well as cooks, 
kitchen workers, and persons who deliver trays 
to patients. The chief responsibility of this de- 
partment is to supply food to the patients, and 
sometimes to the staff of the hospital. This 
responsibility usually includes the preparation 
of therapeutic diets for many patients. 


The Laboratory Department. The function of 
the laboratory department is to perform labora- 
tory tests ordered by the physician. These tests 
include blood serology and chemistry tests, ur- 
inalyses, bacteriological tests, and analyses of 
specimens for pathological diagnosis. The labo- 
ratory technologist collects some specimens; the 
nursing staff is responsible for the collection of 
others. 


The X-Ray Department. One of the obvious 
functions of the x-ray department is to take x- 
rays of patients as ordered by medical practi- 
tioners. In addition to the x-ray technologists 
who wark in the department, many hospitals 
employ radiologists, physicians who are spe- 
cialists in interpreting x-rays and can aid other 
physicians in their diagnostic work. The use of 
x-ray equipment, radium, and the like for ther- 
apeutic purposes is also an important function 
of many x-ray departments. 


The Maintenance Department. The services 
provided by the maintenance department vary 
from hospital to hospital. The department often 
performs Carpentry, plumbing, and electrical 


services, as well as cleaning, heating, and pos- 
sibly laundry services 


The Pharmacy Department. The pharmacy 
department provides pharmaceutical supplies 
that are ordered by physicians for their patients. 
The pharmacist prepares some of the medica- 
tions himself, while others are purchased com- 
mercially and are dispensed to the nursing units. 


The Business Department. This department is 
responsible for the financial business of the 
hospital. It prepares the patient's hospital bills, 
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administers the hospital payroll, and is involved 
in budget preparation and general hospital busi- 
ness. 


The Central Supply Department. The central 
supply department of the hospital is usually 
responsible for the cleaning, the sterilizing, and 
often the delivery of equipment used in the 
institution. It may also be responsible for the 
purchasing of supplies if the hospital has no 
purchasing department. In some hospitals, the 
central supply department is included in the 
nursing department. 


The Personnel Department. This department 
is responsible for hiring personnel and for job 
placement within the hospital. Some nursing 
departments assume the responsibilities for hir- 
ing nurses, whereas at other hospitals this task 
is handled entirely by the personnel department. 


The Social Service Department. Many hos- 
pitals have a separate department to provide 
welfare services for the patients. Among the 
concerns of the social worker are family finances 
and nursing home placement. Usually she main- 
tains liaison between the hospital and other 
welfare agencies in the community. 


Other Departments. Large hospitals may have 
many other departments. There may be separate 
departments for electrocardiography, physical 
therapy, public relations, and hairdressing. The 
services that hospitals supply vary considerably; 
however, no matter how many departments 
there may be, they have a common goal: to help 
meet the needs of the hospital patient and his 
family. 


HOME CARE SERVICES 


Home care programs may be operated by a 
health agency that also provides other types of 
care, by one that has been separately incorpo- 
rated to provide home care, or by a combination 
of agencies. Sometimes it is an official agency, 
such as a city, provincial, or state health depart- 
ment, that administers the program. The home 
care programs may utilize their own nursing 
staff or they may contract with another agency, 
such as a voluntary visiting nurse service, to 
provide the direct care. Many hospitals and 
agencies. like the HMOs, are also incorporating 
home care into their services. 

Although nursing care is the most frequently 
used service in home care programs, physical 
therapy, occupational therapy, and other spec- 
ialized rehabilitative services may also be in- 


cluded. Often homemaker and social services 
are part of the total program. 


EXTENDED CARE SERVICES 


A. growing number of registered nurses and 
licensed practical nurses work in agencies 
whose primary purpose is the care of people 
with long-term illness. The majority of residents 
in these agencies are older people who require 
varying amounts of nursing care. With the rap- 
idly growing numbers of older people in our 
society, there has been a great proliferation in 
both the number and types of extended care 
facilities. Included in this category are personal 
care homes, nursing homes, extended care units 
in hospitals, and hospitals solely for the care of 
long-term patients. The improvement of stand- 
ards in long-term care is a current concern. 
Whereas many formerly operated with a mini- 
mal number of professionally qualified staff, 
regulations requiring adequate numbers of qual- 
ified nursing personnel are now being enforced. 
There has consequently been a considerably 
increased demand for registered nurses and li- 
censed practical nurses to work in these agen- 
cies. The emphasis in extended care agencies is 
changing, too, from a custodial type of care to 
one stressing the restoration of the individual to 
his optimal level of functioning, physically, 
mentally, and socially. Nurses specializing in 
the care of the long-term patient find the work 
rewarding and challenging. It demands a high 


Outdoor recreational areas are important for people 
requiring long-term care. 


Ssħabilitation centers usually have a gymnasium where 
seems learn corrective or preventive exercises indi- 


aay or in groups. 


wvel of nursing skill and, while perhaps not as 
dramatic as nursing in the acute care setting, 
xiers considerable satisfaction. 


BOSPICES 


A new type of health agency that is being seen 
2 increasing numbers across the United States 
zad Canada is the hospice. Its purpose is to 
7rovide care for dying patients, while enabling 
—em to live as normally as possible with as 
zuch freedom from pain as possible. The hos- 
2wce is both a philosophy of care and an agency 
sor inpatient and home care services. Care is 
2rovided so that the dying person can be main- 
tained in his home as long as feasible, with 
zealth professionals providing the assistance 
zad support required by the patient and his 
:amilv. When he can no longer be maintained at 
some. the individual is transferred to the inpa- 
zent facilities—or, he may move in and out as 
zzs condition warrants.’° 


REHABILITATION SERVICES 


Rehabilitation is the restoration of an individ- 
zai who has been ill, from whatever gãuse, to 
‘Se most complete level of social, physical, and 


mental funetioning that is possible for him. The 


T Pept oF rehabilitation should permeate all 


E | 


mesith care, and should be a factor in the thera- 
peutic plan of care for each patient. Rehabilita- 
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tion does not commence when the patient is 
over the acute phase of an illness; nor is it the 
responsibility solely of specialized agencies. It 
begins with the patient's admission to whatever 
agency he comes to for the care and treatment 
of an illness; his restoration to an active, func- 
tioning role in society, insofar as this is possible, 
should be the aim of all who care for him. 

In the past, the major health problems in our 
society were the acute infectious illnesses, 
which were usually of short duration; the patient 
either recovered quickly or succumbed to the 
infection and died. Today, with the increasing 
prevalence of the chronic and degenerative dis- 
eases, and the vast numbers of people suffering 
permanent injuries as a result of accidents, there 
is a growing need for long-term restorative serv- 
ices, and considerably more emphasis is being 
placed on rehabilitation. 

For many people injured in accidents or crip- 
pled with degenerative disorders, restoration to 
their optimal level of functioning is a lengthy 
process that may take years of encouragement 
and require specialized care. Frequently these 
people need the help of members of a variety of 
health disciplines— physicians, nurses, thera- 
pists, clergymen, and social workers, among 
others—to assist in their rehabilitation. Often, 
they require facilities that are not usually pro- 
vided im acute care hospitals, such as gymna- 
siums, swimming pools, and outdoor recrea- 
tional areas, as well as nursing units especially 
adapted to facilitate increasing independence in 
the activities of daily living. 

In response to the growing need for these types 
of services, specialized agencies have developed 
whose primary purpose is rehabilitation. Reha- 
bilitation programs in independent centers in 
the community and as part of the programs of 
other health agencies and institutions offer com- 
prehensive service to the disabled. A rehabili- 
tation unit coordinates the efforts of many dis- 
ciplines in order to plan an approach designed 
to meet individual needs. Generally, each pa- 
tient follows an individual plan of therapy dur- 
ing his rehabilitation. The rehabilitation team 
meets regularly to discuss the patient's progress 
and revise the plan to meet his changing needs. 
In addition to the specialized agencies in the 
community, many acute care hospitals now have 
a rehabilitation unit to which the patient can be 
transferred when he is ready. At this time, the 
rehabilitation team assumes the major respon- 
sibility for his therapy. 

Most people require physical and occupa- 
tional therapy in order to restore maximum 
physical function. Learning to walk and regain- 
ing the use of various skeletal muscles are im- 
portant aspects of therapy. Most rehabilitation 


centers provide gymnasium facilities for correc- 
tive and preventive exercises for patients. Such 
exercises are conducted by a physical therapist 
both on an individual basis and in classes. 
Workshops where patients relearn skill in utiliz- 
ing muscles through using them in arts and 
crafts are also an important part of most reha- 
bilitation agencies. These workshops are staffed 
by occupational therapists. 

Relearning the activities that are necessary for 
daily living is most important to patients. To 
dress oneself, to prepare meals, and so on, rep- 
resent areas of independence in which the hand- 
icapped person can maintain his self-respect. 
Rehabilitation programs teach the patient to 
carry out these activities for himself, often pro- 
viding him with specially constructed tools, 
such as a fork with an enlarged handle, which 
a person with a partially paralyzed hand can 
grasp more easily. 

Some patients require vocational education 
before they can obtain employment that is com- 
patible with their limitations. Vocational coun- 
sellors can advise patients about fields in which 
they are likely to succeed and about the employ- 
ment opportunities in these fields. 

The psychologist and the psychiatrist are also 
important members of the rehabilitation team. 
Their professional help is often required to help 
patients cope with the psychological stresses 
accompanying illness and disability. Moreover, 
since rehabilitation services can be fully effec- 
tive only when the patient is motivated to help 
himself and to cooperate in his plan of therapy, 
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Swimming pools are often used in 
physical therapy. Water helps to 
support the patient's weight, mak- 
ing movement easier during recu- 
peration. 


the guidance of the psychologist and the psy- 
chiatrist is often necessary to the success of the 
program. 

Before a patient in an inpatient facility is 
ready for discharge, he is visited by a member 
of a community health agency who assists him 
and his family in making arrangements for his 
return home. For example, if a patient cannot 
climb stairs, it may be necessary to change his 
sleeping arrangements in his home. Many com- 
munity agencies provide nursing and rehabili- 
tative services within the home. Encouragement 
and instruction carried on after discharge from 
a hospital help a person to continue to progress. 


The Nurse's Role in Rehabilitation 


Nurses play a key role in rehabilitation, both 
in the acute care setting and in the specialized 
rehabilitation agency. When the patient is 
acutely ill, good nursing care supports the pa- 
tient's own resources in all areas of functioning 
and helps prevent the development of compli- 
cations that can delay or prevent full recovery. 
To illustrate this point, most people who are 
acutely ill—with a heart attack, a stroke, a frac- 
ture, or any other type of illness—are placed on 
bed rest. The patient's position in bed is impor- 
tant to maintain good body alignment and to 
prevent the development of deformities in joints, 
such as the wrist or the ankle, which the patient 
may not be able to move himself. Good skin care 
and frequent changes of position are essential to 


zr--—- the development of pressure sores that 
zwr 2 months to heal. Muscles that are not 
m: used need to be exercised within the 
tafe s level of tolerance, or they soon become 
wmg& 2d require considerable restorative treat- 
zwm c regain their normal strength. The nurs- 
zx car plan for every patient must take into 
Lmsececation not only the immediate problems 
vt wrich the patient needs help, but also the 
xcii problems that can arise if good preven- 
DS Lire is not given. 

T22. too. in both the acute care setting and 
z —» specialized rehabilitation unit, nursing is 
æ :cx constant in a variety of services that are 
122C to restore people to their optimal level 
"T teeth. Nursing is there, on a 24 hours a day, 
7 ues a week basis, whereas other health work- 
a~x xne and go, spending varying amounts of 
me with the patient. It is frequently up to the 
zæ then. to ensure that all aspects of the 
-emac-litation plan for the patient are carried 
zrek. and that there is continuity and con- 
ase in the approach used by all members of 
um 

Secause of her day-to-day contact with pa- 
Le. the nurse is often the first person to 
-—wmuze or become aware of many of the pa- 
2t; needs. Patients often talk easily to a nurse 
vo they have come to know and who has 
œ >d them in the acute phase of their illnesses. 
=x observations, her understanding, and her 
«€-wledge, therefore, can be valuable assets to 
zæ rehabilitation team. 

i-other important responsibility of the nurse 
= 12 encourage and support the patient during 
<x period of rehabilitation. Progress is not al- 

7:3 steady; there are sometimes plateaus, and 
z.zng these periods patients feel discouraged. 
:- understanding nurse can help people 
—-ough these periods of discouragement by re- 
zssuring them about their progress. In so doing, 
“t= nurse reinforces and supports the teaching 
:i other members of the rehabilitation team. 

Patients frequently find it necessary to relearn 
22v skills of living. The nurse's role is vitally 
—peortant in ensuring that all who care for him 
i-e aware of the patient's needs and support 
zim in his relearning activities. She also helps 
*im to plan his day's activities so that practice 
zzi learning sessions are well spaced in order 
:2 avoid fatigue. 

Above all, the nurse is frequently responsible 
“x coordinating the patient's care. Since she has 
zentact with the various members of the reha- 
salitation team, the patient's family, and the 
patient, it is often the nurse who is in the best 
position to schedule the activities of the patient 
and to help interpret his needs to the various 
members of the team. 
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THE INTEGRATION OF HEALTH CARE 
SERVICES 


Despite the increasing numbers and types of 
agencies providing health services, it has be- 
come evident that there are still many deficien- 
cies in the system and, at the same time, much 
duplication of effort. A person may go to one 
physician for treatment of a gastric disorder, to 
another for examination of his eyes, to the hos- 
pital emergency unit for a cut hand, and to a 
public health clinic for immunization for his 
children, and may call in the visiting nurse 
service to give weekly liver injections to his 
aged aunt who is living with the family. Still, 
he may wonder to whom he should go with 
many of his health problems. The frustrations 
and delays in getting to the appropriate agency 
in our confusing health care maze result in many 
problems being left untreated, and referrals to 
agencies that could help are often not made. 

Attempts are being made throughout the coun- 
try to bring some order to the health care system. 
There is a major move toward the integration of 
services in order to eliminate some of the gaps 
and deficiencies of the present system and the 
duplication of services. Hospitals are becoming 
"hospitals without walls." In small communi- 
ties, many hospitals have become community 
health centers and offer a wide variety of serv- 
ices in addition to their traditional care of the 
bedridden sick. The local physician, for exam- 
ple, may have his office there, as may the com- 
munity health nurse and the social worker. A 
community mental health center may also be 
housed in the same hospital building. Many city 
hospitals are providing a wide range of services 
these days also. Some offer home care services 
for the follow-up of discharged patients, and 
many have expanded their outpatient depart- 
ments to provide more ambulatory care. A num- 
ber also provide health promotion and health 
maintenance programs, such as prenatal and 
well-baby clinics, for people in the neighboring 
area. The development of multipurpose clinics 
and health centers with links to hospitals and 
other community agencies (such as a visiting 
nurse service) is another example of an attempt 
to provide comprehensive and coordinated serv- 
ices to people. 

At the state or provincial level, there is a move 
toward the regionalization of services, that is, 
bringing all services in a geographical region 
under one administrative umbrella in order to 
ensure that all aspects of health care are covered 
and also to avoid duplication of services. In a 
regionalized plan, for example, one hospital 
might be designated as the center for care and 
treatment of people requiring highly sophisti- 
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cated (and expensive) medical care. People 
needing heart surgery, for example, would be 
sent to this hospital, where the necessary equip- 
ment would be centralized. 

This movement toward the integration of 
health services means that nurses must become 
more versatile. Many feel that tomorrow's nurse 
will need to be able to function with equal ease 
in the hospital or the community setting. 


ADMISSION OF AN INDIVIDUAL TO A 
HEALTH AGENCY 


Most people are anxious when they go to a 
health agency for the first time. Even if they are 
going for a routine checkup, there is always the 
nagging worry that something may be wrong. 
Minor irritations suddenly become magnified, 
and a person can imagine all sorts of horrible 
diseases that he may have. For example, the 
small rash on his arm may be the first sign of 
cancer—he had better remember to ask the doc- 
tor about that. Having to enter a hospital is 
especially traumatic for most people, and the 
transfer, if one is made, to an extended care 
facility frequently carries with it thoughts of 
being relegated to the “never going to get better" 
category. The admission of a patient to any type 
of health agency is therefore always a critical 
point in his care. 

The patient is, as we have said, usually appre- 
hensive, and the attitude and behavior of the 
nurses and other agency personnel concerned 
with his admission can do much to make him 
feel more comfortable. A sincere welcome and 
genuine interest in the patient help to reassure 
him that he is a person of worth and dignity. 
Many health agencies, particularly large ones, 
have been criticized for their impersonality. 
Much of the criticism stems from the fact that 
the agencies are busy places and the personnel 
ire often rushed. But it does not take extra time 
to be kind or to convey to the patient that he is 
welcome. 

Although each agency has its own admitting 
procedure, there are some commonalities that 
the nurse will find in all agencies. We have 
concentrated here on the admission of a patient 
to a hospital, because much of the experience a 
student will have is in a hospital setting, but it 
is important to remember that the principles are 
the same, regardless of the type of health agency 
to which the patient is being admitted. 

When a patient comes to a hospital, he usually 
goes initially to the admitting office. tIere he 
answers the questions of the admitting clerk or 
admitting nurse about his financial status, his 


age, his address, his next of kin, and his usual 
employment. Most hospitals supply an admis- 
sion sheet for this purpose. 

Often the patient's initial impression of a 
hospital is formed in the admitting department. 
Thus, the appearance of the area and the kind 
of reception provided by the staff are of utmost 
importance. If a patient is acutely ill, however, 
he may be admitted to the emergency depart- 
ment of the hospital. In this case it is often a 
member of the family of the patient who gives 
the needed information to the admitting clerk. 
Most hospitals ask patients to sign a consent 
form during the admitting procedure. This form 
usually gives the hospital staff permission to 
perform diagnostic and treatment procedures 
considered necessary during the patient's stay. 
In recent years there has been considerable con- 
troversy about the validity of consent obtained 
by having the patient sign a routine form on 
admission. Many agencies have revised their 
forms and their method of obtaining consent to 
ensure that the patient is well informed about 
the procedures to which he is giving his consent 
(see Chapter 7). 

After the patient has given the requested in- 
formation to the receptionist in the admitting 
department, he is usually shown to a nursing 
unit. When the patient arrives at the nursing 
unit, a sincere welcome is again important in 
helping to ease the adjustment to his new envi- 
ronment. The patient should be greeted by name. 
His family or friends who have accompanied 
him to the hospital should also be made wel- 
come. The patient's room or his bed unit should 
be ready for him so that he feels expected and 
welcome. The nurse can help the patient by 
showing him where showers and bathrooms are 
located, also telephones and other facilities, and 
by explaining various routines such as meal- 
times and visiting hours. Many hospitals have 
prepared patient information booklets, which 
are helpful in this regard. 

It is important, too, to introduce the patient to 
the nursing personnel who will be caring for 
him, and to give him an explanation of their 
responsibilities. If he is in a room with other 
people, the patient will find it helpful to have 
an introduction to those who share the accom- 
modation. 

The nurse should also find out if the patient 
has any particular needs or desires that would 
make his stay in the hospital more comfortable. 
Some patients, because of their religious or cul- 
tural backgrounds, have specific dietary re- 
quests; ahd the dietitian should be informed 
about these. The nurse should also find out from 
the patient if he has any allergies and if he has 


ze à very young patient may form 
a= real impression of a health 
azer in the admitting office. 


zeen on any medications at home, such as ste- 
racs These observations should be noted on 
zn patient's record and reported to the attending 

Dace the initial orientation to the hospital has 
zeec completed, the patient is usually examined 
z= che hospital physician. This examination in- 
=udes a medical history, a physical examina- 
zc and routine screening tests. In most hos- 
azis. all, newly admitted patients have a 
-—2alvsis and a hemoglobin or hematocrit test. 
\tanv hospitals require a chest x-ray and a blood 
secology test for syphilis as part of the admission 
~tine. Tests for pulmonary function and also 
ests for blood sugar are performed routinely for 
¿+ newly admitted patients in some hospitals. 

Jnng her contact with the patient, the 
= —xe's initial observations are of particular im- 
zccance in identifying problems with which the 
ze-ent needs help. The initial observations are 
zz -mportant part of the nursing assessment and 
zc-ide a basis for the nursing care plan for the 
zxnt (see Chapter 8). 


Basic Primciples for the Care of the 
Patent Admitted to a Health Agency 


Much has been written about the psychologi- 
=i effect of the admission procedure on the 
genient. Hospitals have been espec;.llv criti- 
czed for the impersonal manner in which this 
procedure is frequently carried out, and the 
depersonalization the individual feels as a result 
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of the routines many hospitals have considered 
essential. From the patient's point of view, he is 
first asked a lot of personal questions—to which 
he is expected to give answers to a stranger. 
Then, he is given a number and "tagged" with 
an armband. He is taken to a nursing unit that 
is usually also designated with a number, not s 
name, and assigned to a room or a bed, likewise 
numbered. Once there, he is stripped of all of 
his clothes and most of his valuables that help 
to identify him as a person. A procession of 
strangers then begins to arrive at his bedside— 
to ask more personal questions and perform 
various examinations on his body. Sometimes, 
these people do not even introduce themselves, 
and the patient is left to guess who they are by 
the uniform they are wearing. If the patient is 
assigned to a room in which there are othe? 
patients, he often has to make their acquaintance 
himself 

The nurse can do a great deal to dispel the 
impression of agency impersonality and mini- 
mize the patient's feelings of depersonalization. 
The following basic principles are helpful as 
guides to action for the nurse in admitting a new 
patient. 


The Unknown Produces:Fear. When people 
enter a hospitrl, they encounter a new environ- 
ment a^d a new set of behavioral norms. Their 
security is threatened. They are often not sure 
what is expected of them, nor what to expect. A 
number of items that should be included in the 
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new patient's orientation were mentioned on 
page 64. Most patients recognize their need to 
become familiar with the customs and the poli- 
cies of the hospital. In fact, the patients them- 
selves often provide the new patient with infor- 
mation about the hospital and nursing unit 
personnel, anticipating his need for information 
and allaying his fears by explanations. 


Illness Can Be a New Experience. People need 
to have an understanding of their illness and an 
opportunity to come to terms with their new 
situation. Most people want to know what is 
wrong with them. The nurse can help by giving 
all the information she can about his condition 
to both the patient and the worried family or 
friends who accompanied him to the hospital. 
If the nurse is unable to furnish a sufficient 
amount of information to answer the patient's 
questions herself and allay his and his family's 
anxiety, she has a responsibility to relay the 
questions to someone who can. The patient 
should be told in advance about the various 
examinations and procedures that are going to 
be performed and given an explanation of why 
they are being done. 


Patterns of Response Are Learned. A person 
may fear a situation not because of the situation 
itself but because of conditioning through pre- 
vious learning. Thus, a patient may have had a 
badly administered injection at some time and 
react with more than the usual amount of appre- 
hension when he sees the nurse advancing to- 
ward him with a syringe and needle in hand. 
The nurse's confidence in her own ability to 
give an injection competently, based on suffi- 
cient practice in the skill, will help her to 
reassure the patient and allay his fears. It is 
helpful for the nurse to find out from the patient 
about previous experiences he may have had 
with hospitals and with health personnel, and 
his feelings about these experiences. With this 
information, she is better able to anticipate his 
needs and reactions. 


Maintaining Personal Identity Is Important. A 
person's name, clothes, and valuables frequently 
serve as symbols of his identity. They also rep- 
resent security to many people, since they serve 
as a link with the understood and the familiar. 
The nurse can help a patient to maintain his 
identity by making a point of calling him by 
name and by encouraging him to use his own 
clothes and personal possessions whenever it is 
feasible to do so. 


Subgroups Within a Culture Tend to Develop 
their Own Norms of Behavior. During the 


course of her career the nurse will meet a wide 
variety of people, often with ethnic and socio- 
economic backgrounds that differ from her own. 
It is important to remember that someone's be- 
havior is not necessarily wrong just because it 
is different from our own. As long as a pattern 
of behavior does not jeopardize a person's 
health, he should be permitted to maintain it. 
An elderly Chinese gentleman may wish to keep 
a large thermos of tea at his bedside and, as long 
as he is not on restricted fluids (or there are no 
other contraindications), there is probably no 
reason why he should not be permitted to do 
so. 


Specific Admitting Measures 


Two nursing care measures that are concerned 
specifically with the admission of a patient to a 
hospital are the care of his clothes and the care 
of his valuables. 


Care of the Patient’s Clothes. Each agency will 
have its own policies regarding the care of pa- 
tient’s clothes. Most hospitals and other inpa- 
tient facilities have bedside lockers or closets in 
which the patient can keep his clothes. Often, 
the patient’s family are asked to take those that 
he does not need home with them. The patient 
is usually asked to sign a form stating that he 
assumes responsibility for all belongings kept at 
his bedside. 

Some agencies maintain a central clothes stor- 
age area. If clothes are to be sent there for 
safekeeping, it is usually necessary to list each 
article on an agency form designed for that 
purpose. Occasionally, a patient’s clothes are 
infested with vermin. Most hospitals have facil- 
ities for sterilizing such clothes before they are 
returned to the patient. 


Care of the Patient’s Valuables. If a patient is 
unconscious, very ill, or otherwise incompetent 
when he comes to the hospital, his valuables are 
often sent to the cashier’s office for safekeeping. 
The valuables of the patient usually include his 
money, jewelry, personal papers, and any other 
personal effects of value. Valuables that the 
patient usually wants to keep at his bedside 
include eyeglasses or contact lenses and den- 
tures. If a patient is lucid and rational upon his 
admission to the hospital, he usually signs a 
statement in which he assumes responsibility 
for the valuables that he keeps at his bedside. 
Patients are often encouraged to ask their rela- 
tives to take home articles of great value rather 
than risk their theft or damage. Many hospitals 
routinely provide facilities for the safe storage 
of valuables. 


ss 
Dscharge from a health agency may give rise to feel- 
mes doth of joy and of some degree of anxiety. 


DISCHARGE FROM A HEALTH AGENCY 


Preparation for discharge should begin with 
“== patient's admission to the hospital. The 
zetient should be given every opportunity to 
zn increasing independence during his stay in 
== inpatient facility. 

Hospitals provide a protective environment 
=>: their patients, and the world outside often 
-ecomes remote, threatening, and somewhat 
awesome to them. Thus, at discharge, the joy of 
7eing united with one's family and being re- 
stored to a state of good health are often mixed 
with fear and anxiety about the future. 

Patients are genuinely concerned about their 
Zischarge. They wonder about how they will be 
2ble to manage, about being a burden to their 
zamilies, and about their ability to contribute as 
2 iunctioning member of the family and the 
-ommunity. 

Many patients are anxious about changes they 
zze going to have to make in their lifestyle 
because of physical limitations imposed by an 
illness: A newly diagnosed diabetic, for exam- 
ple. may have to rearrange his daily routine to 
accommodate testing his urine for sugar and 
acetone before meals. A patient will not be able 
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to resume his regular exercise pattern for a while 
if he has had surgery. 
Some of the common needs of patients are: 


1. The need to accept the limitations imposed 
by illness 

2. The need to learn to function effectively 
within these limitations 

3. The need to be accepted as a member of the 
family and the community. 

4. The need to learn specific skills and possess 
specific knowledge pertinent to healthful living. 


Patients are usually discharged from the hos- 
pital, or other health agency, when they no 
longer require the services it offers. Should a 
patient require the services of another agency, 
the referral is made prior to his discharge. The 
patient may require home care services, for ex- 
ample. or he may need to be transferred from an 
acute csre hospital to an extended care facility 
such as a nursing home. Sometimes, a commo- 
nity agency providing services in the home will 
maintain @ liaison nurse within the hospital to 
facilitate the referral process. Or, a hospital may 
employ a murse whose chief responsibility is to 
make arrangements for and coordinate the serv- 
ices needed by patients on discharge. In any 
case, the arrangements should be made well in 
advance of the patient's discharge to ensure the 
smooth transfer of care from one agency to 
another 

Occasionally, however, a patient leaves a hos- 
pital agsiust the advice of the doctor, In such 
instances, most hospitals require the patient to 
sign a form that relieves the hospital and the 
physician of responsibility for any subsequent 
ill effects. f a person refuses to sign this release, 
the hospita! administrator and physician are 
informed directly. 

In a hospital, the business office must also be 
notified im order to prepare the patient's finan- 
cial record so that the patient or his family can 
make the final business arrangements on the day 
of discharge. 

On the day of discharge, the nurse assists the 
patient with his clothes and personal valuables. 
She also checks with the patient about any last 
minute questions he may have about his after- 
care. New learning material should not be given 
to the patient just before he leaves the hospital, 
because patients find it difficult to remember 
instructions at this time. Moreover, last minute 
teaching never replaces a teaching plan that has 
extended over the time of the patient's stay in 
the hospital. Any final details are written down: 
for example, the date and time of his appoint- 
ment with the physician. 

When a patient leaves the hospital, he is 
escorted to the door of the hospital. Some hos- 
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pitals have a policy that all patients are dis- 
charged in a wheelchair. In this way a patient 
does not overtax his strength while leaving the 
nursing unit. 

In summary, the nurse has certain responsi- 
bilities in a patient's discharge from an agency. 


1. Checking that the physician has signed the 
order for discharge 

2. Helping the patient, as he requires, with his 
transportation, clothing, and personal effects 

3. Clarifying any questions that the patient 
might have about aftercare 

4. Notifying the business office and other re- 
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lated services in advance of the patient's dis- 
charge 

5. Arranging the necessary referrals 

6. Escorting the patient to the door of the 
hospital upon discharge. 


An important part of any discharge procedure 
from a hospital is the entering of discharge notes 
on the patient's record. It is general practice to 
include in the nurse's notes the general condi- 
tion of the patient, the time of discharge, and 
any particular circumstances relevant to his dis- 
charge. 


The Parent-Teachers' Association of one of the schools in your district has asked you 
to talk to them about the health agencies in their community. In preparing your talk, 
you need to answer the following questions: 


1. Has the local government (municipal or county government, for example) outlined 
specific health policies that effect agencies in the community? Are there pertinent 
state (provincial) or federal policies that apply? 


2. What agencies provide health protection and health promotion services in your 


community? 


3. What primary care services are available in the community? Which agencies 


provide emergency services? 


What hospitals are located in the community? What services do they provide? 
Are home care services available? Through what agencies? 
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The Nurse Should Be Able to: 


List the major fields in which nurses are currently employed 
Distinguish between members of the nursing team on the basis 
of their preparation and major responsibilities 
List other members of the health team with whom the nurse 
comes in frequent contact 
Describe the principal functions of these team members 
Explain the nurse's role in relation to its: 
care aspects 
curative aspects 
protective aspects 
teaching aspects 
coordinating aspects 
patient advocate aspects 
Differentiate between independent, dependent, and interdepen-- 
dent nursing functions 
Describe the role of the nurse practitioner 
Describe the role of the clinical nursing specialist 
Explain the concept of primary nursing in a hospital setting 
Explain what is meant by total care nursing and by modular nursing 


NURSING PRACTICE 


INTRODUCTION 


1s each decade passes, nursing seems to become 
=ureasingly sensitive to health care needs, increas- 
== creative in meeting these needs, and more ob- 
eze in analyzing its professional efforts and goals.' 


Nzzsing isa dynamic profession and its prac- 
-:s is constantly changing. It is one of the 
zw.z:ng professions, with a long and honorable 
—22:3on of service to humanity. Although we 
x2 to date the emergence of modern nursing 
— c the era of Florence Nightingale in the latter 
z4“ of the last century, we should not forget 
=? we owe much of our nursing heritage, and 
—zeed much of the high regard in which the 
- .7sing profession is held in our countries, to 
== work of the nursing sisters who followed 
z27y in the wake of the first French colonists to 


>. che Nursing Sisters of Dieppe in response to 
== request of the early colonists for help in 
-.-istering to the needs of the sick among both 
—2 new settlers and the native Indian popula- 
-:z Later, but still early in the development of 
“2x New World, the Order of Grey Nuns in 1738 
:rzenized district nursing services to assist in 
-7::ding health care for residents of the rapidly 
z:5:2€ community of Montreal. The work of 
= French nursing sisters won them the 
z and affection of settlers and Indians 


arly 


ike * 

---oughout our relatively short history in this 
zac af the world, nurses have played an impor- 
“izt role in bringing needed health services to 
-+ people. a role that has been continuously 
-:szaped by the changing needs of our society. 
.2 ine preceding few chapters, we have dis- 
:2ssed some of the changes in health care needs 
z are affecting the current practice of nursing. 
i-—ng these are the change in social thinking 
=: nas led us to view health as the right of 
vry individual, with the resultant expansion 
zz =ealth services to ensure that right; a decided 
:z2zge of focus that is occurring, from a health 
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care system that has been primarily illness- 
oriented to one stressing health promotion and 
the prevention of illness; a trend away from 
institutionalized and toward community-based 
services; and the integration of services. 

These changes are having a profound effect 
on the practice of nursing. Nurses are being 
challenged to assume new roles, to work in new 
and different health care settings, and to accept 
increasing responsibility in the provision of 
comprehensive health care. In discussing nurs- 
ing practice as it currently exists, it is well to 
remember that the utilization of nurses in an 
expanded role (which we will discuss later in 
the chapter) is already a national trend, and may 
well be the accepted practice role for all nurses 
in the not-too-distant future. 


NURSES AND THEIR CURRENT FIELDS 
OF PRACTICE 


Nurses constitute the largest single group of 
workers in the health field in both the United 
States and Canada. In 1977, there were an esti- 
mated 1,011,000 nurses registered and actively 
practicing in the United States,? and 143,388 in 
Canada.* These figures, representing profes- 
sional nurses alone, constitute over one fifth (in 
Canada, almost one fourth) the total number of 
persons employed in health care. When we add 
to these numbers the licensed practical nurses 
and the nursing aides, orderlies, and attendants, 
nursing personnel account for roughly one in 
every two workers in the health field. To a large 
extent, then, the quality of our health care is 
dependent on the quality of the nursing com- 
ponent of that care. 

The number of professional nurses has risen 
sharply in both the United States and Canada 
over the past few decades, both in absolute 
numbers and in proportion to the population. 
The United States and Canada are both in a very 
favorable position with regard to their nursing 
resources vis-a-vis other countries of the Amer- 
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Nursing personnel per 10,000 population in countries 
of the Americas, 1975 or 1976. (Source: Health Con- 
ditions in the Americas 1973—1976. Washington, D.C., 
Pan American Health Organization. Pan American San- 
itary Bureau, Regional Office of the World Health Or- 
ganization, 1978, p. 124.) 
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icas. Whereas our ratios of nursing personnel to 
population give us more than 100 registered 
nurses i nursing personnel per 
10,000 populatian, some countries in the region 
have less than 10. 


Nursing is predominantly a women's profes- 
sion in most countries of the world. The number 
of men in nursing has been increasing in both 
the United States and Canada in recent years; 
however, men still account for less than 2 per 
cent of the total number of registered nurses in 
both countries. Not too many years ago, the 
majority of nurses were young, unmarried 
women; today, more than two thirds of all em- 
ployed registered nurses are married, and their 
average age is now just under 40 years in the 
United States and 35 years in Canada. These last 
figures would tend to indicate that nurses, like 
women in other professions, are today engaging 
in longer careers. This trend has been borne out 
in a number of studies that have been done on 
the career patterns of nurses. 

At the present time, the overwhelming major- 
ity of professional nurses are employed in hos- 
pitals, nursing homes, and other inpatient facil- 
ities for the care of the sick. Relatively few 
(approximately 8.8 per cent in the United States 
and 6.9 per cent in Canada, according to the 
latest figures available) are currently employed 
in the community health field. As discussed 
previously, however, there is a great deal of 
evidence to suggest that in the future more 
health care will be provided in the community, 
as, for example, in community health centers, 
clinics, and other types of health agencies offer- 


Percentage of registered nurses in various fields of employment in the United States and Canada. (Sources: 


American Statistics: Second Report to the Co 


March 15, 1979 (Revised), Nurse Training Act of 1975. 


Health Manpower References. Hyattsville, Maryland, L.S. Department of Health, Education and Welfare. Division 
of Nursing. DHEW Publication No. (HRA) 79—45, 1979. Canadian Statistics: Nursing in Canada. Canadian Nursing 
Statistics, 1978. Statistics Canada Health Division, Health Manpower Section, Ottawa, 1980.) 
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Nursing Education 2.7 

Physician's Office 1.5 
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zx embulatory and home care services for peo- 
zw. The majority of nurses working in the field 
x “public health" currently are employed in 
zwernmental and voluntary agencies, as dis- 
zrssed in Chapter 5. 

A growing number of nurses are also being 
zr-soved-in the field of occupational health. 
W&* nurses today are working in factories, in 
zn23strial plants, in department stores, and, in 
zm-— in virtually any place where large numbers 
xf people are employed. An important aspect of 
trex work is participating in safety programs to 
zrotect the health of people in their work envi- 
xamment. Occupational health nurses are also 
z&xc responsible for rendering emergency care 
x ople who are injured or become ill on the 
cc. zs well as for providing health counseling 
amc other health promotion and health protec- 
zn services for employees. 

Another field that is attracting an increasing 
nrber of nurses is nursing education. With the 
=pėd expansion of nursing schools that has 
:,ea place in the past decade in order to pre- 
zre the large numbers of nurses needed for our 
zex-h services, more and more nurses are being 
cited into this field; yet, we never seem to 
t= enough nursing teachers. Nursing educa- 
cc is a field that has been perennially short of 
aidlified people. 

We have mentioned earlier the nurses who 
wr in association with physicians in solo or 
gp practice in the community. This is also a 
taor field of nursing practice. We can antici- 
æ> that an increasing number of nurses will be 
»- loved in physicians’ offices in the future, as 
rre nurses become prepared to function in an 
zx»ended role in both general and specialized 
zractice. 

One field that has declined in recent years is 
zr:yate duty nursing. Many acutely ill patients 
sc. require nursing care on a one nurse-one 
zezent basis; but, increasingly, the type of care 
——ired for these patients demands highly 
sa:.ied technical competence, and this care is 
-5-.aliv provided by the nursing staff of a hos- 
=.12i's intensive care units. As the demand for 
‘== traditional type of private duty nurses has 
z=creased, however, an increasing number of 
zc:erprising nurses are establishing themselves 
private practice as independent nurse practi- 
Toners. 


THE NURSE AS A MEMBER os HE 


HEALTH CARE TEAM 

Regardless of where the nurse practices today, 
even if she has "hung up her shingle” and is 
engaged in independent practice, she functions 
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as a member of the health care team. The pro- 
vision of comprehensive and continuous care to 
people requires the services of a number of 
different categories of health workers. The 
health team of today is composed of a variety of 
personnel representing professional disciplines 
concerned with the health and welfare of people. 

In addition to the traditional health profes- 
sions of medicine, nursing, dentistry, and phar- 
macy, a number of other, highly specialized 
positions in health care have developed. Many 
of the people in these specialties provide direct 
care services to patients that are complementary 
to medical and nursing care, such as the physical 
therapists and the occupational therapists. Some 
are technologists whose occupations have 
evolved because of the need for people with 
specific skills in handling the complex machin- 
ery used in the care of patients, such as the 
respiratory technologists and the renal dialysis 
(artificial kidney) technicians. Several of the 
newer groups have emerged as a result of the 
delegation of certain functions by the major 
professionals. These include the ‘physician’s 
assistant" group, licensed practical or vocational 
nurses (called nursing assistants in some prov- 
inces in Canada), dental hygienists, dental 
nurses, dental assistants, and pharmacy assist- 
ants. 

Increasing awareness of the contribution that 
each discipline can make to health care has led 
to increased responsibility being given to those 
in the allied health disciplines. The provision 
of health care today requires a multidisciplinary 
team approach. 

In some instances, the team may consist of 
only three members—the physician, the nurse, 
and the patient; in others, there may be a dozen 
or more health professionals involved in the 
care of one individual, a family, or a community. 
Each member of the team possesses knowledge 
and skills unique to his discipline, and each 
contributes his special expertise to the care of 
the patient. There are also many areas of shared 
knowledge and skills. Students who have all or 
part of their educational program in the health 
sciences division of a community college, or i 
a university bealth sciences center, may ind 
themselves sharing common core courses with 
the students in several other health disciplines, 
Most of the health professions require that their 
practitioners have a good foundation in the bio- 
physical and the social sciences, and; frequently, 
students from several health sciences programs 
take classes together in such subjects as anat- 
omy, physiology, microbiology, psychology, and 
sociology. 

Many skills are also shared among various 
members of the health team. Communications 
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skills, for example, are needed by all health 
professionals, not only by those who work di- 
rectly with patients. The nursing student and 
the medical student must both learn to give 
injections and to start intravenous infusions. 
The nurse must also learn to perform many of 
the common laboratory tests that are a part of 
the laboratory technologist's repertoire of skills. 

The essence of the team concept is that all 
members work cooperatively with the patient, 
whether an individual, a family, or a commu- 
nity. Together, they are able to make a concerted 
effort toward their common goal of attaining the 
highest level of health possible for that patient. 


The Nursing Team 


The nursing team is a component part of the 
overall health team. Essentially, the nursing 
team consists of registered nurses, licensed prac- 
tical nurses (designated as licensed vocational 
nurses in some states and as nursing assistants 
in some provinces in Canada), and nurse’s aides 
or attendants. 

The preparation of the registered nurse takes 
place in three different types of educational 
programs in the United States: the 3-year di- 
ploma school of nursing in a hospital; the 2-year 
associate degree program in a community or 
junior college; and the 4-year baccalaureate pro- 
gram in colleges and universities that grant 
Bachelor of Science degrees in nursing. In 1981 
there were 1,403 nursing programs in the United 
States preparing students for RN licensure: 385 
baccalaureate programs, 707 associate degree 
programs, and 311 diploma schools. Approxi- 
mately 76,000 students graduated from such 
programs in the school year 1978-1979.5 Many 
professional nurses undertake additional aca- 
demic preparation in masters' and doctoral level 
programs in universities. 

The responsibilities of the various members 
of the nursing team vary according to the poli- 
cies of the agency in which they are employed. 
In general, however, the registered nurse is re- 
sponsible for coordinating and supervising the 
work of other members of the nursing team. She 
also carries out nursing care herself, which we 
will discuss in detail in a later section of this 
chapter. 

The licensed practical nurse, who has usually 
had a 1-year educational program in a commu- 
nity college or in a vocational school, may per- 
form standardized nursing procedures and treat- 
ments, working under the direction of a 
registered nurse. 

The nurse's aide is frequently trained on the 


job, or in a course of a few weeks' duration. The 
nature of the tasks assigned to the nurse's aide 
varies considerably from one agency to another. 
In some agencies, nurse's aides perform tasks 
that are essentially housekeeping in nature, 
while in others they assist with the care of 
patients. 

Other nursing attendants, designated by a va- 
riety of names (such as personal care attendant), 
may be employed to assist with such care as 
helping patients with their meals, helping them 
to dress and undress, and assisting them with 
personal hygiene. These attendants are usually 
given a short course of instruction by the agency 
that employs them. 


Members of the Medical Team 


Patients are admitted to a health agency in 
most instances under the care of their own 
private physician or a physician on the staff of 
the agency to whom they have been assigned. 
The physician is usually responsible for direct- 
ing the diagnostic and therapeutic plan of care 
for the patient. Most teaching hospitals and their 
related community agencies also have interns 
and resident physicians. Interns are recent grad- 
uates of medical school who have a planned 
program of clinical experience on the various 
services of these agencies in order to complete 
requirements for licensure as practicing physi- 
cians. Residents are qualified medical practition- 
ers who are preparing for practice in a medical 
specialty. In some parts of the country, the 
internship year is no longer a basic requirement 
and may instead count toward specialization. If 
the agency is affiliated with a medical school, 
there will also be medical students receiving 
clinical instruction and experience in the var- 
ious units of the agency. 

Another member of the medical team in the 
United States (and in a number of other coun- 
tries) is the physician's assistant. Designated by 
various titles in various parts of the country, 
such as Medex, Primex, or simply Physician's 
Assistant, he or she is usually employed by a 
physician and performs, under the supervision 
of the physician, many tasks traditionally con- 
sidered a part of medical practice. These tasks 
may include taking the medical history and 
undertaking the initial physical examination of 
a patient, assisting in primary care, and moni- 
toring the progress of people under the care of 
the physician. Many physician's assistants work 
in rural areas with physicians in solo practice, 
where they help to extend the range of medical 
coverage in areas where there is a scarcity of 
doctors. Many are former army corpsmen, some 


The nurse has frequent contact with various members 
of the medical team, such as the patient's private 
physician. the podiatrist, and the resident pictured here. 


ere nurses, and others enter the educational 
pregrams for preparation as physician's assist- 
ents without previous experience in the health 
Seld. The course of studies, which is usually 
oifered in a university setting in conjunction 
with a medical school, ranges from 1 to 5 years 
in length, depending on the individual's pre- 
vious training and experience in the health field. 


Members of the Health Team Concerned 
Primarily with Health Promotion 


With the trend toward the emphasis on health, 
as opposed to sickness-oriented care, the nurse 
should be aware of those in other disciplines 
who are working in the field of health promo- 
tion. 

The health educator, for example, is a rela- 
tively new member of the health team. He or 
she [many health educators are women} is pri- 
marily responsible for the development of health 
education programs in the community. A large 
part of his or her work lies in community de- 
velopment—that is, in working with people in 
a community, assisting them in identifying their 
nealth needs, and in taking steps to improve 
nealth conditions in the community as wel] as 
the health status of the people who live there. 
The nurse will find the health educator an ex- 
cellent resource person in her own work in 
health promotion. The health educator has usu- 
ally had a university course of studies at the 
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baccalaureate or higher degree level to prepare 
him for his work. 

Also in the field of health promotion, the 
recreation specialist is increasingly being con- 
sidered a member of the health team. His or her 
(again, many are women) responsibilities in- 
clude the development of recreation, sports, and 
physical fitness programs in the community. The 
recreation specialist is usually a graduate of a 
baccalaureate program in physical education (or 
recreation). 

The family nutritionist is rapidly becoming a 
familiar staff member in many community 
health agencies. The special area of expertise for 
this member is food and its relationship to 
health. He or she advises people about good 
dietary habits, counsels them about their nutri- 
tion problems, and undertakes nutrition educa- 
tion programs for people in the community. The 
nutritionist has usually had a 4- to 5-year pro- 
gram of studies in a university, followed by a 
year of internship in various health agencies. 

The nutritionist who works in à hospital or 
other institutional setting is called a dietitian. 
The dietitian fs usually responsible for planning 
meal service for patients and staff, supervising 
other workers in the preparation of food, and 
counseling patients about their nutritional prob- 
lems. 


Members of the Health Team Concerned 
Primarily with Environmental Health 


In working in the community, the nurse will 
also meet a number of workers whose primary 
concern is the improvement, control, and man- 
agement of man's environment. The term ‘‘en- 
vironmentslist'' is increasingly being used in the 
United S*stes, and “environmental technolo- 
gist" in Canada, to refer to workers in this field. 

The sunitarian (U.S.) and the public health 
inspector [Canada and some other countries) are 
traditional workers in this field. The responsi- 
bilities of these workers are principally the elim- 
ination or control of "nuisances," that is, factors 
in the environment that may endanger health 
(such as excessive noise, offensive odors, and 
the like); ensuring the safety of water, milk, and 
food supplies; ensuring that garbage and sewage 
disposal is properly carried out; enforcing public 
health laws with regard to sanitation; and as- 
sisting in control of communicable diseases. The 
sanitarian in the United States usually has a 
baccalaureate degree in the biological, physical, 
or sanitary sciences; in Canada, programs for the 
preparation of public health inspectors are usu- 
ally offered in institutes of technology or in 
community colleges. 
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A large number of workers are emerging in 
this field of environmental health. Some are 
primarily concerned with the control of pollu- 
tion, for example. Another worker in this field 
is the industrial hygienist, whose main concern 
is the detection and control of hazards in the 
work environment. 


Other Members of the Health Team 


It is difficult to separate into discrete cate- 
gories by area of primary interest all of the 
workers in the health field today. Like the nurse, 
many other health professionals have functions 
that include assisting people in all areas of the 
health care spectrum. Some of the other workers 
with whom the nurse will come in frequent 
contact are the social worker, the pharmacist, 
the physical therapist, the occupational thera- 
pist, the respiratory technologist, the medical 
laboratory technologist, and the radiology tech- 
nologist. 

The social worker assists in evaluating the 
psychosocial situation of the patient and helps 
people with their social problems. She (or he) 
usually has extensive knowledge of community 
agencies and frequently makes arrangements for 
the patient to be cared for by the appropriate 
agency, as, for example, to receive home care 
services and/or “Meals on Wheels," or to be 
admitted or transferred to a nursing home. The 
majority of social workers hold a bachelor's er 
master's degree in social work; many community 
colleges are now offering courses for the prepa- 
ration of assistant social workers. 

The pharmacist is an individual whose pri- 
mary area of responsibility is the preparalion 
and dispensing of drugs and other chemical 
substances used in the detection, prevention, 
and treatment of illness. The neighborhood 
“druggist” is a familiar person to many students. 
Because drug therapy is an important part of the 
treatment of many ilInesses, most hospitals and 
other health agencies in the community usually 
employ a staff of pharmacists. The pharmacist 
is an excellent source of information for nurses 
ın the nature of medications ordered for pa- 
'ents—their composition, mode of action, 
nethod of administration, dosage, and possible 
side-effects. Most pharmacists in North America 
receive their preparation in a 4-year course of 
studies ati ui versity; a number of community 
coleges a e à veloping courses for pharmacy 
assistants. In n any countries of the world, new 
programs to prepare pharmacists (to replace the 
old apprentice type of training) are being located 
in community colleges and technological insti- 
tutes as well as universities. 
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The physical therapist frequently helps patients with the 
difficult task of learning to walk again. 


The physical therapist has specialized prepa- 
ration in physical therapy in a 3- to 4-year 
program of studies, usually in a university set- 
ting. He assists in assessing the patient’s func- 
tional ability, strength, and mobility; carries out 
therapeutic treatments, particularly those deal- 
ing with the musculoskeletal system; and 
teaches families and patients exercises and other 
measures that can contribute to the patient's 
recovery and rehabilitation. 

Closely allied to the physical therapist are two 
other occupational groups, the remedial gym- 
nast, whose speciality is rehabilitation through 
exercise, and the kinesiologist, who is a special- 
ist in human movement and human perform- 
ance. Kinesiology is offered in baccalaureate 
programs, usually of 4 years duration, in a uni- 
versity setting. Remedial gymnasts are often 
trained by people who have specialized in ki- 
nesiology; theirs is usually a certificate or di- 
ploma program at the community college or 
technological institute level. 

‘‘he occupational therapist has a preparation 
sit ular to the physical thérapist; many individ- 
u' 1s, in fact, hold a combined degree (or certi 
t ate) in physical and occupational therapy. The 
occupational therapist, however, is primarily 


concerned with the restoration of bodily func- 
tions through specific tasks or skills, rather than 
exercises and treatments. Occupational thera- 
pists frequently play a large role in rehabilitation 
by helping people to develop new skills or to 
relearn skills lessened or lost through illness. 

The respiratory technologist (therapist) is an 
expert in diagnostic procedures and therapeutic 
measures used in the care of patients with res- 
piratory problems. He is skilled in handling 
oxygen therapy equipment, for example. Pro- 
grams in respiratory technology are usually 2 to 
3 years in duration and are offered in community 
colleges or other types of post-secondary edu- 
cational institutions. 

A large variety of clinical laboratory technol- 
ogists also assist in patient care in both the 
institutional and the ambulatory care setting. 
The student has already probably come in con- 
tact with the medical technologist (medical lab- 
oratory technologist), for example, when she 
went to the laboratory to have blood and other 
tests done in connection with her physical ex- 
amination prior to entry to her school of nursing. 
The medical technologist is responsible for col- 
lecting many of the specimens needed for labo- 
ratory tests; he or she treats and analyzes these 
specimens and advises physicians and nurses 
on the results of these tests. The technologist is 
also helpful in advising nurses on the nature of 
tests and the specific procedure for carrying 
these out if the nurse is to do this task. In the 
United States, clinical laboratory technologists 
are usually required to have a baccalaureate 


The occupational therapist helps patlents with the res- 
toraton of function through specific tasks or skills. 


NURSING PRACTICE 77 


degree in medical technology, chemistry, or a 
biological science. In Canada, courses in medical 
‘laboratory technology are offered in community 
colleges and technological institutes, and are 
generally 2 to 3 years in duration. 

Most nursing students will have also met the 
radiologic technologist (x-ray technologist), 
again probably in connection with their pre- 
entry physical examination, since most schools 
of nursing require candidates to have a chest x- 
ray done, and it is the radiologic technologist 
who usually performs this task. He or she is 
specifically prepared to perform diagnostic and 
therapeutic measures involving the use of ra- 
diant energy. The radiologic technologist's prep- 
aration is usually a 2- to 3-year program of 
combined academic work and clinical experi- 
ence. The programs are usually conducted by 
hospitals or post-secondary educational institu- 
tions, such as a community college or techno- 
logical institute, with hospital affiliation. 


Members of the Health Team Primarily 
Concerned with Emergency Services 


Personne! in agencies providing emergency 
medical services require training, that ranges 
Irom basir first aid to professional level training 
in emereeney care. The basic first aid course 
offered by the American Red Cross is a 9-hour 
multimedia, or 16-hour regular course in first 
aid and lifesaving. An advanced first aid course, 
usually of 50 to 60 hours, provides advanced 
skill training. In Canada, the St. John's Ambul- 
ance Society offers a 16-hour basic first aid 
course, Am advanced level course is also offered 
in some provinces. Virtually all health profes- 
sionals amd others working in the clinical field 
today are required to become certified in cardi- 
opulmonary resuscitation (CPR). As student 
nurses, you will probably take the 6-hour CPR 
training as part of your introductory nursing 
course. The CPR course is often put on by local 
branches of the American or Canadian Heart 
Association, and is also a regular offering of 
inservice educational programs in most healt 
agencies today. 

In Canada, people working as first aid iau 
nel in industry (in industrial plants, canneries. 
logging operations, mining operations, and the 
like) are usually required to have an rupeaa 
First Aid Certificate. The program Jea'ing to tl 
certificate consists of a 50-hour course w 
thay be given in a concentrated '2-week sia 
or extended over a period of several weeks. A 

"survival first aid" course of 8 hours may be 
given to first aid attendants in work settings 
where the services of an industrial first aid 
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attendant are not warranted (when there are a 
small number of employees, for example, or 
when the probability of accidents requiring ad- 
ditional skills is minimal). In the United States, 
first aid personnel working in industry are usu- 
ally required to have either First Responder or 
Emergency Medical Techinician training. 

A 40-hour First Responder course is fre- 
quently incorporated into the basic training pro- 
gram of policemen and firemen, who, by the 
nature of their work, are often first on the scene 
in an emergency situation. The First Responder 
course combines advanced first aid and CPR 
training. This course is often required for Civil 
Defense volunteer workers, and is also available 
to others whose work would benefit from such 
training. 

We mentioned in Chapter 5 that, in many 
cities and towns in the United States, the fire 
department is responsible for ambulance serv- 
ices. Personnel manning ambulances (whether 
they are fire officers or others) are now being 
trained as Emergency Medical Technicians. The 
EMT-A (A for ambulance) program is an 81-hour 
course in basic life support skills and leads to 
certification by a national registry in the United 
States. A more advanced, 5-month course in 
advanced life support training and skills (EMT- 
II training) is taken by people functioning as 
paramedics. The EMT-A program and the par- 
amedic program are offered in many community 
colleges across the country. 

Nurses and physicians working in emergency 
services also need to have specialized training 
to be able to react quickly and without hesitation 
to competently carry out the care that is re- 
quired. Emergency or trauma medicine has be- 
come a recognized specialty in the medical field. 
For nurses, a variety of continuing education 
courses are now being offered to assist those 
working in emergency units. The courses may 
be given on an inservice basis in a health agency, 
or offered as part of a continuing education 
program for nurses by an educational institution, 
or other agency. 

All emergency workers need to have their 
skills refreshed regularly. Most agencies granting 
certificates require that individuals be recertified 
annually. 


THE UNIQUE ROLE OF THE NURSE 


With the sometimes bewildering array of other 
workers in the health field, and the many 
changes that are taking place in health care 
today, the beginning student may well wonder 
just what it is that nurses do. Many of the nurse's 
traditional tasks have been delegated to other 


workers. Nurses have been relieved of most of 
the housekeeping chores that formerly occupied 
much of their time. Ward clerks and unit man- 
agers in many health agencies have taken over 
many of the clerical duties that nurses used to 
do. Auxiliary nursing personnel often look after 
a good deal of the patient's personal care and 
are now doing a number of treatments that were 
once carried out only by professional nurses. 

The International Council of Nurses has stated 
that “the fundamental responsibility of the nurse 
is fourfold: to promote health, to prevent illness, 
to restore health, and to alleviate suffering.'' 

In carrying out their responsibilities, nurses 
assist individuals, families, and communities in 
the promotion of health and the prevention of 
illness; they minister to the needs of the sick, 
helping them to the fullest restoration of health 
compatible with their illness, or providing com- 
fort and support in the event of incurable dis- 
ease. In so doing, nurses work in close coordi- 
nation with a growing number of other health 
disciplines to provide health services for people. 

The scope of the professional nurse's practice, 
as outlined in this description of her role, im- 
plies a much broader spectrum of activities than 
is represented by the traditional image of the 
nurse as the ministering angel who soothed the 
patient's fevered brow, changed his linen, and 
dressed his wounds. The nurse still performs 
many of these activities, but today she is a 
skilled person who carries out a multiplicity of 
complex functions. She cares for the patient and 
about the patient. She participates in the detec- 
tion and treatment of illness. She protects the 
patient from harmful factors that could endanger 
his health. She is an advisor and a teacher on 
health matters. She is expected to coordinate 
the activities of other members of the nursing 
team and to work with a variety of people in 
other disciplines as a cooperating member of the 
health team. She also acts as a spokesman, or 
advocate, for the patient. 


The Care Aspects 


From its earliest inception, nursing has had a 
nurturing quality, and this quality is best evi- 
denced in the care aspects of the nurse's role. In 
caring for the patient, the nurse assists him in 
carrying out those activities that he would nor- 
mally do for himself if he were able. Much of 
nursing action is concerned with the daily living 
of the patient. Helping him to meet his needs 
for water, food, rest, and sleep and helping him 
to maintain normal body functioning are pri- 
mary concerns of the nurse in caring for the 


Nurses Carry out many measures that are part of the 
patient's therapeutic plan of care. 


patient. Part of the caring function is the provi- 
sion of comfort and support to the patient and 
his family. Here, the nurse is concerned not only 
with the patient's physical comfort but also with 
assisting him to cope with his health problems 
and the stress and anxiety that accompany even 
slight deviations from health. In all of these 
activities the nurse works with the patient, help- 
ing him to regain his independence as rapidly 
as possible and as much as he is able within the 
limitations imposed by illness. 

In caring for the patient, the nurse also cares 
about him. Many patients perceive the care- 
giver, that is, the one who actually gives him 
his bed bath or backrub, as the person who 
really cares about him. Carrying out nursing 
activities with compassion, with empathetic un- 
derstanding, and with respect for the patient as 
an individual of worth and dignity is caring 
about the patient. 


3! 


The Curative Aspects 


Many of the nurse's activities involve partici- 
pation in the detection and treatment of illness. 
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The nurse’s initial assessment of a patient, along 
with that made by other members of the health 
team, contributes to the identification of his 
health problems (see Chapter 8). The nurse is 
often responsible for carrying out many of the 
diagnostic tests that help to establish the exact 
nature of these problems. Although the diagnos- 
tic and therapeutic plans for an individual pa- 
tient are usually the responsibility of the phy- 
sician, nursing observations of the patient's 
condition and assessment of the need for medi- 
cal or nursing intervention contribute signifi- 
cantly to the development of these plans. 

Nurses also carry out a good many of the 
therapeutic measures that are part of the plan of 
care for each patient. The administration of 
medications and the carrying out of treatments 
are illustrative of some of the therapeutic meas- 
ures undertaken by nurses. The nurse's skill in 
carrying out these measures—for example, in 
giving an intramuscular injection or in operating 
complicated monitoring equiment—is essential. 
In innumerable instances, the nurse must use 
her own judgment in initiating therapentic ac- 
tion when she feels it is needed. For example, 
many medication orders are written "to be given 
as needed" [p.r.n.), and the nurse administers 
these when, in her judgment, the patient re- 
quires them. 

The nurse also participates in evaluating the 
effectiveness of therapeutic measures. Nurses 
usually have more frequent contact with patients 
than do other members of the health team, and 
the immediacy of the nurse's presence (particu- 
larly in the hospital situation) provides her with 
a unique opportunity to observe the patient's 
reactions to therapy. These observations are of 
inestimable value in appraising the patient's 
total plan of care and modifying it as needed. 


The Protective Aspects 


An important aspect of nursing care is assist- 
ing the patient to take those measures that will 
protect him from adverse influences in the en- 
vironment and protecting and supporting his 
physiological defense capabilities. When the pa- 
tient is unable to do this for himself, it is the 
nurse's responsibility to see that all protective 
measures are taken for his safety. In working in 
a community setting, the nurse must be alert to 
environmental factors that may endanger health 
and take steps to see that, insofar as possible, 
her patients' homes and the neighborhoods in 
which they live are conducive to healthy living. 
She alsa encourages people in the development 
of good health habits, such as eating a balanced 
diet, developing and maintaining good hygiene 
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practices, getting a sufficient amount of rest, and 
relaxation—all of which help to reduce the in- 
dividual's vulnerability to illness. She also en- 
courages people to have all of the advised im- 
munizations to further increase their resistance 
to specific diseases. 

When an individual is ill, his protective ca- 
pabilities and his resistance to other diseases 
are usually diminished. He may not be in a 
position to protect himself from environmental 
hazards and he is particularly vulnerable to 
infection. It then becomes the nurse's responsi- 
bility to see that the environment of the sick 
room is free from harmful (or potentially harm- 
ful) factors, and that all measures are taken to 
prevent the spread of infection. 


The Teaching Aspects 


Many of the teaching activities of the nurse 
have already been mentioned in the preceding 
section. Nurses both act as advisors to people 
on health matters—which is in essence teaching 
on a one-to-one basis—and engage in more for- 
mal teaching activities. Teaching functions are 
a very important part of nursing care. They may 
involve such diverse activilies as advising new 
mothers on the care and feeding of babies, teach- 
ing hygiene measures to protect against illness, 
advising a patient about his diet, teaching deep- 
breathing exercises to patients before surgery to 
prevent postoperative complications, or helping 
a patient to cope with the activities of daily 
living when he has been handicapped by illness. 

The nurse is also frequently involved in help- 
ing the patient to carry out activities that have 
been prescribed or in supervising him while he 
is doing them. For example, the visiting nurse 
may go into a patient's home to help him carry 


out exercises to strengthen his abdominal and 
leg muscles in preparation for learning to walk 
again. The nurse also helps the patient and his 
family to plan for his home care or to work 
through health problems and develop a plan for 
overcoming them. 


The Coordinating Aspects 


The delegation of many routine tasks to aux- 
iliary personnel has freed the nurse for more 
specialized work, but it has also added to her 
responsibilities for the administration and co- 
ordination of the activities of others. The nurse 
plans and supervises the care given by such 
auxiliary nursing personnel as the licensed prac- 
tical nurse, the nursing orderly, and the nurse's 
aide. In addition, she consults with other profes- 
sional workers regarding the care given to the 
patient. She consults with the physician about 
his plan of therapy. She may need to talk with 
the dietitian about the foods the patient likes 
that are permissible on his diet; with the phys- 
ical therapist about his exercise program; with 
the social worker and the community agency 
about plans for his home care. The nurse sees 
that appointments for the patient's laboratory 
tests and x-ray examinations are made and kept. 
If he is in the hospital, she makes sure that the 
housekeeping staff has cleaned his room and 
that the aide has brought him drinking water. In 
most health agencies that have inpatient facili- 
ties, nursing is the only service that is provided 
on a 24 hour a day, 7 day a week basis. Other 
workers come and go, usually during the day- 
time hours and not on weekends. It is the nurse, 
then, who establishes a plan for the patient's 
care and serves as the coordinator for all activi- 
ties concerned with it. In this, she works coop- 


Meeting with a family at their home pro- 
vides the nurse with an opportunity to 
leam more about the family's health needs 
and to give advice on matters of health. 
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eratively with the patient and his physician, 
with the patient's family, and with the other 
members of the health care team. 


The Patient Advocate Aspects 


As the health care system has become more 
complex; with a number of different agencies 
and an increasing variety of workers concerned 
with different aspects of the patient's care, the 
need for someone who can speak on the patient's 
behalf and intercede in his interest has become 
essential. This speaking for the patient and in- 
terceding on his behalf is an important aspect of 
nursing care. 

The multitude of workers who do things for 
and to the patient, particularly in a hospital, 
seems never-ending. Some patients have re- 
ported that as many as 50 employees were in 
and out of their rooms in one day while they 
were in hospital. The patient needs some one 
person to whom he can relate in a meaningful 
way, and who can act as his spokesman with 
other members of the health team. 

In the community setting, people often do not 
know about (or if they do know, have difficulty 
in contacting) the appropriate agency to help 
them with their health problems. The nurse, 
with her knowledge of the services offered by 
various community agencies, and by virtue of 
her professional contacts in these agencies, can 
facilitate the process of getting the patient to the 
appropriate people who can help him. 


INDEPENDENT, DEPENDENT, AND 
INTERDEPENDENT NURSING 
FUNCTIONS 


The terms "independent," "dependent," and 
“interdependent” are frequently used in connec- 
tion with nursing functions. These terms refer 
to the extent of independent decision-making 
the nurse exercises in initiating and carrying out 
nursing activities. When a nurse makes a deci- 
sion that certain actions should be taken in the 
care of a patient, and either takes that action 
herself or delegates this responsibility to another 
member of the nursing team, she is performing 
an independent nursing function. The nurse 
may decide, for example, on assessing the con- 
dition of a patient's mouth, that he needs special 
mouth care that he is unable to do himself. She 
develops a plan for seeing that this care is given; 
for instance, she may write a directive on the 
nt, ing care plan to th. effect that the patient is 
te., ave special mout’ care every 4 hours. She 
t! en undertakes this u re herself, or delegates it 
to another member of the nursing team. 
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The nurse also carries out some of her respon- 
sibilities under the legal orders, or under the 
direction or supervision, of another health 
professional. The physician, for example, may 
order a medication for a patient. The decision 
that the individual should receive the medica- 
tion is made by the physician. In giving the 
medication to the patient, the nurse is carrying 
out a dependent nursing function. 

In other instances, decisions regarding the 
actions to be taken by nurses may be made 
jointly by two or more members of the health 
team. At a team conference concerned with the 
rehabilitation of a patient, for example, the 
nurse, the physician, the physical therapist, and 
perhaps other members of the team may together 
decide on a course of action to increase the 
patient’s independence in the activities of daily 
living. Each member of the team may have 
specific responsibilities in this regard. The phy- 
sician might order that the patient be up twice 
a day to sit in a chair. The physical therapist 
might start the patient on an exercise program 
to increase his muscle tone in limbs that have 
not been used while he was in bed. The nurse 
may include in her plan of care directives to 
other members of the nursing team to encourage 
the patient to feed and dress himself and to take 
increasing responsibility for his own hygiene. In 
carrying out these activities, the nurse functions 
interdependently, that is, on the basis of deci- 
sions made in consultation with other health 
personnel. 


EXPANDED ROLES FOR NURSES 


The distinctions between independent, de- 
pendent, and interdependent nursing functions 
are not always as clear-cut as the previous ex- 
amples would indicate. Traditionally, the inde- 
pendent functions of the nurse have been prin- 
cipally in the care aspects of nursing and, to a 
certain extent, in the protective and teaching 
aspects. In all aspects of her role today, the 
scope of the nurse's independent functions, 
wherein she makes decisions and implements 
action on her own, is rapidly being expanded. 
Two examples of new nursing roles in whieh 
expansion of the nurse's realm of independent 
functioning are evident are the nurse practi- 


tioner role and the clinical specialist role. 
! 


The Nurse Practitioner 
The nurse practitioner role is seen as an ex- 


tension of the present nursing role, through the 
development and more effective utilization < 
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the nurse's unique skills in the provision of 
health care and through the assumption by the 
nurse of certain tasks that have traditionally 
been considered a part of medical practice. Al- 
though there was initially some controversy over 
use of the term “nurse practitioner" (mainly on 
the basis that any nurse who is practicing nurs- 
ing might be deemed to be a nurse practitioner), 
it appears to have gained fairly common accept- 
ance now, not only in the United States and 
Canada but on a worldwide basis. The California 
Nurses' Association Glossary of Terms provides 
this definition: 


Nurse practitioners are registered nurses with ad- 
ditional skills in physical diagnosis, psychosocial 
assessment, and management of health-illness needs 
in primary care: who have been prepared in formal- 
ized programs affiliated with institutions of higher 
learning. The extended role of the nurse practitioner 
integrates health maintenance, disease prevention, 
physical diagnosis, and treatment of common. epi- 
sodic and chronic problems in primary care with 
equal emphasis on health teaching and disease man- 
agement." 


Inherent in all descriptions of the role of the 
nurse practitioner is the premise that the nurse 
exercises more independent judgment than has 
been permitted herefore. 

The nurse practitioner may be a generalist. 
that is, a family nurse practitioner, or a speciel- 
ist, as, for example, a pediatric nurse practi- 
tioner. Those specializing in maternal health 
usually become certified to practice midwifery. 
As we mentioned earlier, midwifery is a rapidly 


Many nurses employed in official and voluntary com- 
munity health agencies are being given an opportunity 
to extend their scope of independent functioning. 


growing field for nurses in the United States, 
although its practice is still not permitted in 
Canada. 

It has been demonstrated that the nurse prac- 
titioner can function effectively in a variety of 
settings—in Health Maintenance Organizations, 
clinics, health centers, schools, industry, home 
care settings, and physicians' offices, as well as 
in acute care settings. The nurse practitioner 
works in a colleague relationship with the phy- 
sician. She may practice in a remote, rural area 
where she has minimal contact with medical 
personnel, she may work for a community health 
agency or in industry, or she may work side by 
side with a physician, or a group of physicians, 
in an urban setting. She may provide care in- 
dependently to some patients, and may work 
closely with a physician in the joint manage- 
ment of other patients' problems.* 

The concept of the nurse practitioner is not 
really new. Many nurses working in rural and 
isolated areas in the United States and in Canada 
have been practicing in such an expanded role 
for a good many years, as have nurses in many 
other countries. Well-known examples that 
might be cited to illustrate this point are the 
Frontier Nurses of Kentucky, the Northern 
Nurses in Canada, the "Sick Nurse Dispensers" 
in the hinterlands of Guyana, the public health 
nurses in the outback in Australia, and also the 
nurses attached to the famous “Flying Doctor 
Service" in that country. What is new in the 
concept of the nurse practitioner is that nurses 
are now being given an opportunity to practice 
in this role in urban communities as well as in 
isolated areas, and in settings where their scope 
of independent functioning has previously been 
limited, as, for example, in official and voluntary 
community health agencies, in physicians' of- 
fices, in occupational health settings, and in the 
emergency departments of hospitals. Nurses are 
now being prepared to undertake this role 
through formal university-based educational 
programs. In other words, the role is being legit- 
imized. An ever-increasing number of nurse 
practitioners are being prepared in post-basic 
programs for registered nurses in universities 
across the country. A number of university 
schools of nursing are also including preparation 
for the nurse practitioner role in their basic 
baccalaureate programs. The number of nurses 
working as primary care nurse practitioners has 
increased rapidly since the first educational pro- 
gram—one to prepare pediatric nurse practition- 
ers—was started at the University of Colorado 
in 1965. In 1972, there were a reported 1,398 
nurse practitioners in the United States. Esti- 
mates for 1980 were over 18,000, with this 
number expected to more than double by the 
year 1990.* 


The Clinical Nursing Specialist 


The clinical nursing specialist is a nurse who 
has expanded her nursing knowledge and skills 
in one particular branch of nursing. The term 
was coinéd by Frances Reiter in the early 1940's 
to describe the nurse who has achieved a high 
level of competence in her nursing practice, that 
is, as she saw it, in giving direct care to patients. 
Such a nurse would have increased her range of 
functions in regard to care, cure, and counseling 
(as Reiter described the nurse's functions); she 
would have a broad knowledge base from which 
to operate; and she would be able to provide a 
more extensive scope of services than nurses 
had previously given.'? At the time that Reiter 
first outlined this concept, there was little op- 
portunity for the nurse to increase her clinical 
competence except through experience in the 
field and through the preparation offered in a 
few hospital postgraduate courses of short du- 
ration. Career advancement, both academically 
and job-wise, was achieved by means of addi- 
tional preparation (or demonstrated ability) in 
administration or teaching. Clinical competence 
was not rewarded—a complaint that has been 
noticed in other fields too, such as education, 
where the excellent teachers, it seems, must 
become administrators in order to advance their 
careers. 

Although the clinical nursing specialist does 
not necessarily have to have an academic degree 
(a good many nurses have achieved clinical 
excellence by experience and self-instruction), 
the development of university programs at the 
master's degree level for preparation in a clinical 
specialty has advanced the concept consider- 
ably. The advent of the nurse practitioner pro- 
grams has also furthered the idea, and in the 
United States in particular the role of the clinical 
nursing specialist is rapidly becoming one with 
the role of the specialized nurse practitioner. 

The clinical nursing specialist may work in a 
hospital setting or in ambulatory care in the 
community. In the institutional setting, at the 
present time, her responsibilities vary, depend- 
ing on the agency in which she is working. The 
role is still relatively new, and many clinical 
nursing specialists have had to develop their 
own “job descriptions" as they worked and 
could see how they best fit into the existing 
nursing service structure of the agency. They 
often give direct care to patients, particularly 
those with multiple problems (or one problem 
thet is especially difficult to resolve). They also 
function as a role model for other nurses, and 
provide consultative and advisory services for 
nursing personnel who are working in the spe- 
cialist's particular area of expertise. Many health 
agencies have replaced the traditional nursing 
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supervisor, whose functions were mainly ad- 
ministrative, with clinical nursing specialists 
who can provide more clinical guidance for 
nursing personnel. 

In the ambulatory care setting, the clinical 
nursing specialist functions in much the same 
manner as that described for the family nurse 
practitioner, except that her area of practice is 
limited to a clinical specialty. Thus, the clinical 
nursing specialist in an ambulatory care setting 
might, for example, be a pediatric nurse practi- 
tioner, a nurse midwife, or a' medical, a surgical, 
or a psychiatric nurse practitioner. 


PRIMARY NURSING AND OTHER 
PRACTICE MODES IN THE HOSPITAL 
SETTING 


The number of nurses working as clinical 
nursing specialists and as nurse practitioners is 
still relatively small. The vast majority of nurses 
at the present time are employed as "'staff 
nurses” in a hospital setting. We have said that 
in this capacity, the registered nurse frequently 
acts as the leader of a nursing team, which may 
comprise a variety of nursing personnel. The 
team is usually responsible for the care of a 
group of patients. If the team is large, the number 
of patients, too, is likely to be quite large, and 
the nurse is often busy with the coordination of 
care and supervision of other members of the 
team. 

Nurses, frustrated with duties and responsi- 
bilities that have taken them away from the 
bedside, have sought alternatives to team nurs- 
ing that would get them back to the patient, who 
is their primary concern. One method of allo- 
cating nursing responsibility that provides the 
nurse with an opportunity for more direct pa- 
tient care is that of primary nursing. In primary 
nursing, each patient is assigned, on admission, 
to a specific nurse. This nurse is responsible for 
the patient's care throughout his hospital stay. 
She becomes “his” nurse, in other words. The 
primary nurse plans for her patient's needs over 
the 24-hour period and gives direct care when 
she is on duty. Through the use of nursing care 
plans, conferences, referrals, and collaboration 
with other nurses, she supervises and guides the 
patient's care when she is not on duty. The 
primary nurse sees the patient with the physi- 
cian when he makes his rounds, confers with 
him about the patient's care, and confers with 
other health team members, such as the physical 
therapist, who may be involved in his care. The 
usual “caseload” for a nurse is three to four 
patients, although she may assist with the care 
of patients assigned to other nurses. 

Another method of assigning nursing respon- 
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sibility that involves the nurse in direct patient 
care is called total care, or case assignment. The 
nurse is assigned a group of patients for whom 
she is responsible during the 8 (or 12) hours that 
she is on duty. She assesses her patients' needs 
and plans, implements, and evaluates their care. 
This method is often used to provide students 
with experience in the clinical area. It is also 
used frequently for nursing assignments in in- 
tensive care units. 

Still another method is modular, or district, 
nursing. In this method, the nurse is assigned a 
group of patients, usually eight to twelve, whose 
beds (or rooms) are close together in one geo- 
graphic area of the nursing unit. The nurse may 
have the same group of patients over a period 
of time, or she may not. Often other nursing 
personnel, such as a licensed practical nurse, 
are also assigned to the module, so that it be- 
comes, in effect, a small team approach to nurs- 
ing care. 

Sometimes primary nursing is used in con- 
junction with total care or with modular nursing. 
That is to say, one can have total care nursing 
and also use a primary nursing approach. The 
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essence of primary nursing is that the nurse is 
responsible, and accountable, for her patients 
on a 24-hour basis, not just during the time she 
is on duty. Also, assignment of patient respon- 
sibility by geographic location of patient units 
is one way of determining a caseload for primary 
nursing. Another way is to assign patients on 
the basis of the nurse's particular talents and 
skills in caring for patients with certain prob- 
lems. For example, one nurse may have strong 
skills in the area of patient teaching, and partic- 
ularly like teaching new diabetics. Another 
might like, and be good at, handling the complex 
machinery used in the postoperative care of 
some patients. The charge nurse would take 
these factors into consideration in assigning pa- 
tients to her nursing staff. 

Nurses who have worked in settings where 
these alternatives to team nursing are being tried 
appear to find them very satisfying. They are 
able to get back to the bedside, to provide direct 
care to patients, and to individualize that care 
in a way that more closely approximates the 
way they have been taught to nurse patients. 


You are a staff nurse on a surgical ward in a large city hospital. The head nurse has 
assigned you a new patient, Mrs. Majorie Jones, who was admitted last night with 
acute pain in her upper abdomen, nausea, and vomiting. From her patient record you 
learn that Mrs. Jones is 35 years old, is 5'2" (157 cm.) tall, weighs 147 pounds (67 
kg.), and has had no serious illnesses previously. Her husband is an executive in a 
large national firm and they have three children, aged 12, 10, and 7 years. You note 
that she is allergic to penicillin and subject to hay fever. Her physician has left orders 
for bed rest, clear fluid diet, medication p.r.n. for pain, and instructions for x-ray 
examination and laboratory tests: His tentative diagnosis is cholecystitis (inflammation 


of the gallbladder). 


You go down to talk with Mrs. jones and find her sitting up in bed, smoking a 
cigarette. She tells you that she is hungry—they did not give her anything to eat for 
breakfast. She wants to know what they are going to do to her and if she will have to 
have surgery. She is anxious about her family, since they have recently moved to this 
city and have no relatives here. She says she hopes this doctor can do something 
about her weight problem. She is a compulsive eater and has tried several diets, but 
can never stay with them. She states that she smokes about a pack of cigarettes a day 
to keep from eating. She does not have any interests outside the home. Now that the 
children are in school all day, she reads a lot, watches television, and usually takes a 


daily nap after lunch. 


1. As Mrs. Jones' primary nurse, what would your responsibilities include? 


2. Discuss the nursing care of Mrs. Jones under the following heading: care aspects, 
curative aspects, protective aspects, teaching aspects, coordinating aspects, patient 


advocate aspects. 


3. Name members of the nealth team: currently involved in Mrs. Jones’ care. 


4. Identify other members of the health team who might be able to help in the 
resolution of Mrs. Jones' health problems. 
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The Nurse Should Be Able to: 


Outline the role and functions of her national and international 
professional associations and national student association 

Discuss implications for nursing practice of the International and 
the American Nurses' Association Codes of Nursing Ethics 

Differentiate among licensure, registration, and certification 

Discuss mandatory continuing education requirements for licen- 
sure and registration 

Discuss the need for a legal definition of nursing practice 

Compare the functions of the registered nurse and the practical 
nurse 

Discuss the legal status of the nurse 

Discuss consumer rights in the health care system 

Outline methods of quality assurance in nursing 

Discuss the meaning of the term "informed consent" 

Define the following legal terms: tort, crime, negligence, malprac- 
tice, assault, battery, defamation of character, slander, libel, 
false imprisonment, and invasion of privacy 

Give examples of common types of incidents involving nurses 
that may lead to legal suits in which negligence is a factor 

List guidelines helpful to nurses in maintaining the confidentiality 
of patients 

Discuss the nurse's responsibility if she is present at the scene of 
an accident 

Explain the legal implications of witnessing a will 

Discuss the legal, moral, and religious considerations of abortion 

Explain the implications for nursing practice of laws controlling 
narcotic and other harmful drugs 


THE LEGAL AND ETHICAL 
BASIS OF NURSING 


PRACTICE 


INTRODUCTION 


People place a great deal of trust in health 
professionals. It therefore seems reasonable for 
individuals to expect that the people who pro- 
vide health care are qualified to practice their 
profession and that they will be assured of safe 
and competent care in their hands. It also seems 
reasonable to assume that their basic rights as 
numan beings will be respected by all who care 
for them. 

Although nurses are not responsible for all 
aspects of health care, they have a responsibility 
:o ensure that, insofar as the nursing component 
:s concerned, the patient is assured of safe and 
zompetent care and that his fundamental rights, 
such as the right to courtesy, to privacy, and to 
:nformation on his condition, will be safe- 
zzarded during the process of care. 

Most of the developed countries of the world 
zave laws that regulate the practice of health 
z-ofessionals; these laws are intended to protect 
tne public from unqualified practitioners. In 
- cases, the laws also define the scope of 

sional practice—that is, they specify the 
functions that the qualified practitioner may 
_ncertake. In many instances, however, the law 
.s vague in this respect, particularly in regard to 
"zs practice of nursing and medicine. Often it 
nzs Seen the professional associations that have 
_7.22rtaken to define the role and functions of 
"n= practitioner, based on currently accepted 
Dicas cf practice. 

‘= most countries of the "free" world, an 
-—2:-idual's basic human rights are protected, 


ees 


2.7=er in the constitution of the country or in its 
_=<2!lv enacted laws. The consumers’ bills of 
:zz:s developed in both the United States and 
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Canada have sought to further clarify an individ- 
ual's basic rights as these are applicable to health 
care. Safeguarding the patient's rights is also an 
important aspect of the ethical codes adopted 
by each of the major health professions. These 
codes extend beyond the legal basis for practice 
and into the realm of social values to which 
members of the particular profession are com- 
mitted. 

The professional associations have also be- 
come increasingly concerned with the need to 
develop standards to ensure that patients will 
receive safe and competent care. Both the Amer- 
ican and the Canadian Nurses' Associations, for 
example, have been developing statements re- 
garding standards that must be maintained in 
various fields of nursing practice in order to 
assure the consumer of good quality nursing 
care. 

The nurse should be familiar with the Inter- 
national Code of Nursing Ethics and other such 
codes, which describe social responsibilities 
considered important in nursing practice. She 
should also be familiar with the laws in her 
state or province concerning the provision of 
health care to the public, and particularly with 
the acts that control the practice of nursing. 
She should be aware of her functions and 
responsibilities, both as defined by law and as 
delineated by her professional nursing associ- 
ations. It is important, also, for the nurse to be 
familiar with the various charters that have 
been developed to outline consumers' rights 
in the health care system, and she should be 
aware of how the law protects the patient in 
this regard. She should also be cognizant of 
her own legal status both as a student and as 
a graduate nurse. 
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PROFESSIONAL NURSING 
ASSOCIATIONS 


Professional nursing associations in the 
United States, in Canada, and in other countries, 
as well as the International Council of Nurses, 
have been instrumental in developing and pro- 
moting a sound legal and ethical basis for nurs- 
ing practice. We will be referring time and again 
throughout this chapter to statements made by 
the professional associations. It would seem im- 
portant, then, for the beginning student of nurs- 
ing to know a little about these organizations. 

The International Council of Nurses is a non- 
political, self-governing organization, with head- 
quarters in Geneva, Switzerland. It was founded 
in 1899 as a federation of national nurses' asso- 
ciations. The ICN meets once every 4 years and 
provides an opportunity for nurses from all 
member associations, now including 84 coun- 
tries, to meet to share common interests and 
discuss common problems. The stated functions 
of the ICN are: 


1. To assist national nurses' associations to im- 
prove the standards of nursing and the competence 
of nurses; 

2. to promote the development of strong national 
nurses' associations; 

3. to serve as the authoritative voice for nursing 
internationally; 

4. to assist the national nurses' associations to 
improve the status of nurses.’ 


Each member association has one representa- 
tive (usually its current president) on the Coun- 
cil of National Representatives, which is the 
highest governing body of the ICN. The Council 
meets once a year. An elected president, three 
vice presidents, and 11 other members make up 
the ICN Board of Directors, which conducts the 
business of the organization on an ongoing basis. 
The International Nursing Review is the official 
journal of the ICN. 

In the United States, the American Nurses' 
Association was founded in 1896 and was a 
charter member of the International Council of 
Nurses. The ANA now has over 200,000 mem- 
bers. Its purposes, as stated in its bylaws, are: 


1. To foster high standards of nursing practice; 

2. to promote the professional educational ad- 
vancement of nurses; 

3. to promote the welfare of.nurs»s so all people 
may have better care.' - 


The Canadian Nurses! Association had its 
origins in a joint American/Canadian association 
called the American Society of Superintendent: 
of Training Schools, which was concerned ove: 
the need to improve educational programs fc’. 
student nurses. This group was established ‘n 


1894 and worked closely together for a number 
of years until 1908, when it divided to form the 
Canadian Nurses' Association and the National 
League for Nursing Education (in the United 
States). The latter subsequently became the Na- 
tional League for Nursing, with a broadened 
saope that includes the improvement of nursing 
services as well as nursing education. The CNA, 
whose membership now exceeds 127,000, also 
retained its interest in the improvement of nurs- 
ing education but broadened its scope, too, as 
befitted a national nursing association. Its objec- 
tives are stated as follows: 


All associations of professional nurses in Canada 
strive to promote health and to seek conditions con- 


ducive to the best possible patient care. To achieve, 


this, the Canadian Nurses' Association is continu- 
ously concerned with: 

quality and quantity of nurses available to the 
health team; 

standards of preparation and performance of 
professional nurses; 

social and economic welfare of nurses; 
advancement of knowledge, techniques and 
competence within the profession; 

promotion of understanding, unity and good 
professional citizenship among its members; 
representing and speaking for the organized 
nursing profession, both nationally and inter- 
nationally. 


Both the American Nurses' Association and 
the Canadian Nurses' Association are tri-level 
organizations, that is, they are composed of 
national, state/provincial, and district associá- 
tions. The American Nurses' Association has 53 
constituent (state association) members, includ- 
ing one in each of the 50 states, the District of 
Columbia, Guam, and the Virgin Islands. In 
Canada, 10 provincial associations, plus the As- 
sociation of Nurses of the Northwest Territories, 
together make up the Canadian Nurses' Associ- 
ation. In both the United States and Canada, 
with the exception of the smallest jurisdictions 
(such as Guam), the state or provincial associa- 
tions are subdivided into district nursing asso- 
ciations, which provide all members with the 
opportunity to participate in the affairs of their 
professional association. 

In both the United States and Canada, the 
national nursing associations represent nurses 
and serve as the official voice of nursing in 
relations with allied national and international 
organizations, governmental bodies, and the 
public. The state ^nd provincial associations 
fu ction simile] vt iin their ju: isdictjgns. 

Ihe Americar ^«:ses' Association [d the 
Canadian Nur: ©. association both »;i:,blish 
monthly profes. `mal journals, the An. ican 
Journal of Nurs. ig and The Canadian Nurse, 
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respectively. These journals serve as the princi- 
pal resource for nurses in regard to national and 
international affairs affecting nursing. Both jour- 
nals also help to keep nurses up-to-date with 
new developments in nursing through articles 
of a clinical nature. The ANA also publishes a 
monthly newspaper called The American Nurse, 
which is distributed to all members. It contains 
news about issues in nursing and in health care 
that are of interest to nurses. 

In both Canada and the United States, student 
nurses' associations have been formed. The Na- 
tional Student Nurses' Association, Inc. (NSNA) 
is the national association for undergraduate 
students in the United States; the Canadian 
Student Nurses' Association (CSNA) is its coun- 
terpart in Canada. Both associations are con- 
cerned with fostering high standards of nursing 
education to promote the highest quality of nurs- 
ing care. A particular concern of the NSNA at 
the present time is the recruitment of members 
of racial minority groups (and men) into pro- 
grams preparing registered nurses. In 1975, the 
NSNA adopted the Student Bill of Rights and 
Grievance Procedures for the purpose of guar- 
anteeing students' rights and assisting the estab- 
lishment of grievance procedures in schools of 
nursing. The NSNA publishes a magazine, Im- 
print, which is put out four times a year and 
distributed to all members. 

At least one provincial nursing association, 
the Registered Nurses' Association of British 
Columbia, permits undergraduates enrolled in 
RN programs to hold “student membership" in 
the Association for a nominal fee. Student mem- 
bers may participate in chapter and provincial 
activities, may serve on committees, and may 
represent chapters as voting delegates to annual 
and special meetings. 

The National Federation of Licensed Practical 
Nurses Inc. and the Canadian Association of 
Practical Nurses are national organizations anal- 
ogous to the ANA and the CNA. The purposes 
of the NFLPN are stated as being: 


—to speak, act and establish policy for its members 
on the local, state and national level, in all areas 
where their welfare may be affected; 

—to establish educational programs for its mem- 
5ers...: 

—to seek the betterment of all LPNs as an integral 
part of the health care team; and 

—‘o assure the public that optimum standards of 
personal nursing care are observed.' 

t NS 

The F 'eratien maintairfb- Maison commitfee 

with! the American Nu se ‘Association and 

the ? c onal Leagu* for ? u ig. It also pub- 
lishe:-sa monthly journal enti. :d Nursing Care. 

Student nurses in practical nu: ting programs do 


not have a separate student association, but may 
belong to the NFLPN as affiliate members and 
may attend meetings. 


CODES OF NURSING ETHICS 


Every profession is based on a code of ethics 
that commits its members to certain social val- 
ue$ that are above the selfish ones of income, 
power, and prestige. At its Congress in 1973, the 
International Council of Nurses adopted a code 
of nursing ethics that focuses on the nurse's 
responsibilities in regard to people, to society, 
to practice, to co-workers, and to the nursing 
profession. Following is a statement of the Code 
in its entirety. 


Code for Nurses—Ethical Concepts 
Applied to Nursing 


The fundamental responsibility of the nurse is four- 
fold: to promote health, to prevent illness, to restore 
health, and to alleviate suffering. The need for nursing 
is universal Inherent in nursing is respect for life, 
dignity, and the rights of man. It is unrestricted by 
considerations of nationality, race, creed, colour, age, 
sex, politics, or social status. Nurses render health 
services to the individual, the family, and the com- 
munity and coordinate their services with those of 
related groups. 

Nurses amd People. The nurse's primary responsi- 
bility is to those people who require nursing care. 

The nurse, in providing care, promotes an environ- 
ment in which the values, customs, and spiritual 
beliefs of the individual are respected. 

The nurse holds in confidence personal information 
and uses judgment in sharing this information. 
Nursing amd Society. The nurse shares witb other 
citizens the responsibility for initiating and support- 
ing action to meet the health and social needs of the 
public. 

Nurses amd Practice. The nurse carries personal 
responsibility for nursing practice and for maintaining 
competence through continual learning. 

The nurse maintains the highest standards of nurs- 
ing care possible within the reality of a specific 
situation. 

The nurse uses judgment in relation to individual 
competence when accepting and delegating respon- 
sibility. 

The nurse when acting in a professional capacity 
should at all times maintain standards of personal 
conduct whic ı reflect ciedit upon the profession. 
Nurses and Co-Workers The nurse sustains a co- 
operative relationship with co-workers in nursing and 
other fields. 

* The nursr takes appropriate action to safeguard the 
\dividual When his care is endangered by a co- 

v. orker or another person. 

Nurses and the Profession. The nurse plays the 
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major role in determining and implementing desirable 
standards of nursing practice and nursing education. 

The nurse is active in developing a core of profes- 
sional knowledge. 

The nurse, acting through the professional organi- 
zation, participates in establishing and maintaining 
equitable social and economic working conditions in 
nursing.? 


American Nurses' Association Code for 
Nurses 


The American Nurses' Association first devel- 
oped its code of nursing ethics in 1950. This 
code has been amended twice since then to 
reflect the changing concerns of nurses in prac- 
tice. The most recent version was adopted in 
1976. Its guidelines for ethical conduct reflect 
the increasing autonomy of the nursing profes- 
sion, its broader practice base, its concern with 
maintaining the quality of nursing care, and the 
assumption by nurses of increasingly broad so- 
cial responsibility in the community. The code 
is reprinted below. 


1. The nurse provides services with respect for 
human dignity and the uniqueness of the client un- 
restricted by considerations of social'or economic 
status, personal attributes, or the nature of health 
problems. 

2. The nurse safeguards the client's right to privacy 
by judiciously protecting information of a confidential 
nature. / 

3. The nurse acts to safeguard the client and the 
public when health care and safety are affected by 
the incompetent, unethical, or illegal practice of any 
person. 

4. The nurse assumes responsibility and account- 
ability for individual nursing judgments and actions. 
5. The nurse maintains competence in nursing. 

6. The nurse exercises informed judgment and uses 
individual competence and qualifications as criteria 
in seeking consultation, accepting responsibilities, 
and delegating nursing activities to others. 

7. The nurse participates in activities that contrib- 
ute to the ongoing development of the profession's 
body of knowledge. 

8. The nurse participates in the profession's efforts 
to implement and improve standards of nursing. 

9, The nurse participates in the profession's efforts 
to establish and maintain conditions of employment 
conducive to high quality nursing care. 

10. The nurse participates in the profession's effort 
to protect the public from misinformation and mis- 
representation and to maintain the integrity of nurs- 
ing. 

11. The nurse collaborates with members of the 
health professions and other citizens in promoting 
community and national efforts to meet the health 
needs of the public.* 


The Canadian Nurses' Association endorsed 
the ICN Code for Nurses in 1973. The Associa- 


tion has also developed a statement on an ethical 
basis for nursing in Canada which was approved 
by the Board of Directors in 1980 but is currently 
under revision. 


Ethics and Nursing Research 


One area of practice that has been of consid- 
erable concern to nurses from an ethical point 
ol view is research that involves human beings 
as subjects. Both the American and the Canadian 
Nurses' Association have developed position 
papers regarding this matter. The CNA paper, 
"Ethics of Nursing Research," in its preamble, 
states that: 


Respect for the value of human life, for the worth 
and dignity of human beings, and their rights to 
knowledge, privacy and self-determination must un- 
derlie research practices in nursing as in other health 
disciplines. The legitimacy of involving human sub- 
jects in nursing research must be assessed within the 
context of these values. The right of the subject to 
informed consent, confidentiality, positive risk value, 
and competence of the investigator must be assured.^ 


The American Nurses' Association has two 
position papers on research, one dealing with 
the rights of nurses in conducting research, and 
the other concerning the rights of patients par- 
ticipating in research studies. The latter is sim- 
ilar in content to the CNA paper, stating that: 


The relationship of trust between patient and nurse 
has always been an essential element of the profes- 
sional code of ethics. In research, the relationship of 
trust between subject and investigator requires that 
the investigator assume special obligations to safe- 
guard the subject in several ways. The subject needs 
to be assured that his rights will not be violated 
without his voluntary and informed consent. Sec- 
ondly, the investigator guarantees that no risk, dis- 
comfort, invasion of privacy, or threat to personal 
dignity beyond that initially stated in describing the 
subject's role in the study will be imposed without 
further permission being obtained. Finally, the subject 
is assured that if he does not wish to participate in 
the study, he will neither be subjected to harrassment 
nor will the quality of his care be influenced by this 
decision.* 


NURSING PRACTICE ACTS 


The laws in both the United States and Canada 
derive from two main sources: the statutes 
passed by lawmaking bodies, such as Congress 
or Parliament, and the decisions of the courts. 
The latter are collectively known as common 
law. The law is a reflection of public opinion 
and of civic and social movements within a 
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community. The law therefore is not static; 
rather, it is constantly changing. Changes in the 
statutes and the decisions of the courts in cases 
involving nursing reflect changes in public 
thinking about the development of nursing. 

In recent years, there has been an increasing 
awareness by nurses and by the public of the 
need to standardize the laws concerning the 
practice of both the professional and the practi- 
cal nurse. The authority to control nursing, to- 
gether with various other professions and occu- 
pations concerned with health and welfare, has 
been vested in the states (or, in Canada, in the 
provinces). Thus, each state and province has 
enacted its own laws to control the practice of 
nursing. These laws are generally termed ‘“‘nurs- 
ing practice acts," although the exact title of the 
statute varies in the different jurisdictions. Be- 
cause each state and province has set up its own 
law, it is understandable that the statutes vary 
somewhat. Nevertheless, the purpose of these 
laws is the same—that is, to protect the health 
of the public through the establishment of min- 
imum standards, which a qualified practitioner 
must meet in order to practice as a nurse." 


Licensure and Registration 


The responsibility for administering the nurs- 
ing practice act has been delegated to a board of 
nursing in each of the 50 states and in Washing- 
ton, D.C., Puerto Rico, Guam, and the Virgin 
Islands. Sometimes the board functions as a 
separate government entity; sometimes it is part 
of a department within the state government 
structure, as, for example, a department of health 
or a department of licenses. The responsibilities 
of state boards of nursing include the tasks of 
examination of candidates for the profession, 
licensure of qualified candidates, discipline of 
nurses who violate the law or ethical principles 
pertaining to nursing, and establishment of 
standards for, and accreditation of, basic nursing 
education programs. 

In Canada, with the exception of Ontario and 
Quebec, provincial governments have delegated 
administration of the nursing acts to the profes- 
sional nursing association. In Ontario the re- 
sponsibility rests with a College of Nurses, 
which is separate from the nursing association. 
The College undertakes the same types of tasks 
as those carried out by the state boards of nurs- 
ing in the United States. In the Province of 
Quebec, the provincial government, in its Health 
Disciplines Act of 1975, established-an Order of 
Nurses, which is charged with similar respon- 
sibilities. 

In the United States, nurses are issued a li- 


cense by the state board of nursing. A license is 
a permit granted by a government agency to an 
individual to engage in the practice of a profes- 
sion and to use a particular title. Basically, the 
purpose of licensure is to protect the public 
from unqualified practitioners. The individual 
must meet certain requirements laid down by 
the licensing board (and also pay a fee) in order 
to receive a license in a particular field of en- 
deavor. The state boards of nursing issue licen- 
ses to registered nurses who have successfully 
completed a course of studies in a school of 
nursing accredited by the state board and have 
passed the national qualifying examinations 
with a score that is acceptable to the board. 
Acceptable passing scores may vary in different 
states. A state board may also grant a license to 
a nurse who holds an active practicing license 
in another state, through a process of endorse- 
ment, without the candidate having to rewrite 
examinations, providing she has attained a pass- . 
ing score on the national examinations that is 
equal to, or above, that considered acceptable in 
the state in which she wishes to practice. Nurses 
returning to active practice after being out of 
nursing for a while may be granted licensure by 
reinstatement (in the state in which they were 
originally licensed). Nursing is changing so rap- 
idly at the present time, however, that many 
people feel that any nurse who has been out of 
the work force for 5 years or more should update 
her knowledge and skills before resuming active 
practice. Increasingly, state boards are requiring 
nurses who have not practiced for a number of 
years to take a refresher course before engaging 
in active practice again. 

In Canada, nurses are not licensed except in 
the province of Quebec. They are, however, 
registered by their provincial nursing associa- 
tion and by the College of Nurses of Ontario.* 
The term “registration” means the listing of an 
individual's name on the official roster of a 
governmental or nongovernmental agency. 
Nurses who are registered are permitted to use 
the title “Registered Nurse"; nurses who have 
failed to register are not permitted to do so. In 
order to be registered, the nurse must have 
completed a basic course of nursing studies in 
a program approved by the registering body, and 
have passed the national qualifying examina- 
tions with an acceptable grade. As with state 
boards of nursing in the United States, provin- 
cial registering bodies vary in the score they 
consider an acceptable passing grade. Nurses 
from other provinces in Canada may be granted 


*Nurses in the United States are also registered but must. 


in addition, be granted a license to practice. 
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registration by endorsement, as may nurses from 
other countries, providing their qualifications 
meet the criteria established by the provincial 
registering body. As in the various states of the 
United States, nurses wishing to return to prac- 
tice after an interval of absence from the profes- 
sional working force may have their registration 
reinstated. Again, provincial agencies are begin- 
ning to demand that the nurse take a refresher 
course to update her knowledge and skills if too 
many years have elapsed since she was last in 
active practice. ' 

Both licensure and registration must be re- 
newed on an annual basis (in some states every 
2 years) in order to be valid. A nurse's license 
(or, in Canada, registration) may be revoked if, 
in the opinion of the disciplinary committee of 
the licensing or registering body, it is not safe 
to permit her to practice nursing. The three 
principal reasons for revoking a license are 
professional misconduct, incompetence, and 
negligence. 

In the past few years, there have been a con- 
siderable number of changes in licensing/regis- 
tration regulations in the United States and Can- 
ada. In the United States at present, only 
Indiana, Texas, and the District of Columbia do 
not have a mandatory licensing regulation for 
Registered Nurses, that is, a rule requiring the 
nurse to hold a current, valid license as a Reg- 
istered Nurse in the state in which she is em- 
ployed in order to be able to practice. In Canada, 
most of the provincial registered nursing acts 
are permissive in nature, that is, the nurse may 
or may not register, depending on whether she 
wishes to have the privileges that accompany 
registration. These privileges are, in general, that 
she may designate herself as a registered nurse 
and that she may place the initials "R.N" after 
her name. There is a strong movement under 
way in Canada to make registration compulsory 
in all provinces. 

In addition to the laws controlling profes- 
sional nurses, all states now have mandatory 
licensing acts for practical nurses, except Cali- 
fornia, Wisconsin, Indiana, and Texas, along 
with the District of Columbia. The exceptions 
have permissive licensing acts for LPNs. In Can- 
ada, all provinces but Newfoundland have prac- 
tical nursing laws. Practical nurses are granted 
licensure by provincial government agencies. 


Continuing Education Requirements 
The rapidity with which new knowledge and 


technology are becoming available in nursing 
has created problems in keeping the practitioner 


up-to-date with the latest developments in her 
field. 

As of November 1982, 16 states had, or soon 
would have, continuing education requirements 
for renewal of nursing licensure. In these states 
it is necessary for a nurse to show that she has 
had a specified number of contact hours in 
continuing education in order to renew her li- 
cense to practice as a nurse in the state. In 11 
states, the requirement applies to all R.N.'s; in 
the other five, it applies only to Nurse Practi- 
tioners.? 

In Canada, although there has been consider- 
able discussion about mandatory continuing ed- 
ucation as a requirement for continued practice, 
no province to date has incorporated it into its 
registration renewal process. 


Certification 


The American Nurses' Association has a pro- 
gram of certification for nurses specializing in 
particular fields of practice. In order to be cer- 
tified as a specialist, the nurse must demonstrate 
by examination that her knowledge of the field 
is current and she must show evidence of excel- 
lence in practice. The certification program pro- 
vides a mechanism for ensuring the quality of 
practitioners' competence at a level higher than 
simple licensure.? 

Certification programs are currently offered in: 

1. Adult and Family Nurse Practitioner 

2. School Nurse Practitioner 

3. Gerontological Nursing (nursing of older 
people) 

4. Nursing of the Child/Adolescent with 
Acute or Chronic Illness or Disabling Condition 

5. Pediatric Nurse Practitioner 

6. Medical Surgical Nurse 

7. Clinical Specialist in Medical Surgical 
Nursing 

8. Psychiatric and Mental Health Nurse 

9. Clinical Specialist in Psychiatric and Men- 
tal Health Nursing—Adult or Child and Adoles- 
cent 

10. Nursing Administration 

11. Nursing Administration Advanced? 

In addition to the ANA Certification Program, 
other agencies also certify practitioners in spe- 
cialized fields as, for example, Nurse Anesthe- 
tists, who are certified by the American Associ- 
ation of Nurse Anesthetists. 


AREAS OF NURSING FUNCTION 
j 
Nursing practice, as we have already noted, is 
constantly changing in response to societal 
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needs. Guidance on what constitutes nursing 
practice has come principally from two sources, 
the nursing practice acts and the statements of 
the professional nursing associations. Because 
of the interdependent nature of nursing and 
medical practice, it has become quite common 
too for joint statements to be made by nursing 
and medical associations on functions nurses 
may undertake. The opinions of state and prov- 
incial attorneys generally provide some addi- 
tional assistance from the legal point of view, 
although these opinions are usually offered in 
response to requests from governmental agencies 
and pertain for the most part to specific situa- 
tions.!? 


The Law and Nursing Functions 


In the past few years, there have been an 
unprecedented number of changes in nursing 
practice acts in the United States and in Canada, 
as nurses have felt the need to have imbedded 
in the law a more precise definition of nursing 
practice and a clearer description of their role 
and functions than previous statutes contained. 
Most nursing (and medical) practice acts in the 
past were written in broad, general terms. The 
general nature of the wording permitted both 
disciplines to enlarge the scope of their practice 
without the need for changes in the law each 
time and, also, made possible the orderly trans- 
fer of many procedural functions from medicine 
to nursing without recourse to the law. Not too 
many years ago, for example, only physicians 
were permitted to start intravenous infusions, 
vet today this is an accepted nursing procedure. 

One of the principal reasons for the need for 
a more precise definition of nursing practice has 
been the development and rapid proliferation of 
expanded roles for nurses, as described in Chap- 
ter 6. [In some aspects of expanded role practice, 
as. for example, when a nurse practitioner ini- 
tiates treatment on her own, the question of the 
legality of her actions has arisen. Another reason 
for the need felt by the nursing profession for 
clearly identified roles and functions for nurses 
has been the increasing concern by governments 
for legislation pertaining to all health manpower 
and government suggestions for changes in ex- 
isting statutes. 

In the United States, the nursing practice acts 
1 all but 11 states now contain a definition of 
zte practice of nursing. Although the definitions 

ary in wording from state to state, many contain 
simi; provisions. The Washington State Nurse 
Practice Act provides an example of current 
definitions of nursing practice. 


Section 3, Section 4, 

The practice of nursing means the performance of 
acts requiring substantial specialized knowledge, 
judgment and skill based upon the principles of 
biological, physiological, behavioral and sociological 
sciences in either: 

1. The observation, assessment, diagnosis, care or 
counsel, and health teaching of the ill, injured or 
infirm, or in the maintenance of health or prevention 
of illness of others. 

2. The performance of such additional acts requir- 
ing education and training and which are recognized 
jointly by the medical and nursing professions as 
proper to be performed by nurses licensed under this 
chapter and which shall be authorized by the board 
of nursing through its rules and regulations. 

3. The administration, supervision, delegation and 
evaluation of nursing practice: PROVIDED, HOW- 
EVER, that nothing herein shall affect the authority 
of any hospital, hospital district, medical clinic or 
office, concerning its adrninistration and supervision. 

4. The teaching of nursing. 

5. The executing of medical regimen as prescribed 
by a licensed physician, osteopathic physician, den- 
tist, or chiropodist."' 


Statements by Professional Nursing 
Associations 


Statements issued by both national and state 
or provincial nursing associations have also 
helped to define the scope of nursing practice. 
In 1954, the American Nurses' Association pub- 
lished a “Statement of Functions" of the profes- 
sional nurse. This was followed in 1955 by a 
definition of nursing practice. In 1970, the ANA 
suggested, in a memo to Executive Directors of 
State Nurses' Associations, a new section to its 
definition of nursing, this section encompassing 
new areas of responsibility for nurses engaged 
in expanded role practice. These statements by 
the ANA have provided a model for develop- 
ment of the definitions of nursing and identifi- 
cation of areas of nursing practice contained in 
many of the state nursing acts, such as the 
Washington State statute. 

In addition to the statements made by national 
nursing associations, most of the state boards of 
nursing and the provincial nursing associations 
have issued guidelines from time to time regard- 
ing the additional functions that may be per- 
formed by nurses when these are delegated by a 
physician. Increasingly common, also, have 
been joint statements issued by various profes- 
sional groups, such as state nursing, medical, 
and sometimes hospital associations regarding 
the transfer of specific procedural functions from 
physicians to nurses. Although statements made 
by professional associations lack the authority 
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of legally enacted laws, they are generally per- 
suasive in that they reflect prevailing custom.!? 


Professional Versus Practical Nursing 
Functions 


Creighton considers that “the essential differ- 
ence between the registered professional nurse 
and the practical nurse is that by professional 
education and training and more refined skills, 
the registered professional nurse is obliged to 
evaluate and interpret facts in order to decide 
necessary.action that may be required.’ 

Creighton has summarized the areas of the 
professional nurse as being: 


1. Supervision of a total, comprehensive nursing 
care plan for the patient; 

2. observation, interpretation and evaluation of the 
patient's symptoms and needs (mental and physical); 

3. accurate recording and reporting of facts and 
evaluation of patient care; 

4. carrying out nursing procedures and techniques, 
especially those that require judgment, modification 
or calculation, based on technical information; 

5. supervision of auxiliary help (practical nurses, 
student nurses, other health workers) who give patient 
care; 

6. giving health guidance and participating in 
health education; 

7. carrying out the legal orders of physicians for 
medications and treatments.* 


One would infer from this that the professional 
nurse's practice encompasses more independent 
nursing functions, whereas the practical nurse 
performs more dependent ones, and this is borne 
out in the statements regarding their functions. 
The National Federation of Licensed Practical 
Nurses has issued a statement outlining the role, 
functions, and vocational responsibilities of the 
practical/vocational nurse as follows: 


An LP/VN through education and clinical experience 
has acquired the necessary knowledge, skill and judg- 
ment to provide nursing care at the direction of a 
registered nurse, a licensed physician, or a licensed 
dentist. Through continuing education, the LP/VN 
prepares to assume progressively more complex nurs- 
ing responsibilities. 


Functions 
The LP/VN 


1. Participates in the planning, implementation, and 
evaluation of nursing care, and teaches the main- 
tenance of health and prevention of disease. 

2. Observes and reports to the appropriate person 
significant symptoms, reactions, and changes in 
the condition of the patient, and records pertinent 
information. 


3. Performs and/or assists in nursing functions such 
as: 
a) the administration of medications as pre- 
scribed. 
b) therapeutic and diagnostic procedures. 
c) procedures requiring the use of medical/sur- 
gical aseptic technique. 
4. Assists with the rehabilitation of the patient and 
family according to the patient care plan: 
a) provides support for emotional needs. 
b) teaches appropriate self-care. 
c) advocates use of community resources. 
5. Assists in performing nursing services in spe- 
cialized units, with appropriate preparation. 
6. Assumes responsibilities as a charge nurse under 
direction, with appropriate preparation. 


Vocational Responsibilities 
The LP/VN 


1. Practices nursing according to state law. 

2. Performs those nursing functions for which he/she 
has been prepared. 

3. Seeks further growth through educational oppor- 
tunities. 

4. Participates in nursing organizations. 


Closing Statement 


The LP/VN should be an example of dignity and grace 
and maintain a spiritual approach to all nursing care.” 


THE LEGAL STATUS OF THE NURSE 


The nurse in her practice can be classed as 
either an independent contractor or an em- 
ployee. Private duty nurses, that is, nurses who 
are engaged by the patient to perform nursing 
service, come under the category of independent 
contractors. Nurse practitioners who are work- 
ing independently in the community (not in the 
employ of a community agency) would also be 
considered independent contractors. Nurses 
who work in hospitals or clinics, in public 
health agencies, in industry, or for private phy- 
sicians are considered employees. The distinc- 
tion is a matter of control. On private duty or in 
independent community practice, the nurse 
works on her own; in the hospital, she works 
under the direction of the employing institution. 

Student nurses, when assigned for clinical 
experience to a hospital or other health agency, 
are usually considered as employees, since they 
are subject to the control of clinical instructors, 
head nurses, and physicians.? In a school of 
nursing controlled by a hospital, students are 
generally held to be employees of the hospital 
insofar as they perform services for the hospital 
and are supervised by its staff. Students in 
collegiate or other independent schools of nurs- 
ing may, however, be entirely under the super- 
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vision of the faculty of their school while in the 
practice area. Creighton considers that in these 
instances ‘‘the student would not seem to be an 
employee of the hospital, but might be held as 
an employee of the college.’’® 

It is helpful for the student to remember that 
even though she may be considered an em- 
ployee, she is still responsible for her own ac- 
tions. Anyone who gives nursing care, whether 
student or graduate, assumes certain duties, and 
it is expected that these will be carried out with 
"reasonable prudence" under the circumstan- 
ces. "Reasonable prudence" is taken to mean 
that the individual acts with the care that any 
reasonable person with his or her knowledge, 
training, and experience would take. 

The reason for the importance of determining 
the status of the nurse is that, under the law, 
not only is an individual liable for his own 
actions but also his employer is liable under the 
rule of respondeat superior (Let the master an- 
swer). Thus, if a nurse is negligent and a patient 
is harmed, both the nurse and her employer can 
be sued by the patient. 

In some states, charitable institutions and gov- 
ernment hospitals, such as municipal or county 
hospitals, are exempt from the rule of respondeat 
superior and may not be sued; however, the 
employee of such an institution who performs a 
negligent act may still be sued. The law is 
somewhat different in various states in this re- 


Nor is the nurse absolved of responsibility for 
her actions simply because she is carrying out 
the orders of a physician. The law states that 
the nurse must understand the cause and effect 
of the treatment that she undertakes. If she 
carries out an order that she knows is wrong, 
she is guilty of negligence. At all times the 
patient's safety must be paramount. 

If the nurse undertakes work that she knows 
is bevond the scope of her professional train- 
ing—for example, if she performs some action 
or treatment that is defined as being within the 
province of medical practice—she may again be 
considered negligent or guilty of malpractice. 


CONSUMERS' RIGHTS IN THE HEALTH 
CARE SYSTEM 


The art of healing has, from ancient times, 
been imbued with an aura of mystery, and mag- 
ical powers have been attributed to those who 
practice the healing arts. Even modern practi- 
tioners of "scientific Western medicine"—doc- 
tors, nurses, and other health professionals— 
have, until fairly recently, tended to perpetuate 
the feeling that the average lay person could not 


possibly understand the complex workings of 
the human body and does not have the knowl- 
edge and experience to judge what treatment is 
best for himself. Through the use of technical 
jargon that is incomprehensible to anyone out- 
side the health field, and in many other subtle 
(and some not-so-subtle) ways, health profes- 
sionals usually managed to convey to the patient 
that he really should not question what was 
being done for him but simply trust in the 
experts to cure him of his ills. 

There is no doubt that trust is still a very 
important ingredient in the relationship between 
health professional and client, but today's pa- 
tient is viewed as an active member of the health 
team rather than a passive recipient of care. No 
longer is it felt that the doctor or the nurse, or 
any other health professional, has a "divine 
right" to knowledge that is too far above their 
heads to be understood by average citizens. The 
average citizen of today is much more knowl- 
edgeable about the complicated mechanisms of 
the human body, and the things that can go 
wrong with it, than his parents or grandparents 
were. He learns from the popular media about 
the latest advances in medical treatment and 
surgical procedures. He also feels that he has a 
right to question the treatment he is being given, 
to have a say in this treatment, and to be kept 
informed of his progress. 

There has been an active and growing con- 
sumer movement in the health field in recent 
years. Increasing public awareness of health is- 
sues, increased knowledge about health and ill- 
ness, and the rising costs to the consumer of 
health services are three major factors that have 
contributed to this movement. Additionally, the 
fact that people have become more conscious of 
their rights generally—as women, as native peo- 
ple, as members of minority ethnic groups, and 
so forth—has had repercussions in the health 
field. Consumer bills of rights have been devel- 
oped and widely publicized, in the United States 
by the American Hospital Association and in 
Canada by the National Consumers’ Association. 


Consumer Rights in Health Care 


I Right to be informed 

1 — about preventive health care including edu- 
cation on nutrition, birth control, drug use. 
appropriate exercise 

2 — about the health care system, including the 
extent of government insurance coverage for 
services, supplementary insurance plans, and 
referral system to auxiliary health and sociai 
facilities and services in the community 
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3— about the individual's own diagnosis and 
specific treatment program, including pre- 
scribed surgery and medication, options, ef- 
fects and side effects 

4 — about the specific costs of procedures, serv- 
ices and professional fees undertaken on be- 
half of the individual consumer 

II Right to be respected as the individual with the 
major responsibility for his own health care 
— right that confidentiality of his health records 
be maintained 
— right to refuse experimentation, undue pain- 
ful prolongation of his life or participation in 
teaching programs 
— right of adult to refuse treatment, right to die 
with dignity 
II Right to participate in decision making affecting 
his health 
— through consumer representation at each 
level of government in planning and evalu- 
ating the system of health services, the types 
and qualities of service and the conditions 
under which health services are delivered 
— with the health professionals and personnel 
involved in his direct health care 
IV Right to equal access to health care (health edu- 
cation, prevention, treatment and rehabilitation) 
regardless of the individual's economic status, sex, 
age, creed, ethnic origin and location 
— right to acess to adequately qualified health 
personnel 
— right to a second medical opinion 
— right to prompt response in emergencies” 


Bill of Rights for Patients 


In the interest of “more effective patient care and 
greater satisfaction for the patient, his physician, and 
the hospital organization," the American Hospital 
Association has adopted a "'Patient's Bill of Rights" 
as a national policy statement and distributed it to its 
member hospitals throughout the country. Intended 
to "give the consumer something to go by," the 12 
rights, in summary, are: 


1. The patient has the right to considerate and 
respectful care. 

2. The patient has the right to obtain from his 
physician complete current information concerning 
his diagnosis, treatment, and prognosis in terms the 
patient can be reasonably expected to understand. 

3. The patient has the right to receive from his 
physician information necessary to give informed 
consent prior to the start of any procedure and/or 
treatment. 

4. The patient has the right to refuse treatment to 
the extent permitted by law, and to be informed of 
the medical consequences of his action. 

5. The patient has the right to every consideration 
of his privacy concerning his own medical care pio- 
gram. 


6. The patient has the right to expect that all 
communications and records pertaining to his care 
should be treated as confidential. 

7. The patient has the right to expect that within 
its capacity a hospital must make reasonable response 
to the request of a patient for services. 

8. The patient has the right to obtain information 
as to any relationship of his hospital to other health 
care and education institutions insofar as his care is 
concerned. 

9. The patient has the right to be advised if the 
hospital proposes to engage in or perform human 
experimentation affecting his care or treatment. 

10. The patient has the right to expect reasonable 
continuity of care. 

11. The patient has the right to examine and receive 
an explanation of his bill regardless of source of 
payment. 

12. The patient has the right to know what hospital: 
rules and regulations apply to his conduct as a pa- 
tient." 


More recently, charters on the rights of mem- 
bers of special groups have been developed and 
made public. For example, declarations on the 
rights of the mentally retarded and those of 
disabled persons were adopted by the General 
Assembly of the United Nations in 1971 and 
1975 respectively; the Dying Person’s Bill of 
Rights was developed in 1975 at a workshop in 
Lansing, Michigan, on care of the terminally ill; 
and the Pregnant Patient's Bill of Rights was. 
published by the International Childbirth Edu- 
cation Association in 1975. 

While these charters do not have the force of 
legally enacted statutes, they have been influ- 
ential in raising the consciousness of consumers 
of health services so that they feel freer to 
express their dissatisfactions with the health 
care system and are less reluctant to demand 
their rights. The charters have also increased the 
awareness of health care workers of the funda- 
mental rights of patients as human beings and 
as citizens. 


ACCOUNTABILITY, SAFETY TO 
PRACTICE, AND QUALITY 
ASSURANCE 


One of the most pressing concerns of individ- 
ual nurses and of professional nursing associa- 
tions at present is to ensure that patients receive 
safe and competent nursing care regardless of 
the setting or the circumstances under which 
that care is given. Health professionals have long 
been concerned about the need to maintain high 
standards of practice. Howev. r, the growing rise 
of consumerism in the health field and the 
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generally increased sophistication of the public 
in relation to health care matters have put ad- 
ditional emphasis on the accountability of 
health professionals to the public they serve. 
Then, too, our elected representatives in govern- 
ment are becoming increasingly concerned 
about the quality of health care, since more and 
more of that care is being paid for by public 
funds. They too are demanding that the work of 
health professionals be monitored to ensure that 
high quality standards are maintained. 

We are hearing a lot these days about account- 
ability, about safety to practice, and about qual- 
ity assurance. As beginning students, you are 
probably wondering what these terms mean ex- 
actly, and how they affect you. The term “ac- 
countability" means basically that a person is 
answerable (or accepts responsibility) for his 
own actions. The health professional must be 
able to "account" for the care he gives, to tell 
precisely what he did and why he did it. The 
term was initially used in the business world, 
but has now taken on a much broader meaning 
that includes social values. Individual practi- 
tioners and health care institutions are being 
held accountable for both what they do and 
what they have said they will do, as well as for 
the process by which it is done.'* 

"Safety to practice" means simply what it 
says. The nursing profession, along with other 
health professions, makes sure that beginning 
practitioners have the knowledge and skills nec- 
essary to practice their profession competently 
and without harming the people to whom they 
render care. Ensuring that the practitioner re- 
mains "safe to practice" is a matter that has 
become of increasing concern to the health 
professions. It used to be that once a physician, 
nurse, or dentist had completed his basic edu- 
cational program and passed his qualifying ex- 
aminations, his name would be inscribed on a 
permanent roster and he could practice through- 
out his lifetime—providing, of course, that he 
did not commit some flagrant offense that caused 
him to have his license or registration revoked. 
The rapidity with which health care is changing, 
however, and the increasing stress on account- 
ability have made it imperative that the profes- 
sions develop mechanisms to ensure that prac- 
titioners remain competent and “safe to 
practice" throughout their professional careers. 

"Quality assurance," another term borrowed 
from the business world, refers to a program 
designed to try to ensure that health care pro- 
vided to patients is consistently of good quality. 

In any situation in which health workers are 
providing service for the public, the quality of 
care the patient receives is dependent on a 


number of variables. Four of the principal ele- 
ments that can vary and affect care are: (1) the 
providers, that is, the people who give the care— 
the nurses, physicians, and all others who con- 
tribute to patient care; (2) the standards that are 
maintained in the agency providing care; (3) the 
environment, or setting, in which the care is 
given; and (4) the recipient of care, that is, the 
patient himself. In attempting to ensure that 
patients receive good nursing care at all times, 
the nursing profession has given a great deal of 
consideration to each of these four variables and 
has developed a number of mechanisms to try 
to ensure that the practice of nursing is consist- 
ently safe and of good quality. 


The Providers of Care 


We have already mentioned several ways in 
which the nursing profession tries to ensure that 
its practitioners are competent and safe to prac- 
tice. Perhaps it is time, however, to pull all of 
these together with others that we have not 
discussed so far. 


1. Accreditation/Approval of Basic Nursing Ed- 
ucation Programs. Minimum standards for 
basic nursing education programs have been 
established in each state of the United States 
and in each province in Canada. All programs 
preparing candidates for licensure or registration 
are carefully monitored by the state boards of 
nursing (or a designated body) in the U.S. and 
by the provincial nursing associations (or the 
College of Nurses in Ontario or the Order of 
Nurses in Quebec) in Canada. State accreditation 
or provincial approval is granted to schools of 
nursing meeting the minimum criteria. 

Another type of accreditation of schools of 
nursing is that done by the National League for 
Nursing. This accreditation is concerned with 
optimum, rather than minimum, standards. In 
other words, accreditation by the NLN certifies 
that an educational program has not only met 
minimum standards, but is considered "good" 
by national standards. 


2. National Qualifying Examinations. The Na- 
tional Council of State Boards of Nursing and 
the Canadian Nurses' Association provide na- 
tional testing services in their respective coun- 
tries, which may be used by state and provincial 
licensing and registering bodies for the exami- 
nation of candidates for the nursing profession. 
The'Canadian set of examinations is available 
in both French and English, the two officiai 
languages of Canada. 
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3. Licensing/Registration. The licensing/regis- 
tration mechanism is the basic safeguard pro- 
tecting the public from unsafe practitioners and 
assuring employers that the individual has met 
certain standards established by the licensing/ 
registering body as minimum requirements for 
entry to practice. 


4. Disciplinary Bodies. All professional nurse 
licensing/registering agencies in the United 
States and Canada have established disciplinary 
bodies that monitor the practice of nurses to 
whom they have granted licensure or registra- 
tion. Depending on the severity of a nurse's 
transgression, the disciplinary body may repri- 
mand the individual, suspend the individual's 
license or registration for a time, or revoke the 
license or registration completely. 


5. Mandatory Continuing Education. The 
rapid expansion of knowledge in the health field 
means that all practitioners need to update their 
knowledge and skills on a continuing basis 
throughout their professional careers. A number 
of states (14 in 1980) require that a nurse present 
evidence of having attended a specified number 
of continuing education classes (contact hours) 
in order to be.able to renew her license each 
year. Several other states, and some provinces 
in Canada, are currently considering this step. 


6. Certification. Certification provides yet an- 
other mechanism for ensuring the competence 
of practitioners—at a level higher than licensure. 
The ANA now has a certification program for 
each of 11 specialty areas of nursing practice. 
The Canadian Nurses' Association is currently 
contemplating establishment of a certification 
program for nurses who have achieved excel- 
lence in practice in specialized fields of nursing. 


7. Assessment of Clinical Competence. A 
number of mechanisms have been developed 
that attempt to judge a nurse's competence in 
clinical practice. The traditional method has 
been through a supervisor's rating of the nurse's 
performance in the work setting. Although nu- 
merous types of performance rating scales have 
been tried in efforts to make these as objective 
as possible, it is difficult to eliminate the subjec- 
tive bias from an assessment of one person's 
work by another. 

Peer review is a method of assessing the qual- 
ity of care provided by a practitioner through a 
review of her work by a group of her peers. 
Methods used in this review may include look- 
ing at care plans written by the nurse and patient 


records she has completed, gathering evalua- 
tions from patients cared for by the nurse and 
from professional co-workers, and reviewing 
evidence of attendance at continuing education 
programs. 

A nursing audit is a method of evaluating 
nursing care through a review of patient records 
which document the care given. It may be used 
for evaluating a single nurse's clinical perform- 
ance, or for assessing the quality of care on a 
given nursing unit or in an agency. (See Chapter 
12 for further details.) 

The problem-oriented medical record (POMR) 
has been hailed as an excellent means of evalu- 
ating the quality of care given by practitioners 
since it requires a detailed analysis of the indi- 
vidual patient's problems, a statement of the 
reasoning behind actions the practitioner takes, 
and precise documentation of those actions and 
their results. (See Chapter 12 for further details.) 


Standards of Care 


In assessing the quality of care provided by 
individual health practitioners or by health 
agencies, it is essential to have objective criteria 
by which to judge whether the care given is 
“good,” “adequate,” or "unsafe." The American 
Nurses' Association has developed a set of 
Standards of Nursing Practice which are often 
used in evaluating an individual's nurse's clin- 
ical practice. In addition to the basic set of 
standards that are applicable in any nursing 
situation, the Association has developed stand- 
ards of practice for medical-surgical, maternal- 
child, geriatric, psychiatric, and community 
health nursing. The basic (generic) standards are 
listed below. Copies of these standards and the 
ones for specific areas may be obtained from the 
American Nurses' Association for a nominal fee. 


Standard I: The collection of data about the health 
status of the client/patient is systematic and contin- 
uous. The data are accessible, communicated, and 
recorded. 

Standard II: Nursing diagnoses are derived from the 
health status data. 

Standard III: The plan of nursing care includes 
goals derived from the nursing diagnoses. 

Standard IV: The plan of nursing care includes 
priorities and the prescribed nursing approaches or 
measures to áchieve the goals derived from the diag- 
noses. 

Standard V: Nursing actions provide for client/ 
patient participation in health promotion, mainte- 
nance and restoration. 

Standard VI: Nursing actions assist the client/pa- 
tient to maximize his health capabilities. 

Standard VII: The client's/patient's progress or lack 


THE LEGAL AND ETHICAL BASIS OF NURSING PRACTICE OO 


of progress toward goal achievement is determined 
by the client/patient and the nurse. 

Standard VIII: The client's/patient's progress or lack 
of progress toward goal achievement directs reassess- 
ment, reordering of priorities, new goal setting, and 
revision of the plan of nursing care." 


In addition to the standards for practice de- 
veloped by the professional nursing associa- 
tions, individual health agencies have been at- 
tempting to determine standards that nurses in 
their agency consider important in the care of 
patients. This work has resulted in the devel- 
opment of standard nursing care plans for the 
care of patients with particular health problems, 
as, for example, patients who have had a cere- 
brovascular accident (stroke), who are uncon- 
scious, or who are undergoing different types of 
surgery. We will be discussing this topic at 
greater length in connection with the nursing 
process in Unit 2. The important point here is 
that these standard plans provide guidelines for 
nurses to assess, through reviewing documented 
records of patient care, whether everything that 
should have been done in the way of nursing 
care for a patient with a particular health prob- 
lem was indeed done. 


The Practice Setting 


In order for nurses to give good care to pa- 
tients, the environment in which they work must 
be such as to permit, and encourage, good nurs- 
ing care. When we were talking about the envi- 
ronment as one of the major factors affecting 
health (in Chapter 3), we discussed both the 
physical and the social environment, and their 
effects on an individual's health. Similarly, in 
considering the environment in which nursing 
is practiced, one must take into account both 
the material things necessary to provide care 
and the social environment of the agency that 
encourages or discourages the maintenance of 
high standards of nursing care. 

Individual nurses and their professional nurs- 
ing organizations have become increasingly con- 
cerned about such matters as ensuring that 
nurses have a safe environment in which to 
practice, that they have sufficient equipment in 
good working order to work with, that nursing 
units are adequately staffed with competent per- 
sonnel, and that nurses are not required to work 
in areas for which they are not prepared, or in 
situations that conflict with their ethical, moral, 
or professional beliefs. 

In this regard, two statements on the profes- 
sional rights of nurses, which have been devel- 
oped and widely publicized, are appropriate. 


One is a summary of nurses’ rights by Fagin, a 
nurse researcher who has done a considerable 
amount of study in this area. Her statement of 
rights includes: 


1. The right to find dignity in self-expression and 
self-enhancement through the use of our special abil- 
ities and educational background. 

2. The right to recognition for our contribution 
through the provision of an environment for its prac- 
tice, and proper, professional economic rewards. 

3. The right to a work environment which will 
minimize physical and emotional stress and health 
risks. 

4. The right to contro] what is professional practice 
within the limits of the law. 

5. The right to set standards for excellence in 
nursing. 

6. The right to participate in policy making affect- 
ing nursing. 

7. The right to social and political action on behalf 
of nursing and health care.** 


The second statement is a resolution prepared 
by the Michigan State Nurses' Association, 
which reads: 


Resolved, that the nurse practitioner has the re- 
sponsibility to inform employers, present and pro- 
spective, of her educational preparation, experience, 
clinical competencies, and those clinical beliefs 
which would affect her practice, and be it, 

Resolved, that the nurse practitioner has the re- 
sponsibility to alter, adjust to or withdraw from situ- 
ations which are in conflict with her preparation. 
competencies and beliefs, and be it, 

Resolved, that the employer shall provide the re- 
sources through which health services are made avail- 
able to the recipient, and be it, 

Resolved, that the nurse practitioner has the right 
and responsibility to collaborate with her/his em- 
ployer to create an environment which promotes and 
assures the delivery of optimal health services, and 
be it further, 

Resolved, that the nurse has the right to expect that 
her/his employer will respect her/his competencies, 
values and individual differences as they relate to 
her/his practice.'* 


The Patient 


The fourth variable in any health care situa- 
tion is the patient himself. Because patients are 
human beings, in all their infinite variety, this 
is probably the least predictable element in the 
situation—and the most difficult to provide with 
adequate safeguards. The best prepared practi- 
tioner working in an agency with the highest 
standards and under the best possible conditions 
of work a still not guarantee the patient's 
response to care. The elderly woman whose 


100 HEALTH CARE AND THE PRACTICE OF NURSING 


mouth needs attention may spit the mouthwash 
the nurse has given her all over the bed. A 
"helpful" patient may lend his salt shaker to a 
neighbor who is supposed to be on a salt-free 
diet. ` 

Earlier in the chapter we discussed the pa- 
tient's rights in the health care system. If a 
person has certain rights, it follows that he also 
has certain responsibilities. According to one 
legal authority who has done considerable study 
in the area of nursing and the law, the patient 
has a responsibility to act as any reasonable 
patient would under similar circumstances. Ac- 
cording to Rozovsky, the patient has four duties: 


1. The duty of honest disclosure, that is, the patient 
has a responsibility to tell those who are caring for 
him everything that is pertinent to the health condi- 
tion for which he is seeking their help. 

2. The duty to cooperate during actual treatment. 
The patient has a right, of course, to refuse treatment 
(providing he is a mature adult and in his right mind). 
If, however, he has consented to undergo treatment, 
he has an obligation to cooperate with those people 
who are carrying it out. 

3. The duty to follow instructions. 

4. The duty of returning for further treatment, as 
directed.'* 


Rozovsky suggests that there are some things 
that nurses and other health personnel can do 
that make it easier for the patient to carry out 
his responsibilities to himself. These include: 


1. Asking the patient specific and direct questions 
to obtain the information needed for diagnosis and 
treatment. 

2. Informing the patient of what he is to do and 
what he is not to do (and recording this information). 
It is often helpful, in this regard, to give the patient 
written instructions in addition to telling him what 
to do. 

3. Telling the patient specifically why he needs to 
be seen again, when he is to return and where he is 
to report when he comes back.'* 


LEGAL ISSUES OF INTEREST TO THE 
NURSE 


Torts and Crimes 


In addition to understanding her responsibil- 
ities as a professional nurse, the nurse should 
be aware of the types of legal proceedings in 
which she may become involved either as a 
witness or as a defendant. Generally speaking, 
there are two types of court actions in which a 
nurse can be involved. The first is called a tort. 
A tort is a legal wrong committed by one person 
against the person or property of another. The 
injured party may sue for damages and, if the 


suit is successful, he is usually awarded money 
to be paid by the other party. Sometimes this is 
spoken of as a civil suit, as opposed to a criminal 
action. 

A crime is also a legal wrong but, in general, 
it refers to a wrong committed against the public 
and punishable by the state. The punishment 
for a crime is either a fine or imprisonment. In 
a criminal action, the case is designated in the 
form The People versus Mary Jones; in a tort, 
the form used is John Doe versus James Jones, 
or Mary Doe versus the Blank Hospital. Acts 
such as murder, manslaughter, and robbery are 
considered criminal, whereas negligence and 
malpractice are usually torts. 


Negligence and Malpractice 


It has already been noted that each individual 
is responsible for his own actions and that a 
nurse can be held liable for her own negligent 
actions. Negligence on the part of nurses has 
been defined by the courts as "the failure to 
exercise that degree of skill, care, and diligence 
exercised by professional nurses in light of the 
present state of nursing science in comparable 
situations."'^ As a general rule, nursing negli- 
gence usually means failure by the nurse to take 
the appropriate action to protect the safety of 
the patient. Negligence may involve either 
doing something that ought not to be done or 
failing to do something that ought to be done. 
Thus, if the nurse does not carry out a physi- 
cian's order correctly, as, for example, if she 
gives a wrong medication, she may be consid- 
ered negligent. Similarly, failure to put up side 
rails on the bed of a confused patient could also 
be considered negligence on the nurse's part. 

Malpractice has been defined as “any profes- 
sional misconduct, unreasonable lack of skill or 
fidelity in professional or judiciary duties, evil 
practice, or illegal or immoral conduct."'? The 
term "malpractice" is virtually synonymous 
with professional negligence. Any individual, 
professional or nonprofessional, may be sued for 
negligence; when the negligence is on the part 
of a professional person, it is deemed malprac- 
tice. Some courts have held that the term ‘‘mal- 
practice" should be used only in connection 
with the professions of medicine and law.'? The 
term is, however, being more widely applied to 
other professional groups, including nurses. 

It should be noted that, although the term is 
most frequently used in connection with cases 
involving negligence, malpractice may include 
other claims against a professional person, as, 
for example, breach of contract. 
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Common Acts of Negligence. Professional 
nurses may be called upon to testify in a legal 
proceeding in regard to some matter pertaining 
to their work. The most common types of inci- 
dents leading to legal proceedings involving a 
patient and a nurse are those in which negli- 
gence is a factor. Some of the more common of 
such acts of negligence that have resulted in 
suits for damages are: 


Overlooked Sponges. In any operative proce- 
dure care must be taken that no sponges are left 
inside the patient. Counting sponges is a nursing 
responsibility in most instances, and the nurse 
may be held liable if she fails to make a count 
when it has been ordered or if she makes an 
error in her count. Many hospitals now require 
that instruments and needles also be counted 
both before and after surgery. 


Burns. Hot water bottles, heating pads, inhala- 
tors, steam radiators, enemas, douches, and sitz 
baths are all items that can cause a patient to be 
burned. The nurse may be held responsible if 
she has neglected to take the usual safety pre- 
cautions, such as taking the temperature of the 
water used in a solution administered to a pa- 
tient or keeping articles that might burn the 
patient out of his reach. 


Falls. Another common type of accident that 
may result in injury to the patient and subse- 
quently a suit for damages is falling from bed. 
The usual safety precautions include the use of 
side rails and other restraints. Most health agen- 
cies have rules regarding the use of side rails for 
the beds of postoperative patients and patients 
under sedation. Many extend this ruling to in- 
clude the beds of all irrational patients, patients 
over 70 vears of age, and children under a certain 
age. It should be remembered that, if side rails 
are used on a patient’s bed to protect him from 
falling. both rails should be put up. All too 
often. one sees the bed against the wall, with 
one side up but no railing on the side nearest 
the wall. This is a dangerous practice because 
the patient can push the bed out from the wall 
and easily fall. 


Wrong Medicine, Wrong Dosage, Wrong Pa- 
tient. Wrong Concentration. Another common 
area in which negligence occurs is in giving 
medications. Labels can be misread or may not 
5e read at all. The nurse may fail to identify the 
patient correctly and consequently give a medi- 
cation to the wrong person. Numerous errors are 
made in giving medicines. With the tremendous 


increase in the number of medications ordered 
for patients and the numerous trademarks com- 
monly used for the various drugs, safety precau- 
tions assume greater importance in ensuring that 
the right patient gets the right drug in the proper 
concentration at the right time and in the proper 
manner. 


Defects in Apparatus or Supplies. Patients 
can be injured by the use of defective equipment. 
The nurse is not held responsible if the patient 
is injured as a result of a hidden defect, but if 
she uses equipment or supplies that she knows 
to be faulty, she may be held liable. The use of 
unsterile gauze for a surgical dressing could be 
an example of this. 


Abandonment. Instances in which patients 
have been left unattended and have injured 
themselves as a result have led to suits for 
negligence. For example, if the nurse leaves a 
baby on a table and the baby falls while she is 
absent, she can be held negligent. 


Loss of ar Damage to a Patient's Property. 
The nurse is held liable if a patient's property 
is lost when it has been entrusted to her care. 
Most hospitals now try to safeguard against suits 
for lost articles by asking the patient to sign a 
statement to the effect that he is responsible for 
items he retains in his possession while he is in 
the hospital. Nevertheless, there are still many 
instances in which the care of a patient's prop- 
erty becomes of necessity the nurse's responsi- 
bility. For example, when the patient goes to the 
operating room for surgery, his valuables are 
placed in safekeeping. The property of the un- 
conscious or irrational patient is also to be 
safeguarded. Perhaps the most commonly lost 
items are dentures, although diamond rings, 
watches, and money also seem to disappear 


quite frequently. 


Other Negligent Acts. The above is by no 
means an exhaustive list of all the acts of neg- 
ligence which have resulted in suits for dam- 
ages. In her book Law Every Nurse Should Know, 
Creighton discusses a number of others in which 
nurses have been involved, including the admin- 
istration of injections, the administration of 
blood by nurses, failure to communicate impor- 
tant information, failure to exercise reasonable 
judgment, errors due to family assistance in 
patient care, infections, cardiac arrest, elope- 
ment (patient leaving the agency without noti- 
fying anyone), and pronouncing the patient 
dead.? 
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Incident Reports 


The nurse has a moral and legal responsibility 
to report to the health agency any accidents, 
losses, or unusual occurrences. Most health 
agencies have special forms for this purpose. 
Filling out this report should not be interpreted 
as a punishment. The primary purpose is to 
ensure that there is a record of the details of the 
incident and the subsequent action taken, in the 
event that legal proceedings are instituted. In- 
cident reports are also useful as a source of 
information in research to improve the quality 
of care and the effectiveness of policies. 


Good Samaritan Laws 


The majority of states (and some provinces) 
have enacted legislation designed to protect the 
professional practitioner from malpractice suits 
arising from care given to the injured at the 
scene of an accident or other emergency. Some 
of these statutes cover physicians only; others, 
all practitioners of the healing arts. These laws 
are usually referred to as “Good Samaritan” laws 
and are intended to encourage qualified people 
to give aid in an emergency. In general, these 
laws protect the individual who renders emer- 
gency care from civil liability for this care, 
unless he, or she, is guilty of gross negligence 
or extreme malpractice in giving the care. 

In some states, there is specific legislation to 
the effect that no one may leave the scene of an 
automobile accident without first giving aid to 
those injured in the accident. In Vermont, a 
person is required to give first aid in any emer- 
gency; if he does not he can be criminally 
charged.* The Ontario Highway Traffic Act also 
places an obligation on people directly or indi- 
rectly involved in an accident to render assist- 
ance to those who have been injured. In the 
absence of such a law, there is no legal compul- 
sion for the nurse, or anyone else for that matter, 
to give assistance in an emergency. If aid is 
given voluntarily, the person giving the aid is 
under an obligation to give the best care possible 
under the circumstances, commensurate with 
his knowledge, training, and experience. Most 
medical practice acts contain a waiver to the 
effect that, in an emergency, a volunteer who is 
not medically qualified may perform procedures 
to "save life or limb" that ordinarily lie within 
the scope of medical practice. In doing so, the 
volunteer is not considered guilty of practicing 
medicine without a license. 

If a nurse is present at the scene of an accident, 
or finds herself in an emergency situation and 


feels morally obligated to give assistance, she 
should first of all ascertain that she is the best- 
qualified person there to give aid. She should 
also make sure that a state of emergency truly 
exists. The nurse should then render the care 
that is necessary and transfer the patient as soon 
as possible to a medically qualified practitioner 
for continued treatment. In such a situation, the 
nurse is expected to act as any other nurse of 
equal training and experience would act under 
the same or similar circumstances.?? 


Assault and Battery 


In some instances, nurses have been involved 
in legal proceedings as a result of a charge of 
assault and battery by a patient. Assault refers 
to attempts or threats to do bodily harm to 
another. Battery is "the unlawful beating of 
another or the carrying out of threatened physi- 
cal harm.''? 

Assault and battery are considered criminal 
offenses as well as torts. Nurses have sometimes 
been involved in suits for assault and battery 
because of the use of restraints on patients. It is 
important to remember that, except in emergen- 
cies, restraints should not be used unless they 
are ordered by the physician. At all times, undue 
force is to be avoided in handling patients. The 
law protects every individual against bodily 
harm by another person and also against any 
form of assault due to interference with his 
person. Therefore a person cannot take a blood 
sample from a patient without his consent. Nor 
may a person be operated on for any condition 
unless he has given his consent to the procedure 
and understands the significance of the proce- 
dure. Autopsy without the consent of relatives 
may be considered assault and battery. 


Informed Consent 


One of the most fundamental rights of patients 
is the right to consent to treatment. It is, indeed, 
a well established principle of law that “an adult 
of sound mind has the right to decide what shall 
or shall not be done to his body.’ The fact that 
health professionals feel that certain treatment 
is desirable for a person does not give them the 
right to go ahead with that treatment without 
the consent of the patient, except in an emer- 
gency. In an emergency when treatment is a 
matter of life and death and the patient is unable 
to give permission, consent may be implied. 

In the past few years a number of lawsuits 
have centered on the issue of a patient's lack of 
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consent to treatment. Although suits of this 
nature usually involve physicians or health 
agencies, the nurse may be called upon as a 
witness, for example, to attest to the patient's 
mental condition at the time he gave his consent 
to treatment. The nurse is also frequently asked 
to obtain the patient's signature on a consent 
form. She should be aware of the implications 
of her actions from a legal, ethical, and moral 
point of view. 

In order for a patient's consent to be valid, the 
patient must be of such an age and mental 
capacity that he is capable of deciding for him- 
self whether or not he wishes to have the pro- 
posed treatment. In order to make that decision, 
the patient must be given sufficient information 
in language that he understands so that he can 
give his informed consent. Informed consent is 
taken to mean that the patient has been given: 


1. An explanation of the condition 

2. A fair explanation of the procedures to be used 
and the expected consequences 

3. A description of alternative treatments or pro- 
cedures 

4. A description of the benefits to be expected (not 
assured) 

5. An offer to answer the patient's inquiries 

6. An understanding that the patient is not being 
coerced to agree and may withdraw if he changes his 
mind?! 


It is the physician's direct responsibility to 
inform patients about medical or surgical treat- 
ment, and this is not a responsibility that can 
be delegated. The nurse may, however, present 
the form granting permission for treatment to 
the patient for his signature. Sometimes, the 
nurse is asked to sign as a witness to the patient’s 
signature. In doing so, the nurse is simply veri- 
fving the identity of the patient—her signature 
does not require the nurse to determine whether 
the patient has had sufficient information to 
make a rational decision. 

The ethical and moral implications of wit- 
nessing a patient’s signature on a consent form 
are. however, different from the legal implica- 
tions. Professional nursing associations have 
been concerned about the nurse's ethical and 
moral responsibilities in such situations, and 
some have issued guidelines for nursing action 
in the form of policy statements. The Registered 
Nurses’ Association of British Columbia, for ex- 
ample, in a “Policy Statement on Informed Con- 
sent" states that: 


Nurses responsible for obtaining a patient's signa- 
ture on a consent form have the additional responsi- 
bility to: 


1. assess and document the patient's understanding 
of the nature, purpose, inherent risks and alternatives 
of her/his treatment; 

2. inform the physician and/or the appropriate 
agency representative if there is reason to believe the 
patient has any misunderstanding regarding the na- 
ture, purpose, inherent risks, or alternatives of her/ 
his treatment: 

3. inform the physician and/or the appropriate 
agency representative if there is reason to believe the 
patient signed the consent while under age, or under 
sedation or other medication that might affect his/her 
mental ability and judgment.” 


In most hospitals, the patient is requested to 
sign, on admission, a standard form granting 
permission for treatment and operative proce- 
dures deemed necessary while he is under the 
care of the agency. In addition, a separate con- 
sent form is often used to obtain the patient's 
permission for specific aspects of care. If a spe- 
cial form is used prior to surgery, the signature 
should be obtained before the patient is sedated, 
since consent obtained while the patient is un- 
der sedation can be questioned. Consent must 
he voluntary and the individual giving it must 
be rational. In the case of mentally incompetent 
persons, it is necessary to obtain the consent of 
the patient's legal guardian. 

In the case of children, either parent may give 
permission for treatments and operative proce- 
dures. The age when individuals are no longer 
considered minors and can give their own con- 
sent to medical treatment varies in different 
jurisdictions, from 14 years of age (in the prov- 
ince of Quebec) to 21 years in some states and 
provinces. A teen-ager who no longer lives at 
home and is self-supporting is considered an 
“emancipated minor" and, as such, able to give 
consent for medical treatment. A “mature mi- 
nor" is one who has demonstrated that he has 
the intelligence, understanding, and independ- 
ence to make his own decisions in regard to the 
acceptance or rejection of medical treatment. In 
the case of treatment for venereal disease, the 
courts have usually upheld the principle of 
confidentiality between physician and client, 
ruling that the physician is not under obligation 
to obtain permission from parents to treat a teen- 
age patient. 

Many hospitals are in the process of revising 
both their procedures for obtaining consent from 
patients and the forms that are used. The nurse 
should familiarize herself with those that are 
being used in the agency in which she is having 
clinical experience (or will be working). Sample 
forms from one hospital, a general consent form 
and one used for specific operations or other 
special procedures, are shown on pages 104— 
105. 
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GENERAL CONSENT 
I hereby authorise any member of the medical or nursing staff of the Ottawa General Hospital to carry out medical examin- 


ations, tests and treatments on 
while a patient in the hospital. 


Date) se o Rel lion 


Witness: 


Signature: 


(Insert “myself or name of patient) 


(Relationship to patient) 


Note: If the patient is unable to sign by reason of mental or physical divability. this consent is to be signed by his spouse, parent or one of his next 


of kin. 


If thc patient is unmarried and under siatecn ycars of age, this consent is to be signed by his parent or guardian. 
AUTORISATION GENERALE 
Je soussigné(e) autorise, par la présente, les médecins autorisés et le personnel infirmier de l'Hópital Général d'Ottawa à 


effectuer les examens médicaux, analyses et traitements qu'ils jugeront nécessaires, sur 


durant mon séjour à l'hópital. 
Date: n D—— ——— ETT 


Témoin: EE 


(Inscrire “moi-méme” ou le nom du malade) 


Signature: 


(Lien de parenté) 


N.B.: Si le malade ne peut signer en raison d'une incapacité mentale ou physique, cette autorisation devra étre signée par son époux(se) ou un parent 


responsable. 


Si fe malade est célibataire ct n'a pas 86ize ans, cette autorisation doit étrc signée par son perc, sa mère ou son tuteur. 


REFUSAL OF TREATMENT 


I hereby agree to assume all responsibility for whatever might happen to 
who is leaving the Ottawa General Hospital against the advice of the attending Physicians or Surgeons. 


Date: 
Witness: _. 


Signed: SS 
Relation to patient: 


REFUS DE TRAITEMENT 


Je, soussigné reconnais avoir été averti des risques encourus par le départ de 


patient de l'Hópital Général d'Ottawa, quittant l'hôpital malgré l'avis des Médecins et dégage entièrement la responsabilité de 


l'hópital et des Médecigs pour ce qui peut en advenir. 
Date: 
Témoin: 


Signé: — — —. 
Parenté: 


A general consent form for medical examinations, tests, and treatments. Forms printed in all languages commonly 
used in an area allow the patient to exercise his right to give or withhold his informed consent to medical care. 


(Courtesy of the Ottawa General Hospital.) 


False Imprisonment 


An individual who is unjustifiably detained, 
or confined against his will and without a legal 
warrant for his detention, may bring a charge of 
false imprisonment against the individual or the 
agency that has detained him.? Most instances 
in which nurses have been involved in court 
proceedings on charges of false imprisonment 
have been in relation to mental patients. United 
States and Canadian law does provide for the 
detention without a warrant of a person who is 
mentally disturbed and who may hurt himself 
or others, or destroy property, and also for the 
confinement of persons with communicable dis- 
eases, which present a danger to society. How- 
ever, this covers only the length of time required 
to obtain legal authority for the person's re- 
straint.? 

A person cannot be prevented from leaving a 
health agency if he is of sound mind, even if it 


is advisable that he stay for additional care. If 
the patient insists on leaving, most agencies 
require that he sign a form stating that he will 
not hold the agency responsible for any harm 
resulting from his leaving. 

The use of force to hold someone against his 
will, or even the threat of forcible restraint made 
in order to detain a person, is considered assault 
and/or battery. The nurse must therefore exercise 
caution in the use of restraints, as we have noted 
above. 


Invasion of Privacy 


Under both American and Canadian law, 
every individual has the right to withhold both 
himself and his property from public scrutiny. 
The right does not hold, however, if tlie individ- 
ual has given consent for exposure; nor is there 
a tort when the person is a public figure or does 
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Consent to Operation 


or 


Special Procedure 


I hereby authorise Dr. ("the doctor") and such other 
medical practitioners and other assistants as he may select or approve to perform or 
assist in performing on at the Ottawa General 


(insert "myself" or name of patient) 


Hospital the following operation or special procedure: 


The doctor has given me an explanation of and I understand the nature of this 
operation or procedure, the risk involved and its probable effects. 

I authorise the doctor to take whatever measures he considers necessary or 
desirable in addition to or different from the operation or procedure initially contem- 
plated in the event that any condition is discovered in the course of the operation or 
procedure that was not previously apparent. 

I consent to the administration of anaesthesia and to the use of such 
anaesthetics as may be deemed advisable. 

I consent to the disposal by the Hospital authorities of any tissues or organs 


removed in the course of the operation or procedure. 


Date: 
(Witness) (Signature) 
(Relationship to patient) 
Note: If the patient is unable to sign by reason of mental or physical disability, 


this consent is to be signed by his spouse, parent or one of his next of kin. 


If the patient is unmarried and under SIXTEEN years of age, this consent is 
to be signed by his parent or guardian. 


44-03(10/80) cat:410670 


A consent form for operations or other special procedures. (Courtesy of the Ottawa General Hospital.) 
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acts of public interest. A common instance in 
which the nurse must guard against invasion of 
a person's right to privacy is in the taking and 
use of photographs of patients. Consent must be 
obtained if these are to be used in any way not 
connected with the patient's medical treatment. 
Care must be taken by nurses also to avoid the 
exposure of patients to roommates, visitors, or 
others during the process of nursing care or 
when the patient is being transported from one 
area to another in the health agency. 

The right to privacy extends also to informa- 
tion about the patient. The patient's record con- 
tains confidential information; it should not be 
left where it might be read by unauthorized 
persons. In using information from patients' rec- 
ords (or information she has obtained from the 
patient) for case studies or other types of class- 
room work, the student should be careful not to 
reveal the patient's identity; nor should infor- 
mation about a patient be discussed carelessly 
with people who are not entitled to that infor- 
mation. The nurse should always be discreet in 
giving out information about patients. People 
have become increasingly aware of their right to 
privacy as a result of national publicity about 
prominent cases of wiretapping and subsequent 
legislation to safeguard the individual's rights 
in this regard. The use of tape recorders and 
Dictaphones without the patient's knowledge 
and consent could undoubtedly be taken as an 
invasion of privacy and should be avoided by 
the nurse. 


Defamation of Character 


Another area of the law of which the nurse 
should be aware is that of suits arising from 
defamation of character. The term “defamation 
of character” means that a person’s reputation 
is damaged by written or spoken words that tend 
to lower his esteem in the eyes of other people. 
If written, as in a letter to a third party, or 
depicted in a cartoon that causes the person to 
be the subject of ridicule or contempt, the term 
“libel” is used to describe the action.? “Slander” 
is the term used for defamation of character 
through spoken words, as, for example, if one 
speaks badly of someone in conversation with 
another person. The nurse should always be 
careful not to discuss patients except with others 
who are concerned with their care. Not every 
mention of a patient is slander or libel, of course; 
these terms are used only when there is a threat 
to the individual’s reputation. For example, 
most courts consider it defamatory to let other 
people know that an unmarried woman is preg- 


nant, or that a patient has venereal disease. To 
state that a patient had a broken leg would not 
ordinarily be considered defamatory. If, how- 
ever, one added that the broken leg resulted 
because the patient was intoxicated and fell 
down the stairs, this might be considered to be 
defamation of character. 


The Nurse and Confidential Information 


The International Code of Nursing Ethics and 
the Code of Ethics of the American Nurses’ 
Association both specifically state that the nurse 
has a responsibility to hold in confidence all 
matters of a personal nature entrusted to her. 
Legally, the betrayal of a patient’s confidence is 
covered under the area of professional miscon- 
duct, and a nurse found guilty of such action 
may be disciplined by her professional organi- 
zation.? 

Whether confidential information entrusted to 
the nurse by the patient is considered to be a 
privileged communication and therefore inad- 
missible as evidence in court proceedings has 
not been definitely settled. A few states have 
enacted statutes that specifically state that the 
nurse-patient relationship is a privileged one, 
and therefore confidential information given to 
the nurse cannot be used in proceedings. In 
instances in which the doctor-patient commu- 
nication is considered privileged, the ruling has 
been held to extend to nurses when they are 
acting as agents of the physician. In Canada, the 
rule of privilege for confidential information is 
not absolute. Although the nurse and the phy- 
sician should not disclose confidential infor- 
mation entrusted to them, they may be directed 
to do so if this is justified by public policy or if 
the law requires reporting of the matter.? In the 
United States, a witness cannot be required to 
give evidence that would tend to incriminate 
him, whereas in Canada the law requires that a 
witness answer all questions that are relevant 
whether or not the answer tends to incriminate 
him. He can, however, invoke the protection of 
the Canada Evidence Act in certain cases. 

Some guidelines suggested by Creighton in 
regard to the maintenance of confidentiality by 
nurses are helpful to keep in mind, from both 
an ethical and a legal point of view: 


1. Think before you speak. 

2. Close doors when giving reports. 

3. Refrain from shop talk in public places. 

4. Avoid repeating what you hear about patients 
from other staff members. 

5. Keep confidential any information noted in the 
patient's chart. 
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6. Do not repeat a patient's diagnosis to others. 
7. Do not discuss patients with other patients.* 


Abortions 


An abortion is the premature termination of a 
pregnancy. It may occur spontaneously, in 
which. case it is usually called a miscarriage, or 
it may be induced by medical or surgical means. 
Until fairly recently, in both the United States 
and Canada, the intentional termination of a 
pregnancy for reasons other than preserving the 
life of the mother was considered a criminal 
offense. In 1973, however, a new abortion ruling 
was established when the U.S. Supreme Court 
found that a Texas state law banning all abor- 
tions except those to save the mother's life was 
in violation of a woman's right to privacy in 
making an abortion decision. This ruling paved 
the way for the legalization of abortions. Guide- 
lines issued by the Court made the procedure a 
matter between a woman and her physician 
during the first trimester, with the protection 
and preservation of the mother's health the pri- 
mary consideration during the second trimester, 
and protection of the unborn infant's life—but 
not at the expense of the mother's life and 
health—of prime importance during the third 
trimester. Although the ruling is federal in 
scope, individual states have the power to reg- 
ulate such matters as by whom abortions shall 
be performed and where they may be done. 

In Canada, although abortion has not yet been 
removed from the Criminal Code, therapeutic 
abortions, for the protection and preservation of 
the mother's health, are permitted. These may 
be carried out only in accredited or approved 
hospitals and only by physicians licensed in the 
province in which the abortion is performed. 
The procedure must be approved by an abortion 
committee of the hospital. Neither hospitals nor 
individual physicians are forced to perform 
abortions if they do not wish to do so. 

Abortion is an issue about which people often 
have verv strong feelings. Public opinion, as 
reflected in the law, is much more liberal about 
abortion than it was previously. Still, a great 
manv people oppose abortion because of moral, 
ethical, or religious beliefs against taking the life 
of an unborn child. The Roman Catholic Church, 
for example, stands firmly against abortion, as 
do the Greek Orthodox Church and the Church 
of Jehovah's Witnesses. Some Mennonite sects 
also oppose abortion. Other people object on 
ethical or moral grounds because of their own 
convictions. 

The professional nursing associations have 


been concerned about the need for nurses to 
participate in abortions or sterilizations when 
they hold strong moral, ethical, or religious 
beliefs against these procedures. The Nurses' 
Association of the American College of Obstetri- 
cians and Gynecologists has issued a statement 
specifying that nurses have the right to refuse to 
assist in such procedures. As noted earlier in 
this chapter, this was a major point in the 
Michigan State Nurses' Association Resolution 
on nurses' rights. 


Wills 


Nurses are often asked to witness a will for a 
patient. A will is a declaration of an individual's 
wishes regarding what is to be done with his 
property after his death. The individual making 
the will is called the testator. A will must 
ordinarily be in writing and must be signed by 
the testator. The law usually requires the signa- 
ture of two or three competent witnesses in 
addition. An individual who may expect to 
benefit from a will should not act as a witness 
to the signing of that will. The family and close 
friends of a patient are naturally reluctant, then, 
to be witnesses, and the nurse is frequently 
called upon to act in this capacity since she is 
a disinterested party. The nurse should not agree 
to act as a witness, however, if she is a minor. 
Minors, that is, persons under the legal age as 
defined by the law of the particular state or 
province, are not usually acceptable as wit- 
nesses. 

In most jurisdictions, all witnesses are re- 
quired to be present at the same time and to sign 
the will in the presence of the person making it. 
The witness should see the testator sign the will 
before signing it himself. If, however, the will 
has already been signed, the witness should 
either ask the testator to sign again or to declare 
that this is his will and he has signed it. In 
affixing his signature to a will, the witness in- 
dicates either that he has seen the person sign 
the document or that the testator has declared 
to him that he has signed it, and that the testator 
was competent to sign.” It is not necessary for 
the witness to know the contents of the will, nor 
in most jurisdictions is it necessary for the 
witness to be told that the document is a will. 

For a will to be valid, the person making it 
must be capable of understanding what he is 
doing. If the patient dies and the validity of the 
will is questioned, a nurse may be called upon 
to testify in court concerning the mental capacity 
of the individual at the time the will was made. 
whether or not she acted as a witness to the 
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will. If the nurse is aware that a patient has 
made a will while in the hospital, it is a good 
practice for her to note on the patient's record 
the fact that a will was made, the date and time 
that it was signed, and the nurse's observations 
regarding the mental state of the patient at the 
time the will was made. 


Controlled Substances Legislation 


Another area of the law in which the nurse is 
involved is the control and administration of 
narcotics and other potentially harmful drugs. 
In the United States, there are both federal and 
state laws controlling narcotics and certain other 
drugs. The principal federal law is the Compre- 
hensive Drug Abuse Prevention and Control Act, 
commonly known as the Controlled Substances 
Act. This Act was passed in 1970 and replaced 
virtually all pre-existing federal laws dealing 
with narcotics, stimulants, depressants, and hal- 
lucinogens (drugs that alter perception, such as 
LSD and hashish). The Federal Food, Drug, and 
Cosmetic Act is concerned with the control of 
non-narcotic drugs, such as the barbiturates and 
hypnotic drugs. In addition to the federal laws, 
almost all the states have their own laws further 
regulating harmful drugs.? 

In Canada the control of narcotic drugs is 
under federal jurisdiction, the pertinent legisla- 
tion being the Narcotic Control Act and the 
Narcotic Control Regulations. This legislation, 
which was enacted in 1961, controls the use of 
opium, coca leaves (and their salts and deriva- 
tives), and a number of other drugs classified as 
narcotics, including cannabis. Certain other 
drugs, for. example the barbiturates, have been 
designated as "controlled drugs." Regulations 
regarding these drugs are included in the Food 
and Drugs Act and Regulations of Canada (1961). 


STUDY SITUATION 


A list of the "controlled drugs" appears in 
Schedule G of the Food and Drugs Act.? 

Under both American and Canadian law, only 
certain persons are authorized to prescribe and 
dispense narcotics and other controlled drugs. 
These persons include physicians, dentists, and 
veterinarians, but not nurses. The nurse is con- 
sidered to be acting as an agent of the physician 
when she administers controlled drugs. Nurses 
functioning as nurse practitioners in areas with 
few doctors usually prescribe and dispense med- 
ications (including controlled drugs) under 
"standing orders" from the physician, who is 
providing medical supervision, albeit on a re- 
mote basis. It is unlawful for the nurse to have 
narcotic drugs in her possession. The attempt to 
obtain narcotic drugs by fraud or deceit is a 
violation of the law. Penalties for violation in- 
clude fine or imprisonment or both. The nurse 
must be careful when handling narcotics to see 
that they have been ordered in writing by a duly 
licensed physician and that careful records are 
kept of their use. 


Malpractice Insurance 


Because of.the increase in the number of 
malpractice suits in general, and against nurses 
in particular, many authorities now recommend 
that each nurse carry her own malpractice in- 
surance to cover the cost of lawyers' fees and 
possible damages. The American Nurses' Asso- 
ciation and several of the provincial nursing 
associations in Canada have made malpractice 
insurance available to their members at a rea- 
sonable cost. i 

Many nurses have the mistaken belief that, 
because they are employees, their employer will 
carry the burden of responsibility for their neg- 
ligent actions. This is not so; the nurse can be 
sued as an individual. 


As you are driving along a lonely country highway late one evening on your way 
home from a party, you and your escort notice skid marks on the pavement and a car 
overturned in the ditch at the side of the road. A young man, his clothes muddy and 
torn, waves his arms frantically to get you to stop. You think you hear a woman's 


voice moaning somewhere. 
1. What would you do? 


2. What are your legal responsibilities if you stop and find that the woman is badly 
injured? Your ethical and moral responsibilities? 


3. Is there a Good Samaritan law in your state/province? 


4. What protection do you have against possible charges of negligence or malpractice 
if you render first aid in this situation? 
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The nurse Should Be Able to: 


Define the term nursing process 

Explain the circular nature of the four basic steps in the process 

Lists types of information needed to plan nursing care 

Identify sources of information available to the nurse 

Describe content usually included in a nursing history 

Explain the functional abilities approach in the nurse's clinical 
appraisal of a patient 

Demonstrate beginning skill in: 
— collecting baseline data about a patient 
— analyzing data 
— synthesizing information from all sources 
— identifying and stating nursing problems 
— arranging a problem list in order of priorities 
— identifying relevant principles to assist in planning care 
— developing goals in terms of expected patient outcomes 
— developing a nursing care plan for one patient 

Discuss the use of flowsheets and other forms as aids in planning 
and implementing nursing care 

Discuss methods of evaluating the effectiveness of nursing inter- 
vention 


THE NURSING PROCESS 


CHAPTER 


INTRODUCTION 


Nursing care may range from the simple act 
of cleansing and putting a bandage on the child's 
cut finger to the highly complex measures in- 
volved in caring for a patient in the intensive 
care unit of a hospital, or in helping a family 
with multiple problems to meet their health 
needs in a community setting. The process of 
nursing is the same, however, whether the nurs- 
ing care given is a basic first aid measure or a 
sequence of complicated nursing activities. 

The term "nursing process” designates the 
series of steps the nurse takes in planning and 
giving nursing care. Described by a number of 
authors as application of the problem-solving, 
or scientific, approach to nursing practice, the 
process provides a logical framework on which 
to base nursing care. Moreover, a terminology is 
evolving that can be readily understood by all 
nursing personnel as well as by other members 
of the health team. 

The essential elements of the process are that 
it is planned, it is patient-centered, it is problem- 
oriented. and it is goal-directed. The term “pa- 
tient" is used here to denote the recipient of 
care and can mean an individual, a family, or a 
comrmunitv. Four basic steps are involved in the 
process: 


1. Assessment 

2. Planning 

3. Implementation 
4. Evaluation 


The focus of this text is on the care of the 
individual, since the fundamental basis of nurs- 
ing practice is the one-to-one relationship of the 
nurse and the patient. In this chapter, then, we 
will discuss the nursing process in relation to 
tne individual patient. It should be noted, how- 
ever. that the nursing process applie vhether 
the patient is an individual, a family, a com- 
munity. 

The steps in the process follow logically one 
after the other. As a basis for making decisions 


about actions that she will take, the nurse must 
first assess the need for action. This assessment 
involves the gathering of all pertinent informa- 
tion, the analysis of the information, the synthe- 
sis of information from all sources, and the 
identification of problems that the nurse, by her 
actions, can help to resolve. Once problems are 
identified, expected outcomes are established 
and a plan of action developed to help the 
patient to attain these objectives. The next step 
is to implement the plan of action—that is, to 
carry out the specified measures (nursing inter- 
ventions) outlined in the plan. The final step is 
to evaluate the results of the action taken, or, in 
other words, to determine if the expected out- 
comes have been attained. The last step mav 
result in new information that leads to modifi- 
cation in the problem list, changes in the plan 
of action, or a restatement of expected outcomes. 
Thus, the process becomes a circular one that 
involves a continuing dynamic set of activities 
on the nurse's part. 


ASSESSMENT 


Z N 
EVALUATION PLANNING 


IMPLEMENTATION 


Diagram of the nursing process 


ASSESSMENT 


In the past, much of nursing care was based 
on the nurse’s intuitive assessment, which was 
often the result of her previous experience in 
similar situations. An experienced nurse 
could—and still can, for that matter—walk into 
a home to visit a new mother and baby and. 
within a few minutes, assess the situation anc 
identify several problems. Although the baby 
seems to be thriving well, 2-year-old Mark > 
a cold that has persisted too long, and the mo 
is in dire need of rest and is anxious and wore 


113 


= 


114 THE NURSING PROCESS 


about how she is handling the baby. An experi- 
enced nurse in a hospital setting can enter the 
patient's room and immediately sense that he is 
uncomfortable, that his position needs changing, 
that he is having difficulty in breathing, and that 
he is worried and apprehensive. But nurses, 
even experienced nurses, have often found it 
difficult to explain how they arrived at their 
assessments.' 

The development of a systematic method of 
nursing assessment and identification of the nec- 
essary tools to undertake it have only recently 
evolved. Today many health agencies use forms 
that they have developed to assist the nurse in 
her assessment and to provide a written record 
of the information she obtains. Although the 
format used and the specific items recorded vary 
in different agencies, they have a common pur- 
pose in that they help to guide the nurse in 
making a systematic appraisal of all relevant 
factors. The assessment is undertaken in an 
orderly manner; the nurse knows what to look 
for and there is less danger that important factors 
will be overlooked. 

Systematic nursing assessment involves four 
sets of activities on the nurse's part: the collec- 
tion of information, the analysis of that infor- 
mation, the synthesis of information from all 
sources, and the identification of problems. 


The Collection of Information 


The systematic collection of information for a 
specific purpose is called “data gathering," and 
one uses the information collected to develop a 
“data base," which can be analyzed in a number 
of different ways, depending on the purpose for 
which the information was collected in the first 
place. In order to develop a solid data base for 
the planning and implementation of nursing 
care, the nurse needs to know (1) the purpose 
for which she is collecting information, (2) what 
information is needed, (3) what sources can be 
used to obtain data, (4) how these sources can 
be tapped, and (5) how to organize and utilize 
the information collected. 


Purpose. The objective of the nurse in collect- 
ing information about a patient is to identify 
areas in which nursing intervention is required. 
The information gathered in the initial assess- 
ment enables the nurse to make a beginning plan 
of care for the patient. Information gathered by 
the nurse, however, may identify problems that 
require the intervention of other members of the 
health team, such as the physician, the social 
worker, or the physical therapist. The initial 
data collected by all members of the team pro- 


vide a baseline for assessing an individual's 
health status, for identifying existing and poten- 
tial health problems, and for developing a com- 
bined plan of action to assist the patient. 


Information Needed by the Nurse. Virginia 
Henderson, in her well-known and often-quoted 
definition of nursing, has stated, "The unique 
function of the nurse is to assist the individual, 
sick or well, in the performance of those activi- 
ties contributing to health or its recovery (or to 
peaceful death) that he would perform unaided 
if he had the necessary strength, will, or knowl- 
edge. . f 

We might rephrase this to say that the nursing 
care of an individual is primarily concerned 
with assisting him to cope with the activities of 
living in such a way as to promote his optimal 
level of functioning or, in the case of incurable 
disease, to cope with terminal illness. 

In order to identify areas in which the indi- 
vidual requires nursing assistance to be able to 
cope with either of the above, the nurse needs 
to have information that will tell her: 


P 


1. Something about the individual as a person 

2. His usual abilities (or lack of abilities) in 
coping with the activities of living 

3. The nature of any health problems that are 
interfering with his abilities to cope 

4. His current status in regard to these abili- 
ties 

5. The physician's plan of care for the indi- 
vidual 


Some of this information the nurse collects 
herself; some she gathers from other sources. 


Sources. The first, or “primary,” source of in- 
formation is always the patient. Other sources, 
termed “secondary sources," include other peo- 
ple, such as family members or “significant 
others" with whom the individual has a close 
relationship. In the case of a child or an uncon- 
scious or irrational patient, much of the infor- 
mation the nurse needs to know must be ob- 
tained from someone other than the patient. 
The patient's health record is also a valuable 
source of data for the nurse, and today an in- 
creasing number of health team members con- 
tribute to it. If a record has already been stated, 
or if old records are on file, the nurse should 
review these, if possible, prior to setting out to 
gather information herself. This review helps to 
avoid duplication in gathering information and 
also gives the nurse the benefit of data gathered 
by others. The physician, for example, is usually 
responsible for taking the patient's medical his- 
tory, for identifying medical problems the pa- 
tient has, and for developing diagnostic and 


therapeutic plans for the individual, if such are 
warranted. The results of the physician's find- 
ings and the medical plan of care are incorpo- 
rated into the patient's record. In order to de- 
velop her plan of care for the patient, the nurse 
must be aware of the nature of the patient's 
medical problems and of the physician's plan of 
care. 

Other members of the health team also con- 
tribute to the nurse's understanding of the pa- 
tient and his health status. Observations and 
interpretations may be communicated by the 
social worker, the nutritionist (dietitian), the 
phvsical therapist, or the occupational therapist, 
to name only a few, through written notes on a 
patient's record, in consultations with the nurse, 
or in conferences and other meetings of various 
members of the health team. Nor should the 
nurse overlook the importance, as sources of 
information, of the reports on x-ray findings and 
the results of laboratory tests performed on the 
patient. These reports are usually attached to 
the patient's record. 

If the individual has a known medical prob- 
lem, the nurse will probably want to increase 
her knowledge about it by reading available 
literature on the subject in the library and by 
reviewing notes she may have from classes that 
will contribute to her understanding of this 
particular patient's problem. 


Methods. The basic methods used by nurses to 
gather information about an individual patient 
are the interview (talking with the patient), ob- 
servation and examination, consultation (with 
other members of the -` *h team), and review 
of records and other written material. 


Essentially there are two types of information: 


that the nurse gathers through interviewing the 
patient and through her observations and ex- 
amination. One is information of a relatively 
“constant” nature that is not expected to change 
during the period of care. For example, tl > fact 
that an individual wears dentures or that he is 
right-handed would be considered data of a 
constant nature. This type of information is 
usually collected by talking with the individual, 
that is, through an interview. The second type 
of information the nurse collects is concerned 
with the current status of the patient; this may 
be expected to change and such facts are there- 
fore called “variable” data. A person's temper- 
ature, for example, may change from day to day 
and even during the course of one day. Temper- 
ature recordings from individual patients, then, 
would be considered variable data. Variable data 
are obtained through the nurse's observations 
and/or examination of the patient. 

Specific tools have been developed to assist 
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the nurse in gathering the information she needs 
to collect in interviewing and in observing the 
patient. Most health agencies now use a "'nurs- 
ing history” form to provide a written record of 
the information about a patient that the nurse 
gathers by interview. A number of agencies now 
use in addition a “clinical appraisal guide" (or 
an initial patient progress record) to record base- 
line information the nurse has gathered in her 
observations/examination of the patient's cur- 
rent functioning abilities. 

The forms shown on pages 117 to 119 were 
developed during a project on nursing informa- 
tion systems sponsored by the Division of Nurs- 
ing, U.S. Department of Health, Education, and 
Welfare. The first form (p. 117), used in con- 
nection with the nursing history, is intended for 
gathering basic patient data of a constant nature, 
which can be obtained by interviewing the pa- 
tient. The second form (p. 156), used in discuss- 
ing the nurse's clinical appraisal of a patient, is 
for collecting baseline and reassessment data on 
factors that may vary in the patient's health/ 
illness status. This particular form was devel- 
oped for use with hospitalized patients. It is 
intended that these and other forms developed 
during the project be used with a manual of 
instructions that provides the nurse with guide- 
lines for completing them. 


The Nursing History. The nursing history pro- 
vides a guide for systematically obtaining infor- 
mation which can help the nurse to (1) plan and 
modify her care to suit the individual patient's 
preferences and usual living patterns, and (2) 
establish a baseline from which to evaluate the 
results of nursing action. 

The history is taken as soon after the patient's 
admission to the agency as is feasible, preferably 
by the nurse who has primary responsibility for 
planning the patient's care. The technique for 
obtaining the history is a structured interview— 
that is, the nurse controls and directs the inter- 
view for the purpose of gathering specific infor- 
ration. i 

The information gathered includes items that 
nurses in a particular agency have found helpful 
in assessing patients’ needs and in planning care 
for the majority of patients.‘ Among the items 
frequently included are: events leading up to 
the patient's admission to the health agency. 
basic social data about the patient, basic phys- 
iological data (verbal information that can be 
obtained by interview), the person's usual pat- 
terns of daily living, environmental factors that 
may affect his health, the individual's under- 
standing of his health and illness status, and the 
patient's concerns and his expectations of the 
care he will receive in the agency.‘ Not all 
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nursing histories include all of these items. 
Some of the data (all of which is helpful to the 
nurse) may be obtained from other sources, as 
for example, the basic physiological data may 
be gathered by a physician during initial exam- 
ination of the patient. 


Events Leading Up to the Patient's Admis- 
sion. In order to know how she can help the 
individual, the nurse needs to be aware of the 
reasons for his admission to the health agency. 
In an ambulatory care setting, the individual 
may have come for any one of a number of 
reasons. He may want assistance in promoting 
his physical fitness or in protecting himself from 
illness, or he may be worried and anxious about 
his health. He may or may not have a health 
problem. The person who has been admitted to 
the hospital has a recognized problem and has 
come for diagnosis or treatment or both. The 
patient used here to illustrate the nursing proc- 
ess was admitted to a large city hospital follow- 
ing transfer from another agency. He had been 
injured in a car accident and suffered compres- 
sion fractures of three vertebrae. Details of 
events leading to his admission are recorded on 
page 117. 


Basic Social Data. The basic social data gath- 


ered about an individual usually includes bio- 
graphical information (or vital statistics), and 


information about the person's educational level 
and his employment status. Often included are 
items about his interests, hobbies, and commu- 
nity affiliations. 

Vital statistics about an individual help to 
give the nurse some idea of what this patient is 
like. The name sometimes helps to identify eth- 
nic origin, as does information about birthplace 
and citizenship. The person's address can give 
some indication of the type of neighborhood in 
which he lives. Information can be elicited about 
whether there are relatives who might be help- 
ful, and whether they live nearby or far away. 
Knowledge of the language a person speaks is 
essential for communicating with him. Age, sex, 
and employment status are important in under- 
standing a person's perceptions of his health 
and illness status. For example, a woman of 40 
who is admitted to the hospital for termination 
of her first pregnancy may be expected to react 
quite differently from the 30-year-old woman 
who is in the hospital for a therapeutic abortion 
and already has four children. A singer who is 
to have even a minor operation on his throat 
may be extremely anxious about the results of 
the surgery and its effects on his career. Knowing 
the individual's marital status and next of kin 
assists in the identification of significant family 
members and helps the nurse to assess the po- 
tential support of family and friends. 

Knowledge of the individual's educational 


Paul Jordan arriving at the emer- 
gency ward by ambulance. 
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Sept. /6, 92 


i ORDAN Faul 
uoserraL Moat West GewveRAl ates Mas HiveTow Ave. SHIRE, £y 


NURSING ASSESSMENT: BASIC PATIENT INFORMATION dAm es, 


vac. RE. 
aomission time _/ 6 00 HA S. oare: Jé $2 p» PATIENT'S A EO renTo : 
1. GENERAL ADMISSION INFORMATION 


MODE: ACCOMPANIED BY: SOURCE OF DATA: 


walking family patient 
wheelchair friend family 
stretcher no one 


other 


PRIMARY LANGUAGE: (If not English) 
DIFFICULTY WITH ENGLISH IN RELATION TO: 


speaking 
understanding 
2. PRESENT ILLNESS 
Instructions: Check first box fog single term or first double term, check second box for second term - 
Reason for present somsson CAR ACL IDEwT = COMPRESSION PRA ToR E .3 VER TE BRA E 


Primary signs/symptoms: 
blurring/double vision fatique/weakness pain 


comments: 


chills/fever heart burn/indigestion pruritis 
cough incontinence voiding difficulty 
weight loss/gain 
ano inyury/trauma 
elites ! LMP. 
diarrhea/constipation insomnia Date 
Site of 


Nd 


dysphasia jaundice 
bleeding 


S.O.B./dyspnea loss of appetite 
edema/swelling nausea/emesrs 


DURATION: IN CE hrs$.; LL 


LOCATION: 
SEVERITY: 
comments: 


FEELINGS ABOUT NURSING CARE strongly positive [ 7] neutral 


negative Lj strongly negative] Why liked/disliked? 6 oo 


Comments: 


4. ALLERGIES 


NONE KNOWN Id 


5. MEDICATION(S) HISTORY 


MEDICATION(S) TAKEN ROUTINELY: None [A7 DAUG(S) WITH PATIENT? No P 


name or reason freq. last dose 
sent home: 


given to staff: 


3 
3 
with patient: 3 
3 


other (circle) 


FORM 0001 1013 
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HOSPITAL 
NURSING ASSESSMENT: BASIC PATIENT INFORMATION 


PATIENT'S IDENTIFICATION 
6. CHRONIC HEALTH PROBLEMS 


None known (uU 


la) Diabetes (d) Hypertension (g) Epilepsy 
(b) Heart Disease le) Arthritis (h) Amputation 


ic) Emphysema (f) Ulcer 
other 
RESTRICTED ACTIVITIES (specify) 


Comments: 


7. RESPONSE TO ILLNESS(ES) 


to indicate which disease(s) the information pertains (Sect.6), place the letter(s) of disease(s) 
in the box(es) following statement(s). Place a check mark to indicate which information 
pertains to present illness. 


PERCEPTIONS OF SIGNS/SYMPTOMS: PERCEPTIONS OF PROGNOSIS: 
denies presence of complete recover y 


preoccupied with partial recovery 


has misconceptions to die 
inadequate information doesn't know 


no change 
other 


Unable to evaluate comments: 
8. SUPPORTIVE AIDS 


PROSTHESES: DOMINANT HAND: AIDS TO MOBILITY: 
DENTURES 


upper Right crutches 
lower Left 
partial ] 

—— ——— wheelchair 


other 


comments: 


9. ELIMINATION 


USUAL DEFECATION FREQUENCY AIDS USED AT HOME (name & frequency) 
OD: Eom QOD: am/pm dietary n. 
(circle) laxative 


impacted ð suppository 
other enema 


date ot stam SEPT. /6, 178A 


URINATION: INCONTINENCE: 


Colostomy tesasney iu 
i Comments: LLL 
ileostomy urgency Tuis - 

duration nocturia 


no. of times 
No self care 


FORM 0001 20f 3 
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uoserraL LVORTH WEST GENEGAL 


NURSING ASSESSMENT: BASIC PATIENT INFORMATION PATIENT'S IDENTIFICATION 


10. SENSORY STATUS 


VISION: HEARING: 
uncorrected severe loss loss of taste loss of smell 


severely impaired deaf distorted distorted 


blind wears Aid circte: dec /inc. dec./inc. 


Uses Aidis) nmam Recte EN RC comments: — 
itype) (type) 


Does not have glasses we Does not have hearing aid "P 


COMMUNICATION: SENSE OF FEELING: 


Slurrin Unable to speak ý 
3 n circle: dec finc) sensitivity to: 


Stuttering Unable to write 


Dysphasia Sign language Pressure[ 7 
Reads hps 


11. NUTRITION 
SPECIAL DIET AT HOME: RESPONSE TO DIET: 
"AD 
HEIGHT 117.8 em. (5 10) diabetic Lack of understanding O 
WEIGHT 357 /b.) low salt 


USUAL APPETITE: bland Strong aistike[ ] 


e M. 
voracious other 


comments: 


12 USUAL REST AND SLEEP PATTERNS 


SLEEPING PATTERNS: AIDS USED TO SLEEP (namie & frequency): 


usual hours of sleep: (circle) positon in bed 
extra pesttows 


tom Lf Hen to A. Am: medication 


tood 


insomnia [J Daily naps A1 other 


comments: 


13. SOCIAL HISTORY ` 


WORK E ; HOUSING 
occupation L/S H ER MA finrenEsTSIHOBBY 
patient Ives with 


SHIFT evening night Lj] radio nursing home 
Head o! Household T.V. no one institution 
fami! 
ond M single dwelling | d 


needlework friend multiple dwelling | pA 
Retired cra!ts walk-up 


Dependent G R Q VD 
puzzles Floor 
Bed & Bath on separate floor 
Bath shared with other tenants 


other 


Homemaker 


14. VISITORS 
NO VISITORS ANTICIPATED g 


RESTRICTIONS DESIRED 


family oniy 
no visitors 


ZDAM 0001 3of 3 
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level is helpful both in adjusting the nurse's use 
of language for communicating with him and in 
assessing his ability to comprehend information 
about his health/illness status. Knowledge of his 
interests, hobbies, and community affiliations 
also helps to give the nurse insight into the 
person as an individual and some understanding 
of his inner resources. 

An example of the basic social data is given 
below. 


NAME: Paul Jordan 

SEX: Male : 

MARITAL STATUS: Single 

BIRTHDATE: October 2, 1951 

RELIGION: Roman Catholic 

BIRTHPLACE: Philadelphia, Pennsylvania 

CITIZENSHIP: U.S. 

ADDRESS: 2465 Washington Avenue, Shore City 

LANGUAGE: English 

EDUCATION: 2 years university 

EMPLOYMENT STATUS: Self-employed commercial 
fisherman. Works April-October, 7 days/week. 
Fishing trips average 8—10 days out; 1-3 days 
ashore. Hours: 0400-2300 during season. 

INTERESTS: Plays guitar; skiing, hiking, camping 

COMMUNITY AFFILIATIONS: None 


Basic Physiological Data. The amount of basic 
physiological data included in the nursing his- 
tory depends on the policy of the health agency. 
-. In some agencies much of this type of data may 


be obtained during the initial physical exami- 
nation of the patient. If this is the case, the 
information would not be duplicated in the 
nursing history. In many agencies, however, the 
nurse gathers basic physiological data about the 
individual in the course of taking the nursing 
history. 

The type of information that is helpful for the 
nurse to have about the patient's physiological 
status includes a general body description, 
which takes into account such constant factors 
as: height and weight (often both the "usual" 
weight and the present weight are noted), the 
individual's dominant hand, prostheses (artifi- 
cial parts such as a limb, dentures, and the like), 
amputations the individual may have had, vis- 
ual or auditory impairments of long standing, 
the person's ability to communicate, and his 
mobility status. Observations about the individ- 
ual's current status in regard to these items are 
often noted as well as past history. In addition, 
chronic health problems the individual may 
have, as well as known allergies, are often noted. 
Many nursing histories also include information 
about medications the person is currently taking, 
and some include the person's immunization 
record. 

This type of information helps to provide 
baseline data on which to assess the individual's 
current health status. It is also useful in the 
identification of nursing problems and in the 
establishment of realistic goals for nursing care. 


Nurse taking Paul Jordan's his- 
tory on arrival in the emer- 


gency ward. 


Let us add the basic physiological data to our 
information about Mr. Jordan. 


HEIGHT: 177.8 cm. (5 ft. 10 in.) 
WEIGHT: 61.4 kg. (135 lb.) 
DOMINANT HAND: Right 
COMMUNICATION: No problem 
HEALTH HISTORY: No known allergies 
Possibly had tuberculosis when approximately 12 
years 
No prostheses 
No medications 
Immunization: Had all recommended childhood 
ones 
Other: Has chest x-rays once/year 
MOBILITY STATUS: Normally no problem 
Present mobility limited by injury 
Confined to bed rest 
Cannot lift arms above head because of pain 


Usual Patterns of Daily Living. Most nurses 
have found it helpful in planning care for an 
individual to have information about his usual 
habits of daily living. Information generally col- 
lected includes habits in regard to rest and sleep, 
eating, elimination, and hygiene practices. Hab- 
its relating to smoking and alcohol consumption 
are increasingly being included as a part of 
nursing history. 

The person's usual time for going to li 
number of hours he sleeps, and the aid 
use to get to sleep are particularly helpi 
person is ill and needs to be cared 
inpatient facility. The individual’ 
tite and normal diet are importan 
nutritional status, in identifying 
regard to nutrition, and in plar 
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Does he understand this diet? Is 
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-z maintaining regularity. Í 
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The type of information gathered about usual 
habits of daily living is useful not only in plan- 
ning care, but also in detecting existing and 
potential problems. It also provides a base for 
assessing the individual's present functional 
abilities. 

Let us add the information about Mr. Jordan's 
usual patterns of daily living to the data we 
already have. 


USUAL REST AND SLEEP PATTERNS: During fish- 
ing season, 5 to 6 hours a night and approximately 
1 to 2 hours during day. 
No aids, no medications. Sleeps soundly. 
NUTRITION: Three meals/day plus snacks when 
available. Healthy appetite. Well balanced meals: 
meat, potatoes, vegetables, fruits, and milk. 
ELIMINATION: Daily bowel movement after break- 
fast. No problems, no laxatives. 
No problems with urinary elimination. 
Never has to get up at night. 
HYGIENE: On shore— daily shower and 
On boat—daily wash and wash 
after cleaning fish (hanes 
SMOKING: One tu 
ALCOHOL: Soci 


washes hair. 
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Planning is a continuous process. The pa- 
tient's problems change. Some are quickly re- 
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denly become acute; new ones arise. Sometimes 
a nursing intervention does not succeed in ac- 
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Let us suppose that the community health 
nurse has made a visit to Mr. Jordan's home and 
work environment and has gathered the follow- 
ing information: 


RESIDENCE: 2465 Washington Avenue, Shore City 

NEIGHBORHOOD DESCRIPTION: Urban residential. 
Mainly apartments and multi-family dwellings 

PROBLEMS: Noisy—on a main thoroughfare. Near 
beach. Good parks nearby. 

LIVING ACCOMMODATIONS: Ground floor apart- 
ment (one bedroom) ‘ 
Safety hazards: Old building—fire potential 

FAMILY MEMBERS: Family in Philadelphia (parents, 
2 sisters, 5 brothers) 

SIGNIFICANT OTHERS: Lives with fishing partner, 
Joe Smith aged 21 years. Girl friend in city. 

WORK ENVIRONMENT: Fishing boat cabin clean but 
difficult to maintain; area where fish are cleaned is 
rinsed constantly by seawater during cleaning proc- 
ess and thoroughly scrubbed after each catch has 
been cleaned 


erman. 
shing trip: 
Ashore. Hours: 0400-2300 (usa 
INTERESTS: Plays guitar; skiing, hik 
COMMUNITY AFFILIATIONS: None 


eptions of His Health and 
e for an individ- 
In be aware of 


Basic Physiological Data. The amount of basic 
physiological data included in the nursing his- 
tory depends on the policy of the health agency. 
|, In some agencies much of this type of data may 
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lem, if he has one, and its implications. For 
example, the person who has a stomach: ulcer 
may need help in accepting the limitations im- 
posed on his diet, particularly if he has had only 
a mild attack and is not convinced that there is 
anything seriously wrong with him. 

Let us see how Mr. Jordan views his current 
health problem and what his anxieties are. Fol- 
lowing are the nurse's notes in this regard: 


Mr. Jordan is in great pain. He knows that he has 
broken his back. He does not khow how bad it is and 
is worried and anxious about whether he will have 
to have surgery. He guesses he's "going to be laid up 
for a long time." He is also anxious about his clothes 
and money, which have been lost during the transfer 
from North Coast Hospital. 


Expectations of Care. An indication of the 
patient's expectations regarding his care, i.e., 
what he expects to happen to him and the care 
he anticipates from nursing personnel, helps the 
nurse to understand how much explanation the 
patient will require and may help to clarify some 


of his reactions to the care he receives. Asking" 


the patients abóut these matters in itself indi- 
cates interest and helps to establish a trusting 


relationship between nurse and patient. 


People usually have preconceived ideas of 
they may expect from a health agency. 
ixpectations are conditioned by their own 
experiences with the agency, if they 
d the accounts of care received by 
ind friends, as well as by information 
icked up from other sources, such as 
90ks, and magazines, or radio and 
S. 

ons may or may not be realistic. 
helpful for the nurse to know 


are. 
àt Mr. Jordan expects of his care 


he will be happy if they can just 
and fix his back. He was in ‘the 
in following a motorcycle accident 


ise there was no apparent frac- 
e says he has positive feelings 
and the treatment he received 


e patient is concerned is 
iP both in planning care 
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f the things that are 
tify some sources of 
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An indication of the 


head injury. He was released ` 


is in the hospital might be relieved by having a 
telephone at her bedside so she could call home, 
or the nurse. might ask the social worker to see 
the patient, with a view to making arrangements 
for “homemaker” services while the mother is 
in the hospital. 

An indication of what is important to the 
individual helps the nurse to attend to the small 
details that mean so much to patients. A woman 
patient may request the nurse to telephone her 
husband to bring in a clean nightgown and her 
make-up, for example. This may seem an un- 
important detail to the nurse who is busy with 
medications and treatments, but it is important 
to the patient in contributing to her sense of 
well-being. Attention to such requests helps the 
patient to feel more secure and comfortable in a 
strange environment; it also helps maintain the 
patient's feelings of self-worth. 

- Asking the patient about his concerns in itself 
helps to make him feel that he is being treated 
as an individual—that someone cares. In follow- 
ing through and doing something about his con- 
cerns, the nurse helps to establish a feeling of 
trust between herself and the patient, which is 
essential in any nurse-patient relationship. 

Here are Mr. Jordan's expressed concerns: 


Mr. Jordan was primarily concerned with his excru- - 


ciating pain. He wants to know if he has tg have 
surgery and whether he will be OK. He is concerned 
about his clothes and money, which were lost in 
transit. 


The Clinical Appraisal. In her assessment 
the patient's problems and his needs for nursi 
care, the nurse must have a good basis of inf 
mation about the present state of his physi 
and mental health. Some of the informe 
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course of taking the nursing history; as W 
tioned earlier, the nurse gathers basic ph 
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though the format and specific items recorded 
vary in different agencies, there is a growing 
consensus on general content areas to be in- 
cluded in the initial appraisal of an individual 
patient. These content areas, for the most part, 
follow the functional abilities approach to nurs- 
ing assessment outlined originally by R. Faye 
McCain in 1965 and described by her as "an 
orderly, precise method of collecting informa- 
tion about the physiological, psychological and 
social behavior of a patient.’” 

McCain identified 13 functional areas in 
which the individual's abilities should be as- 
sessed: “the patient's social, mental, emotional, 
body temperature, respiratory, circulatory, nu- 
tritional, elimination and reproductive status; 
state of rest and comfort; state of skin and 
appendages; sensory perception and motor abil- 
ity."' It is essential that both abilities and dis- 
abilities be noted so that the nurse can identify 
both the individual's strengths and his weak- 
nesses in all functional areas. 
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tional abilities differ from normal functioning? 
How important are the deviations from normal 
that the nurse has found in this patient? In this 
analysis, the nurse is aided by: (1) her knowl- 
edge of normal functioning, derived from 
courses in the basic biophysical and social sci- 
ences; (2) her understanding of normal and ab- 
normal factors that may affect functioning in a 
particular area; and (3) her awareness of com- 
mon problems, signs, and symptoms that accom- 
pany various health problems. 

At the beginning of her nursing program, the 
student will not, of course, have an extensive 
knowledge base from which to draw. She can, 
however, identify many deviations from the nor- 
mal and can relate these to the knowledge she 
does have. As her knowledge increases and her 
clinical experience grows, she will be able to 
assess the significance of her findings more read- 
ily and with a greater depth of understanding. 
At all times, however, it is important that the 
nurse communicate her findings and interpret 
them honestly at the level of her understanding. 

In taking the nursing history, the nurse has 
noted the patient's usual functional abilities and 
jon about him as an 

isal, she has 
status in 
noted 


pends on the policy of the health agente 
some agencies much of this type of data may 


Synthesis of Information. When the nurse has 
analyzed the information she has collected and 
identified significant findings she has made, she 
then relates it to information she has obtained 
from other sources. From the admission notes 
she has learned that Mr. Jordan was in a car 
accident and suffered compression fractures of 
three vertebrae. She has noted the location of 
the injury, vertebrae T11, T12, and L1. The 
nature and location of. the injury have been 
confirmed in the report of the x-rays taken on 
admission to this hospital. The laboratory re- 
ports of blood tests and urinalysis (telephoned 
to the ward) show normal findings. From the 
physician's notes, she learns that he has ruled 
out surgery at this time, that he suspects there 
may be internal injuries, and there is a possibil- 
ity of nerve damage. 
The physician's orders include: 


Bed rest 

Fracture board 

Bed flat—pt. to maintain back-lying position, 
may turn on side for care . 

2 pillows under head—1 supporting shoulders 

1 pillow under knees . 

NPO 48 hr 

Dextrose—Saline 5% 1500 ml/d x 2 

Vital signs q4h—48 hr 

Intake and output 

Demerol—100 mg IM q4h p.r.n. for pain 


By putting this information together with the 


data she has collected, the nurse can begin to 


hink about some of the things that will be 
nportant in Mr. Jordan's care. He is having 
svere pain—it will be important to relieve that. 
je will have to be careful in helping him to 
e—he will probably need instructions on 
olling" in turning and in maintaining his 
on as the doctor has ordered. NPO (nothing 
ith)—this might be a problem, since Mr. 
normally has a voracious appetite. 
2 the vital signs—that will help deter- 
Ssence of internal injuries. Watching 
] output—that's to watch for signs of 
the nerves innervating the bladder, 
ssible internal injuries. 

se is ready now to begin organizing 
impressions and identifying specific 
Hat require nursing intervention. 


entification. A nursing problem is 
n or situation in which the patient 
Ise's help. The term "nursing di- 
easingly being used to lescribe 
problem the patient has that 
to resolve through her ac- 
tional conferences has been 


ACCEPTED NURSING DIAGNOSES 


Anxiety 

Body Fluids 

Bowel Elimination, Alteration in 
Cardiac Output, Alteration in 
Comfort, Alterations in 
Consciousness, Altered Levels of 
Coping Patterns, Maladaptive (Individual) 
Coping, Ineffective Family 
Digestion, Impairment of 

Family Process, Inadequate 

Fear 

Fluid Volume Deficit 

Grieving 

Home Maintenance Management, Impaired 
Injury, Potential for 

Knowledge, Lack of (Specify) 
Manipulation 

Mobility, Impairment of 
Noncompliance (Specify) 
Nutritional Alteration 

Parenting, Alterations in 
Respiratory Dysfunction 

Role Disturbance 

Self-Care Activities, Alterations in 
Self-Concept, Alterations in 
Sensory-Perceptual Alteration 
Sexuality, Alteration in Patterns of 
Skin Integrity, Impairment of 
Sleep-Rest Activity, Dysrhythm of 
Spirituality, Matters of 

Social Isolation 

Suffocation, Potential for 

Thought Processes, Impaired 

Tissue Perfusion, Chronic Abnormal 
Trauma, Potential for 

Urinary Elimination, Impairment of 
Verbal Communication, Impairment of 


Identified by the National Group on Classification of Nurs- 
3x Diagnoses at Conferences on Nursing Diagnosis, St. 
_cuis. Missouri, 1973, 1975, 1978. 

Source: Price, M. R.: Nursing Diagnosis: Making a Concept 
Zae Alive. The American Journal of Nursing, 80(4):668— 
272. April. 1980. 


Seid in the United States to try to develop a 
^vstematic method for ciassifying nursing diag- 
esses. From these deliberations, a list 
"*pfed nursing diagnoses is currently sala " 
>se identified by the National Group on Clas 
::&cation of Nursing Diagnoses as of 1982 a 
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most appropriate for that problem. Changing the 
patient's position, for example, might relieve the 
difficulty in breathing; giving medication might 
be another possibility. 

In order to plan nursing care and decide on 
the intervention that is most suitable for the 
situation, it is necessary first to identify the 
problems the patient is having! These may be 
either actual or potential problems. Actual prob- 
lems are those that, in the nurse's opinion, are 
causing the patient difficulty at the present time. 
For example, Mr. Jordan has an actual problem 
with pain (to select one problem). Potential 
problems are those that may arise because of the 
nature of the patient's health problem or because 
of the diagnostic or therapeutic plan of care. Mr. 
Jordan, for example, is not allowed out of bed, 
and he is restricted to a certain position in bed. 
He is thin and there is a potential problem of 
skin breakdown, particularly over bony promi- 
nences, such as the lower part-of his back, his 
heels, and his elbows. 

Problems should be identified systematically 
Again, using the functional abilities approach 
helps the nurse to systematically check where 
the patient needs help with either actual or 
potential problems, In- stating problems, the 
most important thing is that the nurse commu- 
nicate the intent of her message so that it can be 
understood by others. Wherever possible, the 
nurse should state the cause of the problem as 
she um nds it. 

If we review the information we have about 
Mr. Jordan by functional area, we can identify 
and some pete 
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Analysis: Physician has decided against sur- 
gery "at this time." Patient unsure as to 
just what this means. 

(2) Anxiety over loss of clothes and money. 

Analysis: Patient admitted first to North 
Coast Hospital. Transferred by plane, then 
by ambulance. Money and valuables 
could have been left in any one of three 
places. 

Temperature Status » 
Respiratory Status No actual problems 
Circulatory Status 


Potential problems due to possibility of inter- 
nal injuries. 

Analysis: Vital signs may change quickly if 
there is internal bleeding. Physician has 
ordered monitoring of vital signs q4h, or 
more often if changes are noted or if 

, observations warrant it. 
Nutritional Status: (1) Hunger, due to NPO. 

Analysis: Patient says he is hungry. Aware 
that he can have nothing to eat or drink 
for 48 hours; aware of reason for order. 
Normally has a big appetite. 

(2) Potential problem of maintaining nutri- 
tional status if NPO is continued. 
Elimination Status: (1) Difficulty in voiding, 
possibly due to nerve damage. 

Analysis: Injury to vertebrae T11, T12, and 
L1 could have caused damage to nerves 
leading to bladder. There could also be a 
possibility of damage to kidneys as a re- 
sult of trauma suffered in accident. 

(2) Potential. problem of constipation due to 
gk of solid food intake. 


ity and lack of. s fficient 


Analysis: Sensitivity confirmed by patient's 
facial expression and involuntary excla- 
mations when back is touched. 

State of Skin and Appendages: (1) Bruises in 
sacral area due to trauma. 

Analysis: Area very sensitive to touch, as 
noted above. 

(2) Potential problem of pressure areas devel- 
oping over bony prominences because of 
bed rest and limited movement. 

Analysis: Patient is thin; this will increase 
possibility of pressure areas developing. 
Restlessness increases rubbing of skin sur- 
faces on bedclothes. 

(3) Inability to maintain own hygiene due to 
limited mobility. 

Analysis: Patient unable to raise arm to 
upper part of head; can reach mouth; 
unable to reach below thighs without 
pain. Cannot comb hair; hair is long and 
curly. 

(4) Potential problem of poor oral health due 
to NPO. 

Analysis: Patient says that his mouth feels 
dry. Teeth and gums in good condition at 
present. 

Reproductive Status: No actual problems. 

Motor Status: Limited mobility due to pain and 
restrictions on position. 

Analysis: Patient is careful about moving; re- 
stricts movement because of pain. Physician 
has left specific instructions about position. 
Patient can turn on side for bed-making and 
back care. Patient will need assistance with 
exercises to maintain muscular strength and 
tone, and to prevent contractures if on ex- 
tended bed rest. 


Priority Setting. Once problems are identified, 
they are placed in order of importance. It is not 
possible to attend to all problems at the same 
time, nor is it possible to help the patient with 


all of his problems all of the time. It is necessary, 


then, to decide which problems the nurse can 
ssist the patient in resolving and which of these 
hould be attended to first. 

In establishing priorities to assist in planning 
irsing intervention, a helpful guide i$ Mas- 
v's hierarchy of human needs, which was 
oduced in Chapter 2 and will be described 


asic human needs, in order of priority 
ing to Kalish's model, are: 


ed for safety and security | 
ed for love and belonging 


5, The need for esteem and self-worth 
6. The need for self-actualization 


It may not be possible, even under the most 
favorable circumstances, for the nurse to help 
the patient to meet.all of his needs. Through her 
awareness of basic human needs, however, she 
can direct her actions toward helping the patient 
to resolve problems that interfere with his ability 
to meet those needs that are essential to his well- 
being or to his recovery. 

In Mr. Jordan's case, the nurse's problem liét 
might be arranged in order of priority as given 
below. Note that the statements of problems 
have been shortened in some cases for ease of 
communication. 


1. Pain, due to injury, aggravated by movement 
2. (a) Limited mobility because of pain and 
prescribed position 
(b) Potential problem of loss of muscle tone 
(c) Potential problem of contractures of an- 
kle joints 
3. Sensitivity to touch in lower back area due 
to site of injury and bruised tissues 
4, Potential deviations in vital signs because 
of possible internal injuries 
5. Difficulty in voiding, possibily due to nerve 
damage or internal injuries 
5. Anxiety because of uncertainty about phy- 
sician's plan of care and prognosis 
7. Anxiety due to loss of clothes and money 
8. (a) Hunger due to NPO 
(b) Potential problem of maintaining nutri- 
tional status if NPO is continued 
9. Decreased mental alertness due to sedation 
for pain 
(a) May fall from bed 
(b) May burn self or set fire to bed while 
smoking . 
. Potential problem of maintaining good oral 
health status due to NPO 
. Potential pressure areas over bony promi- 
nences, sacral area, elbows, and heels (see 
No. 2) 
Potential problem of constipation due to bed 
rest and NPO 
(a) Inability to look after own hygiene (see 
No. 2) 
(b) Potential problem of poor status of skin 
and appendages (see No. 13a) 
14.' Potential problem of feelings of isolation 
because family is far away and friends are 
working 
Potential problem of anxiety about firances 
due to anticipated lengthy convaléscence 
and possible need to change occupation 


12. 


13. 


15. 


The student will note that this ordering does 


= anot follow exactly the priority listing of Mas- 
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low's hierarchy of human needs. The nurse uses 
her judgment in allocating priorities; the hier- 
archy only provides a base from which to start. 
The concerns that were causing Mr. Jordan anx- 
iety were very important to him and the nurse 
felt they should be attended to as quickly as 
possible. Hence, his anxiety problems were 
given high priority. Also, the patient was smok- 
ing frequently; his safety was a matter of im- 
mediate concern. 

When problems are resolved, they may be 
crossed off on the nurse's problem list, or they 
may be left on and the date of resolution re- 
corded. Policies in this regard vary from one 
agency to another. (See Chapter 12 for discus- 
sion on resolved problems when the problem- 
oriented medical record is used.) The statement 
of problems that have changed is modified. For 
example, constipation may become an actual 
problem rather than a potential one; this would 
necessitate a change in the problem statement. 
New problems that emerge are added to the list. 


PLANNING 


Planning is the second major step in the nurs- 
ing process. |t involves determining what the 
nurse can do to help the patient and selecting 
appropriate nursing interventions to accomplish 
this. 

It has been said, and rightly so, thel nurses 
have always planned the care’of their patients. 
In the past. however, planning often was a men- 
tal process on the nurse’s part, with minimal 
guidance in the form of written material devel- 
oped to assist others in their care of the patient’ 
when that particular nurse was not on duty. |. 

Taking tíme to sit down and write out a pen 
of care helps the nurse to organize her mefttal 
activities: to think through what she hopds to 

ish by Nursing care; to take into account 
i $ as well as those that are 


rinterventions; and to develop 
can be followed through by 
sersonnel concerned with the pa- 


^4 completeness of care—that 
* using the same approach with the 


ties of human memory, 

Planning is a continuous process. The pa- 
fient’s problems change. Some are quickly re- 
solved; some seemingly minor problems sud- 
denly become acute; new ones arise. Sometimes 
a nursing intervention does not succeed in ac- 


128 THE NURSING PROCESS 


complishing its purpose and alternative ap- 
proaches must be explored. The planning of 
nursing care, then, is constantly under revision. 

Professional nursing care is based on princi- 
ples, rather than the application of routine or 
standard techniques. The body of scientific 
knowledge that is the foundation of nursing is 
constantly enlarging; techniques and routines of 
care are continuously being revised because new 
information has emerged. The nurse cannot de- 
pend on a learned repertoire of skills and pro- 
cedures to carry her through a lifetime career; 
skills and techniques soon become obsolete. She 
must instead base her practice on relatively 
unchanging principles to guide her in modifying 
techniques she has learned or in acquiring new 
skills and techniques. 

Many situations the nurse will encounter are 
unique. She may have never met this set of 
circumstances before. Indeed, because every per- 
son is a unique individual, nursing care must 
be adapted to suit each patient’s particular 
needs. In order to help the patient in resolving 
his problems, the nurse must draw on principles 
rather than rely on rule-of-thumb techniques or 
standard procedures. 

Planning involves basically two sets of activ- 
ities on the nurse’s part: setting goals for the 
patient to attain and developing a plan of action 
to achieve these goals. Before the student sets 
out to undertake these activities, however, she 
will find it helpful to identify relevant principles 
applicable to the set of problems her patient has. 


Identifying Relevant Principles 


Nursing is an applied science. The theoretical 
basis of nursing draws from many areas, includ- 
ing the biophysical sciences, the medical sci- 
ences, pharmacology, nutrition, and the social 
sciences. The principles applied in nursing prac- 
tice may be derived from any of these areas. 

People’s interpretations of the word “princi- 
ple” vary, but it is used here to mean essentially 
one of four things: a concept, a scientific fact, a 
law of science, or a generally accepted theory.* 
Principles are used as guides in determining 
appropriate nursing action. For example, the 
holistic concept of man as an integrated being 
whe f nctions as a whole (discussed in Chapter 
2) lea s the nurse to consider his social and 
psychological needs as well as his physical 
needs when planning care and deciding on spe- 
cific nursing interventions. 

Scientific facts derived from anatomy and 
physiology guide the nurse in many of her ac- 
tions. The normal ranges for measurements of 
body processes, such as those for temperature, 


pulse, respirations, and blood pressure, are sci- 
entific facts that alert the nurse to take action 
when she observes deviations from the normal 
in her patients. From the physical sciences, the 
student will learn in body mechanics that pull- 
ing or sliding an object requires less effort than 
lifting it, since lifting necessitates moving 
against the force of gravity (see Chapter 23). We 
have just used the theory of a hierarchy of 
human needs (drawn from psychology) as a 
guide in setting priorities for nursing actions for 
solving patient problems. 

Taking the case of Mr. Jordan, some principles 
applicable in his care would include: 

1. The bony vertebral column protects and 
supports the spinal cord (anatomy and physi- 
ology). 

There is not much space between the spinal 
cord and the bony structure supporting and 
protecting it. Injured vertebrae that are out of 
alignment or broken may press on or actually 
damage the cord and the roots of nerves inner- 
vating the part of the body below the site of the 
injury. Therefore, the injured vertebrae must be 
immobilized until the broken pieces of bone 
knit together sufficiently to maintain their nor- 
mal structure and placement. This means that 
the physician’s. orders regarding Mr. Jordan’s 
positioning must be followed exactly. Thus, in 
turning Mr. Jordan, when the nurse is changing 
the bed linen, it is important that his trunk be 
maintained in good alignment at all times. Later, 
when Mr. Jordan is allowed out of bed, he will 
have to learn to do such activities as getting up, 
walking, and picking things up without bending 
his back. 

This principle is probably the most important 
one for the nurse to remember in caring for Mr. 
Jordan. His fractured vertebrae are, after all, the 
reason for his hospitalization. 

2. The loss of blood volume causes a decrease 
in systemic blood pressure (anatomy and phys- 
iology). 

When a person is bleeding heavily at any point 
in the circulatory system, his blood volume 
drops and his blood pressure is lowered. When 
this happens, the heart greatly increases tts ac- 
tivity in an attempt to increase its output and 
maintain the amount of circulating blood; blood 
is withdrawn from surface areas and shunted to 
vital organs; the skin becomes cold (and 
clammy); temperature drops (to lessen demands 
for oxygen transported by the blood); and res- 
pirations become rapid and deer {to supply 
more Oxygen for the body). 

The physician suspects that Mr. rdan stay 
have internal injuries as a result of ine trauma 
his body suffered in the accident. There is there- 
fore a possibility of internal bleeding. Vital signs 


i v» 
z 


>> 


~ 
D 


"T 3 


^ 


THE NURSING PROCESS 129 


Nurse adjusting Paul Jordan's pillows. 


are monitored to watch for: decreased blood 
pressure, increased and/or irregular pulse, sub- 
normal temperature, and rapid and deep respi- 
rations. 

3. Adequate elimination of wastes is essential 
for efficient body functioning [anatomy and 
physiology). 

Mr. Jordan is having difficulty voiding and 
the physician suspects that there may have been 
damage to the nerves innervating the urinary 
system. Monitoring of intake and output is there- 
fore essential. This principle is also applicable 
in regard to intestinal elimination. 

4. Demerol depresses the central nervous sys- 
tem (pharmacology). 

The physician has ordered Demerol for the 
relief of Mr. Jordan's pain. From pharmacology, 
the nurse knows that this drug causes drowsi- 
ness and dulling of mental faculties. It may also 
cause a person to experience a feeling of happy 
well-being (euphoria); Mr. Jordan described it as 
a feeling of "floating." The person may not be 
fully alert to his surroundings and his safety 
must be protected. 

5. All body cells require adequate amounts of 
essential nutrients (nutrition). 

The physician has ordered NPO for 48 hours, 
and has prescribed intravenous feedings. If the 
NPO orde is extended, maintaining adequate 
nuftgition. ill be a problem. » 

6. The „ntact skin is the body's first line of 
defense against infection (microbiology). 

Because of his injury, Mr. Jordan is more 


vulnerable to infection than he normally would 
be. It is important therefore to maintain skin 
integrity and prevent the development of pres- 
sure areas. 

7. Friction is caused by the rubbing together 
of two irregular surfaces (physics). 

The rubbing of the skin surfaces on bed sheets 
causes friction. The irregularities between the 
skin surfaces and the bedclothes can be mini- 
mized by keeping the sheets smooth and by 
separating the surfaces as, for example, by using 
a lubricant to coat the surface of the skin. 

8. The need for knowledge is a basic human 
need, ranked by some theorists as second only 
to physiological needs (psychology). 

Mr. Jordan is very worried because of his lack 
of information about his therapy (is he going to 
have to have surgery?) and also about his prog- 
nosis. He is also worried about the loss of his 
clothes and valuables. Therefore, it is important 
that the nurse take action to see that he receives 
information about these matters. 

9. One of the functions of the family is to 
support its members in times of crisis (seciol- 
ogy). Dn 

Mr. Jordan has asked that his family ve noti- 
fied of his accident. It is important that the nurse 
take steps to see that this is done. 


Determining Expected ‘Outcomes 


The identification of patient problems leads 
to the development of goals or expected out- 
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Nurse examining Paul Jordan's back for pressure sores. 


comes to be attained by the patient with the 
assistance of nursing action. These goals should 
be realistic and attainable both in terms of the 
potentialities of the patient and the ability of 
the nurse to help him to meet them. For exam- 
ple, to set as a goal that the patient regain normal 
motor functioning may be completely unrealistic 
for a patient who has been partially paralyzed 
by a stroke, but the patient may be able to 
achieve independence in feeding and dressing 
himself, and these are goals that the nurse can 
help him to achieve. 

Goals are stated in terms of expected patient 
outcomes, rather than nursing activities. Nursing 
intervention is then planned to help the patient 
to achieve these. The expected outcomes de- 
scribe the behavior the patient is expected to 
attain. For example, “The patient dresses him- 
self each morning without help" might be one 
goal for the partially paralyzed patient. The 
statement of a goal usually includes: (1) the 
healthy response, or desired patient behavior 
(dresses himself); (2) the conditions, if any, un- 
der which it is to occur (without help); and (3) 
a criterion of performance, or standard for judg- 
ing the performance (in this case, each morning). 
Some agencies ask that a target date be included 
(for example, by April 10, the patient should be 
dressing himself without help every morning). 

The expected outcomes, or goals, should al- 
ways describe behavior that is observable and 


measurable. In this case, the nurse can actually 
observe the patient while he is dressing and can 
note whether he is able to do it himself, and 
how well he dresses himself on his own. The 
goals, too, should be developed in conjunction 
with the patient if at all possible. If Mr. "X" 
does not want to dress himself, or was not 
involved in deciding that this was a goal for him 
to achieve, he is not likely to put forth maximum 
effort to achieve it. 

Long-range goals such as “The patient will 
regain optimal motor functioning" are impor- 
tant, but in planning specific nursing interven- 
tion for one patient, it is helpful to have goals 
that are worded more specifically. Another ob- 
jective for the partially paralyzed patient might 
be, “The patient maintains his right arm and leg 
[if these are the affected ones] in good anatomi- 
cal position at all times." Goals worded in terms 
of expected behavioral outcomes help to com- 
municate to other personnel, to the patient, and 
to his family just what is to be attained." They 
also provide scope for prescribing definitive 
nursing intervention, such as the use of a foot- 
board and pillows to support the arm and leg, 
and the use of a roll in the patient's hand to 
maintain flexion of the fingers, in the case of the 
objective just stated. Stating the expected out- 
comes also provides the means for evaluating 
the patient's progress and the effects of nursing 
action. 


Some agencies advocate the use of deadlines, 
or intervals, for checking on the progress the 
patient has made in relation to the expected 
outcomes. Thus, in the case of the goal stated 
above, the patient would be checked at regular 
intervals (e.g., q4h) to ensure that his right arm 
and leg were being maintained in good position. 
One would expect that the nurse caring for the 
patient would, in the course of giving other care, 
check the positioning, but a designated deadline 
draws attention to this aspect of care, and en- 
sures that it is not neglected or forgotten. 

In Mr. Jordan's case, one expected outcome in 
relation to his problem of pain might be that he 
is quiet and comfortable at all times as evi- 
denced by his relaxed facial expression, his 
decreased restlessness, and his statements that 
his pain is lessened. 

Expected outcomes in regard to Mr. Jordan's 
other problems are shown in the nursing care 
plan prepared for him (see pp. 132-133). 

There have been a number ot articles and 
books in the nursing literature about the writing 
of behavioral objectives. Some of these are in- 
cluded in the list of suggested readings at the 
end of this chapter. For additional help, the 
nurse is directed to Mager's book, Preparing 
Instructional Objectives. This book, which is 
considered a classic in the field, was originally 
intended for teachers, but nurses will also find 
it useful. 


Developing a Plan of Action 


Once objectives have been established in re- 
lation to the identified problems, the next step 
is to determine those nursing interventions 
which will best help the patient to attain the 
expected outcomes. This involves the explora- 
tion of possible courses of action and a decision 
to try one approach. In assessing the merits of 
different courses of action, the nurse is guided 
bv her knowledge of the biophysical and the 
social sciences, her understanding of the pa- 
tient's health problem and of the physician's 
plan of care, and her knowledge about the in- 
dividual patient as a person. 

In deciding on a course of action in relation 
to any one specific problem, the nurse has bas- 
ically three options: she may decide (1) that no 
action is necessary (or possible); (2) that nursing 
intervention can resolve the problem; or (3) that 
the problem should be referred to another mem- 
ber of the health team. 

In Mr. Jordan's case, his hunger may be the 
one thing the nurse can do nothing about until 
the order for nothing by mouth is terminated. 
There are, however, a number of other problems 
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that require nursing intervention. Pain is, of 
course, one of these. The patient's anxiety about 
the therapeutic plan of care for him, and his 
prognosis, would need to be referred to the 
physician. 

The types of nursing intervention possible 


.should be reviewed systematically. The nurse 


may find it helpful here to think in terms of the 
various aspects of nursing discussed in Chapter 
6. For example, does the problem require inter- 
vention in regard to the care aspects of nursing, 
the curative aspects, the protective aspects, the 
teaching aspects, the coordinating aspects, or 
the patient advocate aspects? 

In Mr. Jordan's case, he requires a number of 
interventions in regard to care, since he is unable 
to do many things himself. He will need help 
with hygiene, to list just one. In regard to the 
curative aspects, it is essential that he maintain 
the prescribed position in bed. He will require 
instruction (teaching aspect) in regard to main- 
taining the prescribed position in bed and in 
regard to turning. The protective aspects of Mr. 
Jordan's care include preventing the develop- 
ment of pressure areas. With regard to coordi- 
nating aspects, this may involve asking the so- 
cial worker to help with locating Mr. Jordan's 
clothes and valuables. The nurse will act as a 
patient advocate when she requests the physi- 
cian to discuss Mr. Jordan's plan of care with 
him and also his prognosis. These examples give 
just one possible intervention for Mr. Jordan in 
each of the six aspects of nursing; the nurse will 
note others in the plan of care for him. 

Nursing interventions may also be categorized 
on the basis of whether they are preventive in 
nature, palliative (as, for example, to relieve 
suffering), restorative, or rehabilitative. The 
nurse will find it helpful to review the patient's 
problems under the headings used in this cate- 
gorization of nursing interventions in planning 
her care of a patient. 

In assessing the relative merits of different 
nursing interventions, the nurse uses her judg- 
ment to decide on the best alternative to use for 
this particular patient, at this particular time. 
For example, medications for pain are usually 
ordered q4h p.r.n. This is generally interpreted 
to mean that the medication may be repeated 
after an interval of 4 hours; it may be delayed 
longer than the 4 hours; or it may not be given 
at all if, in the nurse's judgment, the patient 
does not require it. There are several alternatives 
to giving medications to relieve pain. Sometimes 
altering the patient's position, straightening out 
the bedclothes and rearranging the pillows, giv- 
ing a back massage, or talking with the patien: 
may relieve his pain. (The subject of pain is 
discussed in Chapter 21.) In Mr. Jordan's case. 
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NURSING CARE PLAN — MR PAUL JORDAN 


Patient Problems 


l. Pain due to injury, aggravated 
by movement 


Expected Outcomes 


1. Quiet and comfortable at all times. 
Calm facial expression, decreased 
restlessness, statements indicating that 
pain is lessened or absent 


2A. Limited mobility due to pain and 2A. (a) Maintains prescribed position at 


prescribed position 


2B. Potential problem of loss of 
strength and tone in unused 
muscles 


2C. Potential problem of contractures 


in ankle joints 


3. Sensitivity to touch in lower back 
' area due to site of injury, bruised 


tissues 


4. Potential deviations in vital signs 
because of possibility of internal 


injuries 


5. Difficulty in voiding, owing to 


possible nerve damage or internal 


injuries 


6. Anxiety due to uncertainty about 


M.D.'s plan of care, prognosis 


all times except when on side 
for care 


(b) Keeps trunk in good alignment at 
all times wben turning on side 


(c) When allowed out of bed, main- 
tains tramk in good alignment at all 
times when sitting, standing, 
walking 


2B. Prevent 


2C. Prevent 


3. Absences of sudden involuntary 


movements and verbal expressions of 
pain or facial grimaces when given 
care 


4. Normal vital signs 


5. Normal urinary output 


6. Relieved by information as evidenced 


by verbal statements and relaxed 
facial expression 


Nursing Directions 


1. Medication for pain q4h. 


Give before pain too severe 


. (a) Prescribed position on back/bed 


flat: 
2 pillows under head 
1 pillow supporting shoulders 
1 pillow under knees 
Verify that pt. understands 
prescribed position 

(b) May turn on side for back care, 
linen change. Pt. can help with 
turning 
Teach “log-rolling” technique 
for turning; repeat p.r.n. 

(c) Discuss long-range plans with 
pt's M.D. 


. Same as 2A (c) 


. Apply footboard and cradle to bed 


. Use gentle movements, extreme 


care when giving back massage, 
assisting pt. with bath, or 
giving other care 

Avoid pressure on vertebral 
column, also bruised area 


. Monitor v.s. q4h 


Report deviations from normal 

Observe: 

(a) Rate, volume, quality of pulse 

(b) B.P., watching for marked or 
sudden change 

(c) Rate and depth of respirations 

(d) Temperature 

(e) Color and temperature of skin 


. (a) Intake and output q shift 


(b) Observe output: 
l. Amount 
2. Color 
3. Blood in urine 

(c) Report promptly if no output 
>8 hr. or output under 200 cc. 
q shift 


6. Ask M.D. to explain his plans and 


discuss prognosis with pt. 
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NURSING CARE PLAN — MR. PAUL JORDAN (Continued) 


9A. 


9B. 


12. 


4 


. Anxiety due to loss of clothes 


. Potential problem of constipation 


Patient Problems 


and valuables ` 


. Possible decreased mental alert- 8. 


ness due to medication for pain 

(a) May fall from bed 

(b) May burn self when smoking 
or set bed on fire 

Dry mouth due to NPO 


Potential problem of dry mucous 
membranes in oral cavity, lips 
dry and cracking (see 49A) 


. Potential problem of maintaining 9C. 
nutritional status due to NPO 
. Potential pressure areas over 10. 


bony prominences: sacral area, 
heels, elbows (due to #2) 


due to NPO and bed rest 


(a) Inability to look after own 
hygiene 


(b) Potential problem of poor 
status of skin and appendages 


Potential feelings of isolation 
family far away, friends working) 


Potential problem of anxiety 
ower Binances due to anticipated 
lengthy convalescence and possi- 
balitv of having to change occupation 


T. 


9A. 


9B. 


12. 


13. 


14. 


Expected Outcomes 


ERI 


Relieved by information that belong- 
ings have been found, as evidenced 
by verbal statements of pt 

(a) Prevent 

(b) Prevent 


eo 


Moist lips and tongue; moist mucous 
membranes in oral cavity at all times 


Prevent, as evidenced by #9A 9B. 
. Prevent 9C. 
Prevent, as evidenced by good 10. 
condition of skin, absence of redmess 
and abrasions 
. Normal bowel movement ql-2 days ll 
(a) Maintains good hygiene at all 12. 
times 
(b) Prevent. Skin clean and in good 
condition at all times; hair un- 
tangled at all times; nails clean, in 
good condition 
Prevent, as evidenced by patient's 13. 
verbal statements 
Prevent, as evidenced by patient's 14. 


verbal statements following dis- 
cussions with social worker 


9A. 


Nursing Directions 


. Request social worker to come in 


as soon as possible 


. (a) 1. Apply siderails to bed 


2. Keep siderails up at all times 
(b) Delegate someone to stay with 
pt. when smoking q shift 


Oral hygiene q4h and p.r.n. Offer 
chewing gum p.r.n. 

Check with M.D. about ice chips 
to suck 

Offer lip moisturizer q4h p.r.n. 
As in #9A 


5% DIS LV. tid. x 9 

(see medication order) 

Check with M.D. about d/c 

(a) Gentle massage of back and 
areas mentioned q4h 
Use hospital lotion 
Be careful when massaging 
back (see I.b) 
Pt. can be on side for back 
massage (note instructions 
above) 

(b) Apply lubricant to elbows, heels 


. Note B.M. record q shift 


Check with pt daily in.a.m. 
Report deviation from normal: 
Observe stools for signs of blood 
(see #5) 


. (à) Assist pt. with bed bath daily 


Pt. can clean teeth himself— 
needs help to hold kidney basin 
Comb hair daily after bath and 
P.r.n. 
Pt. can clean and cut fingernails 
Clean and cut toenails p.r.n. 

(b) As in #12(a) 


Request a friend to phone family in 
East 

Encourage friends to visit when 
not working 

Alert social worker to potential 
problem (see #7) 
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he is having severe pain and it is important that 
the medication for pain be given sufficiently 
early to keep him comfortable and relaxed at all 
times while the pain is so severe. Restlessness 
caused by mounting pain could cause further 
injury to his damaged vertebrae. 


Writing a Nursing Care Plan. To facilitate the 
implementation of nursing action, many agen- 
cies have developed a system of nursing care 
plans. The nursing care plan is just what one 
would expect it to be: the plan of care for the 
patient. It usually includes a statement of the 
patient's problems, the expected outcornes that 
have been established, and the specific nursing 
measures that are to be used in caring for the 
patient. The care plan is developed as soon after 
the patient's admission as sufficient data are 
available on which to base a plan. It is developed 
by the nurse who has primary responsibility for 
the patient's care; or, in some agencies, it is 
developed jointly by the nursing team respon- 
sible for caring for the patient. 

Because the patient's problems may change 
from day to day when he is acutely ill, the 
nursing care plan for the sick person is con- 
stantly under revision. Care plans for patients 
in ambulatory care settings, and for those in 
extended care facilities, also need frequent re- 
vision but usually not as often as those for 
patients in acute care settings. 

In some agencies, the nursing action to be 
taken is written in terms of nursing orders, 
which are prescribed and followed through in 
much the same way as doctors' orders. [n other 
agencies, the term “nursing approach,” "nursing 
actions," or "nursing directions" may be used 
to identify the specific nursing interventions to 
be used in the care of the patient. 

The nursing care plan is a means of commu- 
nicating in writing, to other nursing personnel 
and to other members of the health team, the 
patient's problems, the expected outcomes of 
nursing care, and the specific nursing action to 
be taken in the care of the patient. In many 
agencies, the care plans are incorporated into 
the patient's record; in some, they form part of 
a Kardex report. Sometimes a separate notebook 
is kept for nursing care plans. 

A nursing care plan for Mr. Jordan is shown 
on pages 132-133. 


Standard Care Plans. Because nurses have 
found that most patients with similar types of 
conditions have many problems in common, a 
number of agencies have developed standard 
care plans for use with patients who have a 
particular type of condition. There might be a 
standard care plan for all medical patients, for 


example, supplemented by a plan for all patients 
who have suffered a stroke. There might be 
another standard care plan for all surgical pa- 
tients, supplemented by one for patients who 
are having one particular type of surgical inter- 
vention. It should be noted that space is always 
left on these standard care plans for unusual 
problems that a patient has—problems that are 
not anticipated and are unique to this patient. 


IMPLEMENTATION 


Once nursing care plans have been developed, 
the next step is to put them into action. The 
nursing directions (or nursing approach or or- 
ders) must be sufficiently detailed and suffi- 
ciently specific to enable all nursing personnel 
to carry them out in the same manner and at the 
designated times. 

In some agencies, the nursing care plans are 
supplemented by a record that lists the nursing 
directions (taken from the care plan) and pro- 
vides spaces for the nurse to tick as each inter- 
vention is carried out. This type of record acts 
as a checklist for the nurse responsible for the 
patient’s care on each shift so she may quickly 
see what is to be done. It is also easy to see at a 
glance if any intervention was omitted. 

Another type of form, similar in purpose to 
the one described above, is the flowsheet. When 
one specific intervention or a group of related 
interventions are to be done on a regular basis 
(as, for example, daily, or at more frequent 
intervals), it is helpful to have a special form 
that details the intervention specifically and 
documents the results of that intervention. See 
Chapter 12 for more details. 

In implementing nursing action, the nurse 
may give direct care to a patient or engage in 
indirect activities that contribute to his care. She 
may give the patient a bath, administer his 
medications, or supervise others in doing these 
things for him. Nursing care includes a wide 
variety of specific nursing interventions. As the 
student progresses through her educational pro- 
gram, she will learn a good many types of 
interventions; she will continue to do so 
throughout her nursing career. Specific nursing 
interventions in Mr. Jordan's care have been 
identified in the plan of care prepared for him. 


EVALUATION 


Throughout her care, the nurse constantly 
evaluates the progress the patient has made 
toward reaching the pre-established goals. Eval- 
uation is the process of determining the extent 


to which objectives have been attained. It im- 
plies measurement against predetermined stand- 
ards. If the expected outcome of nursing care 
has been carefully thought through and the 
standards have been clearly stated, the nurse 
can compare the patient's attainments with these 
standards. For example, in Mr. Jordan's case, 
one expected outcome for his problem of limited 
mobility has been stated as “maintains pre- 
scribed position at all times, except when nec- 
essary to turn on side for care." The physician 
has been very explicit in describing the pre- 
scribed position. In evaluating the patient's at- 
tainment of the expected outcome, the nurse 
checks through the points enumerated regarding 
the position. Is Mr. Jordan's bed flat? Is he on 
his back? Does he have two pillows under his 
head? Is one supporting his shoulders? Does he 
have a pillow under his knees? Is he maintaining 
this position at all times, except when it is 
necessary to turn on his side for a back rub or 
for the bed linen to be changed? 

In evaluating the effectiveness of nursing ac- 
tion. it is important to have definite criteria in 
mind. These criteria should be observable and 
thev should be measurable. Then progress can 
be noted and, if a particular nursing approach 
does not appear to be effective, an alternative 
course of action can be tried. The attainment of 
certain goals may mean that the patient is ready 
for more far-reaching ones. The patient who has 
learned to dress himself, for example, may be 
ready to learn other activities of daily living. 

Stating criteria in question form helps the 
nurse to be objective and to look for specific 
indications that expected outcomes have been 
met. Questions are not always written down, 
but the beginning nurse may find it easier to 
develop the habit of asking herself the questions 
implicit in the nursing goals for the patient if 
she does put them onto paper. 

The effectiveness of nursing care is evaluated 
dy the nurse through her observations of the 
patient. Is his paralyzed arm in good anatomical 
position. or is the hand in a dependent position? 
It is also necessary to ask the patient if nursing 
intervention has been effective. Is he more com- 
fortable? Is he free from pain? 

In addition to evaluating the effectiveness of 
nursing action in relation to the patient's attain- 
zent of the expected outcomes, the nurse ex- 
amines critically the soundness of the plan that 
was developed. Did she have enough informa- 
zon? Did she take all relevant factors into con- 
sideration in assessing the data she had? Did 
she omit any problems for which nursing care 
could have helped this patient? Were the prior- 
ities she established indeed the most important 
things to be taken care of? Was her plan a logical 
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outgrowth of the problems she identified? Did 
she take into consideration unique factors in 
regard to this patient? Was her plan consistent 
with the physician's plan of therapy? Were the 
expected outcomes logical and attainable, in 
view of the patients' problems? Were the nursing 
directions clearly stated? Was the plan success- 
ful? Were there factors that interfered with its 
success? Factors that contributed to its success? 
Is the plan current and up-to-date? Have some 
of the problems been resolved? Have any new 
ones emerged? i 

As was stated at the beginning of the chapter, 
the nursing process is a circular one. Evaluation 
means a reassessment and a gathering of addi- 
tional new information. On the basis of her 
reassessment, the nurse may identify new prob- 
lems, modify her plan of care, or decide to try 
alternative interventions for ones that were un- 
successful. 

To complete the story on Mr. Jordan: his 
clothes and valuables were found; they had been 
left in the plane and the air charter company 
returned them (one problem resolved). He was 
taken off NPO after 48 hours (another problem 
resolved) and progressed through a normal con- 
valescence. His nursing care plan needed to be 
revised several times. 


SUMMARY 


The nursing process provides a methodology 
for a systematic approach to nursing care. The 
four basic steps in the process (assessment, plan- 
ning, implementation, and evaluation) follow 
one another in logical, sequential order. 

Nursing is primarily concerned with assisting 
an individual to cope with the daily activities 
of living in such a way as to promote his optimal 
level of health, or to cope with the exigencies of 
terminal illness, if such be the case. In order to 
help the individual, the nurse needs to know 
something about him as a person, his usual 
coping abilities, anything that is interfering with 
these, and his present status in relation to these 
abilities. She also needs to know the plans his 
physician has for his care if the individual has 
a recognized health problem. 

The nurse gathers the information she needs 
from several sources. Some of it she collects 
herself through the nursing history and through 
her observations of the patient; some comes from 
the individual’s family, his friends, or significant 
others. She also utilizes data collected by other 
health professionals and she makes use of rec- 
ords, reports, and other forms of written material 
to extend her data base about the patient. 

She analyzes the information she has gathered 
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from all sources in order to identify problems 
that can be resolved by nursing actions, and to 
set priorities for action. 

She uses relevant scientific principles gained 
from her studies to guide her in establishing 
objectives that define the expected outcomes of 
nursing action in terms of the patient’s behavior 
and in developing a plan for nursing interven- 
tions that will enable the patient to attain these 
objectives. 

Continuous reassessment takes place during 
the process of implementing the plan of care as 


STUDY SITUATION 


new information is gathered and the patient’s 
progress in attaining the expected outcomes is 
evaluated. Implicit in this reassessment is the 
need for constant revision of nursing care plans 
as new problems emerge, some are resolved, and 
some change. Priorities may need to be reor- 
dered, objectives modified or new ones estab- 
lished, and decisions made regarding appropri- 
ate nursing interventions in the light of new 
information, changes that have occurred in the 
patient’s condition, and the success or failure of 
interventions that have been tried. 


In conjunction with your instructor, select one patient who has recently been admitted 
to the nursing unit on which you are having clinical experience: 


1. Review the nursing history and initial clinical appraisal done on this patient. 


e gr oa. O9 


. Review other data that have been collected that you feel would be helpful in 


planning his nursing care. 

State nursing problems you can identify. 

Arrange these problems in a list according to priorities as you see them. 
Identify principles relevant to this patient's care. 


State the expected outcomes of nursing care in relation to each of the problems 
you have listed. 


Compare your problem statement list and statements of expected outcomes of care 
with those on the nursing care plan prepared by unit staff. Did you identify the 
same problems? Did you miss any? Identify different ones not listed? Use similar 
wording in stating problems? Did you rank priorities in the same order? If not, 
why do you think it was different? Were your goal statements similar? 


Review the nursing directions included in the nursing care plan, and flowsheets 
or other forms prepared to facilitate care. Relate these directions to the patient's 
problems and to principles underlying care. 


Describe how you would evaluate the effectiveness of the nursing care plan. 
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Introduction The Nurse Should Be Able to: 
Observation Techniques and © Describe methods and techniques of observation used in the 


Validation clinical ‘assessment of a patient 
The Vital Signs * Demonstrate skill in taking a patient's temperature (oral, rectal, 
Functional Abilities and axillary) 
goats and Diagnostic — Demonstrate skill in taking a pulse 
es * Demonstrate skill in observing respirations 
ouenna ar Asasina vh * Demonstrate skill in taking blood pressure 
* Demonstrate beginning skill in observing deviations from the 
Study Situation ia : 


normal in a patient’s functional abilities 
Suggested Readings ® Outline responsibilities of the nurse in assisting with the physical 
examination of a patient 
® Describe common positions patients are asked to assume for 
examination or treatment, i.e., supine, Sims's, knee-chest 
* Outline nursing responsibilities in assisting with laboratory tests 
Explain the use of common diagnostic tools such as roentgen- 
ography (x-ray, fluoroscopy, CAT scan), nuclear medicine 
studies, ultrasound scans, thermography, and electrodiagnos- 
tic examinations (EEG, ECG, EMG) 
Outline guidelines for assisting with tests and examinations before, 
during, and after the procedure 
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CLINICAL ASSESSMENT 


SKILLS 


CHAPTER 


INTRODUCTION 


Nurses today take increasing responsibility for 
both the initial and the ongoing assessment of 
patients in the health care system. Not too long 
ago, only physicians were allowed to take a 
blood pressure. Today, nurses in many areas 
have the responsibility for assessment. For ex- 
ample, specially trained nurses in maternal and 
child health often undertake the first critical 
examination of the newborn. Community health 
nurses and pediatric nurse practitioners are re- 
sponsible for ongoing health assessment of in- 
fants and children, while more and more nurses 
involved in school health programs carry out 
the pre-schoo] health examination of children. 

We could continue with many more examples 
of nurses who are taking increasing responsibil- 
ity for clinical assessment—of adults as well as 
children. We mentioned several when discuss- 
ing nurse practitioners and clinical nursing spe- 
cialists in Chapter 6. The important point is that 
assessment is an integral part of every nurse's 
daily practice. The nurse begins to develop her 
assessment skills early in her educational pro- 
gram and continues to expand them during her 
nursing studies and throughout her professional 
career. These skills begin with the ability to 
make intelligent observations. 

Intelligent observations are based on the 
nurse's knowledge of the biomedical, physical, 
and social sciences. As the nurse's knowledge 
increases through education and experience, she 
develops increasing skill in observing significant 
factors in the patient's appearance, behavior, 
and physical and social environment. She learns 
what to look for in making observations, and 
how to differentiate the normal from the abnor- 
mal. Skill in observing requires a knowledge of 
what is normal, the ability to identify and de- 


scribe deviations from the normal, and the ca- 
pacity to assess the significance of these devia- 
tions. 

We have chosen here to use the functional 
abilities approach for the development of begin- 
ning skills in clinical assessment. The observa- 
tions described in this chapter do not require 
extensive skills in physical examination. They 
depend rather on acquisition of basic skills such 
as taking temperature, pulse, respirations, and 
blood pressure, and utilization by the student of 
her awareness of the structure and functioning 
of her own body to detect readily observable 
deviations from the normal in regard to an in- 
dividual's functional abilities. 

As we progress through this textbook in our 
discussions of the nurse's role in helping people 
to meet their basic needs in order to promote 
their optimal health, we will enlarge on the 
assessment of specific functional abilities. For 
example, assessing an individual's nutritional 
status will be described in greater detail in the 
chapter on nutritional needs, assessing respira- 
tory status in the chapter on oxygen needs. In 
schools of nursing where preparation for an 
expanded role is incorporated into the basic 
curriculum, the student will learn additional 
skills in physical examination. Nurses who do 
not gain these extended skills in their basic 
program may learn them in any of the numerous 
continuing education courses on physical as- 
sessment that are available in many colleges and 
universities. 

Besides making observations for her own nurs- 
ing assessment, the nurse often assists in carry- 
ing out procedures that are part of the medicai 
assessment of a patient's health status. She is 
usually responsible for preparing patients, both 
mentally and physically, for the various diag- 
nostic tests and procedures that they undere- 
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and often collects the specimens for different 
laboratory tests, She carries out many of the tests 
and procedures herself, either as dependent 
functions on orders from the physician or, more 
and more often today, as independent functions 
on her own initiative. 

We have included in this chapter, then, infor- 
mation of a general nature about the more com- 
mon measures used in the detection of illness. 
More detailed information about diagnostic tests 
and examinations used in the assessment of 
various body systems is included where perti- 
nent in the chapters on specific needs. 


OBSERVATION TECHNIQUES AND 
VALIDATION 


Some authorities call any information that 
the nurse acquires about an individual observa- 
tions. The term is used here, however, to denote 
the information the nurse obtains about the 
patient through the use of her senses of sight, 
hearing, smell, and touch. The nurse looks at a 
child's face, for example, to inspect the rash on 
his cheek; she listens to the wheezing breath 
sounds of the asthmatic; she smells the fruity 
breath odor of children with high fevers; she 
touches a painful ankle to see how much swell- 
ing there is. 

Visual examination for the detection of abnor- 
malities is called inspection. The observations 
are detailed and focused on a particular area of 
the body. Palpation is the method of examining 
by using one’s fingers. Size, texture, tempera- 


ture, swelling, and hardness are qualities noted 
by palpation. Auscultation is the listening for 
sounds within the body. Direct auscultation, 
with the ear placed on the body, is seldom used; 
instruments to amplify the sounds are used 
instead, the most common example being the 
stethoscope. Percussion is the tapping of various 
parts of the body and listening to the sound that 
ensues. It may be done directly, as in striking 
the chest wall with a fingertip, or by laying one 
finger on a body surface and striking it with 
another. 

The nurse's physical senses are augmented by 
tools such as the clinical thermometer, the 
sphygmomanometer (instrument used for meas- 
uring blood pressure) and the stethoscope (men- 
tioned above), which have been developed to 
obtain measurements indicative of the function- 
ing of various body processes. In addition to 
these commonly used tools, a wide variety of 
instruments and machines are used to assist in 
the observation and measurement of vital body 
processes. The student will see, and later will 
probably use, cardiac monitoring machines, for 
example, in emergency rooms and in the inten- 
sive and coronary care units of most hospitals. 

Observations reported by the nurse include 
both objective findings, that is, what the nurse 
observes, and the patient’s subjective observa- 
tions. To use an example, the nurse may observe 
that an individual is not moving his right arm; 
this is an objective observation made by the 
nurse. The individual may say, ‘My right arm 
is very painful." This is a subjective observation 
on the patient's part. 


Ongoing assessment is an integral 
part of nursing care. 


The Validation of Observations 


Information the nurse obtains from talking 
with the patient and from her observations 
should always be validated by checking with 
the patient as to whether the impressions she 
has gained are in line with his perceptions. 


THE VITAL SIGNS 


Temperature, pulse, and respirations have tra- 
ditionally been referred to as the vital, or car- 
dinal, signs of life. Together with blood pressure 
and heart beat, they indicate basic physiological 
functioning, specifically in the functional areas 
of temperature status, circulatory status, and 
respiratory status. In making observations about 
an individual's current functional abilities, the 
nurse frequently starts with the vital signs. 

In assessing vital signs, it is important to 
remember that each individual has his own 
circadian (diurnal) rhythm, or a 24-hour biolog- 
ical time clock, that regulates the daily events 
in his life. The rhythm is evident in biological 
functioning such as body temperature, sleep, 
and blood pressure, and the nurse will note 
differences in the vital signs of her patients at 
different times of the day. Normally, a person's 
temperature, for example, is lowest in the early 
morning hours and highest in the late afternoon 
or early evening. Blood pressure, in most indi- 
viduals, is also highest after the individual has 
been active for a good part of the day. 

Although temperature, pulse, respirations, 
and blood pressure readings vary from individ- 
ual to individual and at different times of the 
day in the same individual, there is a range that 
is generally considered to be normal for each of 
these signs. Normal ranges for individuals in 
different age groups are included in each of the 
following sections on temperature, pulse, respi- 
rations, and blood pressure. 

Because of the variable nature of vital sign 
measurements—from one individual to another, 
and within the same individual at different 
times of the day and in various states of health 
and illness—it is important to establish a data 
base for each patient as soon after admission to 
a health agency as possible. A series of readings, 
undertaken systematically and in a consistent 
manner (preferably by the nurse who is caring 
for the patient), helps to determine what is 
normal for that particular individual, to identify 
deviations from the normal and to pick up trends 
in the early stages. For example, if a patient's 
tempere.ure is usually aro: nd 97.0? F (36.1? C) 
before ';reakfast but, one m.rning, you find it to 
be 99.5? F (37.5? C) and, by noon, it is 100.4? F 
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(38° C), you would suspect that he is developing 
a fever, even though all temperature readings 
fall within the ‘normal’ range. 

It is important, too, to interpret vital sign 
readings in relation to other information you 
have about a patient. In Mr. Jordan's case (Chap- 
ter 8), vital signs are being monitored closely for 
the first 48 hours after admission to watch for 
indications of internal injury. A sudden drop in 
his blood pressure, an increase in pulse rate (or 
irregularity of rhythm or weakness of the pulse), 
or a lowered body temperature, with or without 
rapid and deep respirations, would alert the 
nurse to the possibility of internal bleeding and 
should be reported promptly to the physicians 
in charge of Mr. Jordan's case. 


Temperature 


The surface temperature of the body fluctuates 
with the temperature of the surroundings. In a 
cool room, for example, exposed skin surfaces 
soon feel cold and are cold to the touch. The 
internal, or core, temperature of the body, on 
the other hand, is precisely regulated and main- 
tained within a very narrow range. It is this 
internal temperature which is usually measured 
as an indicator of a person’s temperature status. 
Under normal conditions it does not vary more 
than a degree or so from the mean, or average, 
for that person. Variances greater than that are 
usually indicative of disturbed functioning of 
the body's heat regulating system. 

The temperature regulating system is one of 
the principal homeostatic mechanisms whereby 
the internal climate of the body is maintained 
at an optimal level for functioning. The center 
for controlling the internal temperature of the 
body is located in the hypothalamus, in the 
lower portion of the brain. In health this center 
maintains a fairly precise balance between heat 
production and heat loss. Heat is continually 
being produced in the body as a byproduct of 
metabolism. It is also constantly being lost 
through evaporation (perspiration from the 
skin); radiation (the transfer of heat in the form 
of electromagnetic waves), e.g., from the body 
to cooler objects in the environment; conduction 
(the transfer of heat from a warmer to a cooler 
substance by direct contact), e.g., from the body 
to the surrounding air; and convection (move- 
ment of air), as currents around the body carry 
away heat that has been conducted to the air 
from the body surface. The factors affecting heat 
production and the processes by which heat is 
lost from the body are described in more detail 
in Chapter 19. 

The body temperature, as measured by a clin- 
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ical thermometer, reflects the balance between 
heat production and heat loss. It usually varies 
slightly during the course of a 24-hour period in 
any one individual, being lowest during the 
early morning hours before a person wakens and 
highest in the evening. The cycle may be re- 
versed in persons who work at night and sleep 
during the day. Many people who are ill have 
an elevated temperature; it is often one of the 
first observable indications of disturbed body 
function. In addition, a temperature below nor- 
mal may be indicative of illness. 

Factors other than disease processes, however, 
can affect body temperature. The activity of the 
individual can make some difference, with the 
active person usually having a higher tempera- 
ture than the sedentary person. Exercise can 
cause a marked, but temporary, elevation in 
body temperature. Age also affects temperature; 
the infant and the aged often have a body tem- 
perature of 0.6° C (1° F) higher than the young 
adult. Emotions and anxiety can increase the 
basal metabolic rate of an individual and thereby 
elevate temperature. 

The normal range for body temperature in 
most adults is considered to be between 36.1° C 
and 38.0° C (97° F and 100.4° F) when taken 
orally. The rectal temperature is expected to be 
approximately 0.6° C (1° F) higher and the axil- 
lery temperature, 0.6? C (1? F) lower. Pyrexia 
and fever are two terms used to refer to an 
elevated temperature. The term hypothermia re- 
fers to a temperature that is below normal. 


Procedures for Taking Temperature. Body 
temperature is usually measured with a clinical 
thermometer, which is an elongated glass tube 
calibrated in degrees Celsius (centigrade) or de- 
grees Fahrenheit. Within the tube is a column 
of mercury, which expands in response to the 
heat of the body. The scale on the thermometer 
generally starts at about 33° C (91.5? F) and 
terminates at 44? C (111? F). The conversion 
between the Fahrenheit and Celsius scales is 
shown in the table above. Calibrations beyond 
this scale are considered unnecessary, because 
temperatures above and below these limits 
rarely occur. 

In addition to the standard clinical thermom- 
eter, a number of other devices are also used to 
measure body temperature. Disposable ther- 
mometers are available. Also commercially mar- 
keted is a temperature-sensitive tape that can be 
used in the home (it is also used in some health 
agencies) for infants and small children. The 
tape is usually applied to the child's abdomen 
and will change color if the temperature is above 
or below normal. If deviations are noted, the 
temperature should be taken with a standard 


FAHRENHEIT AND CELSIUS (CENTIGRADE) 
SCALES IN MESUREMENT OF BODY 


TEMPERATURE 
Fahrenheit Celsius 
93.2 34.0 
95.0 35.0 
96.8 36.0 
97.7 36.5 
98.6 37.0 
99.5 37.5 
100.4 38.0 
101.3 38.5 
102.2 39.0 
103.1 39.5 
104.0 40.0 
105.8 41.0 
107.6 42.0 
109.4 43.0 
111.2 44.0 


In order to convert Fahrenheit to Celsius, subtract 32 from 
the Fahrenheit reading and multiply by the fraction 5/9; thus 
C = 5/9 (F — 32). To convert Celsius to Fahrenheit, multiply 
the Celsius reading by 9/5 and add 32; thus F = 9/5 C + 
32. 


thermometer to obtain a more accurate measure- 
ment. 

Electronic thermometers are also widely used 
today. With these, it is possible both to get an 
accurate temperature reading in a few seconds 
and to monitor temperature over a period of 
time. The electronic thermometer consists of a 
monitor that registers the temperature on a dial 
and an attached probe for insertion into a body 
cavity. When it is considered important to main: 
tain a constant surveillance of the body temper- 
ature, an alarm attached to the probe may be set 
to alert the person watching the monitor when 
the patient's temperature deviates from within 
a set range. Different types of probes are used 
with the electronic thermometer, depending on 
the purpose for which it is being used. For 
example, sometimes it is considered important 
to monitor a small infant's temperature. For this 
procedure, a small, flexible vinyl probe might 
be inserted into the infant's esophagus. An at- 
tachable surface probe would be used for assess- 
ing skin temperature. 

The most common site for obtaining a measure 
of internal body temperature is the mouth (per 
os). The small blood vessels on the underside of 
the tongue lie close to the surface. When the 
thermometer is placed under the tongue (in the 
sublingual pocket) and the mouth is closed, it is 
possible to obtain a reasonably accurate estimate 
of the body's internal temperature. If the patient 
has been smoking, or has just had a hot or a 
cold drink, it is best to wait at least 15 minutes 
before taking an oral temperature. The thermom- 
eter is wiped off, shaken down, and placed 
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Electronic thermometers pro- 
vide quick, accurate temper- 
ature readings in both Fahr- 
enheit and Celsius degrees 
and can be used for monitor- 
ing temperature over a period 
of time. 


sublingually (under the tongue) for 7 to 10 min- 
utes. The patient is instructed to hold the ther- 
mometer between his lips and avoid biting it. 
After the thermometer is removed and the tem- 
perature noted, the thermometer is wiped off, 
shaken down, rinsed under cold running water 
and dried. In wiping a thermometer, a rotating 
or twisting motion is used. The thermometer is 
wiped starting from the tip and working down- 


Neck Strap 


pod to the mercury bulb, that is, from clean to 
irty. 

The conventional clinical thermometer is usu- 
ally kept in a small vial containing a disinfec- 
tant. Various kinds of disinfectants are used to 
soak the thermometers; the synthetic phenols, 
isopropyl alcohol (70 per cent), and tincture of 
Zephiran (1:1000) are all considered suitable. 
Because thermometers are soaked in a disinfec- 
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tant when not in use, they need to be washed 
or wiped off carefully before they are given to 
patients. The method of disinfecting thermom- 
eters varies in different agencies. However, the 
samme basic steps are usually followed: wiping 
off the thermometer to remove mucus and secre- 
tions, shaking down the mercury, rinsing in cold 
water, drying, and soaking in a disinfecting 
agent. 

It is frequently necessary to take a patient's 
temperature via the rectum. Traditionally, the 
temperature of infants has been taken rectally, 
but this practice has been questioned by re- 
searchers.’ This method is indicated for adults 
when it is considered either unsafe or inaccurate 
to take the temperature by mouth, as when a 
patient is unconscious or irrational. It is custom- 
ary in many agencies for a rectal temperature to 
be taken when a person is receiving oxygen 
therapy, when he has a Levin tube in place, or 
when he has had oral or nasal surgery The 
rectal method should not be used for people 
with diseases of the rectum, those with diarrhea, 
or those who have had rectal surgery. The pa- 
tient lies on his side for this measure. After the 
thermometer is wiped off and shaken down, it 
is lubricated with petrolatum or other lubricant. 
This facilitates the insertion of the thermameter 
into the rectum and lessens the danger of irri- 
tating the mucous membrane. The thermometer 
is inserted from 1 to 2 inches and held in place 
for at least 2% minutes. When it is removed, the 
temperature is noted, and the thermometer is 
wiped, washed in cold soapy water, and gently 
shaken down before being returned to its con- 
tainer. It is important to removal all fecal mate- 
rial and to wash the thermometer in cold or 
lukewarm water, since organic materials inter- 
fere with disinfection. The use of cool water 
prevents the coagulation of protein material. Hot 
water is never used because it may damage the 
thermometer, 

Rectal and oral thermometers are sometimes 
differentiated by the color of the bulb. Oral bulbs 
are often silver and rectal bulbs are blue. In 
addition, some rectal thermometers are more 
rounded at the ends, although many thermom- 
eters may be used for taking either rectal or oral 
temperatures. 

Taking an axillary temperature is safer than 
taking an oral temperature for irrational or men- 
tally disturbed patients. Axillary temperature 
readings are also safe and accurate for infants in 
a controlled environment. The thermometer is 
treated in the same manner as the oral thermom- 
eter. For adults, the axilla is dried before the 
thermometer is inserted, because moisture con- 
ducts heat. The thermometer is placed between 
the inner surface of the patient’s arm and the 


An elevated temperature is often one of the first Indl- 
cations of disturbed body functioning. 


side while his arm is held across his chest. The 
thermometer is left in place for at least 10 
minutes; then it is removed and the temperature 
is noted. The nurse can expect the axillary 
temperature to be approximately 0.6° C (1° F) 
lower than the oral temperature. 

A temperature reading taken in the esophagus 
is considered to be a more accurate reflection of 
the internal or core temperature of the body than 
that taken at any other site. It is difficult to 
obtain, however, and is only used when precise 
measurements are required as, for example, in 
premature infants, or in adults who are receiving 
a type of therapy that involves lowering of the 
body temperature (hypothermia). The esopha- 
geal temperature is usually a little more than 
one half of a Fahrenheit degree, or 0.3° C, higher 
than that taken by the oral route. 

Sometimes it is important to assess the tem- 


In order to obtain an axillary temperature the thermom- 
eter is placed in the patient's axilla, and then hls arm Is 
placed across his chest. 


perature of the skin surface, as, for example, in 
patients who have had a skin transplant. A 
general assessment may be done by using the 
fingers to palpate the area. It is suggested that 
the backs of the fingers be used for this proce- 
dure, because the nerve endings are more sen- 
sitive to subtle temperature changes there than 
on the pads of the fingers. If more accurate 
measurements are needed, it is better to use a 
clinical thermometer, for example, an electronic 
thermometer with a surface probe. 


Pulse 


Pulse is the throbbing of an artery as it is felt 
over a bony prominence. When the left ventricle 
of the heart contracts, blood surges through the 
svstemic arteries. This wave of blood is felt as 
the pulse. 

At rest the heart is required to pump only 4 
to 6 liters of blood per minute. This volume is 
increased as much as five times during exercise. 
Normally each ventricle pumps 70 ml. of blood 
with each contraction, although wide variations 
in the amount are compatible with life. This 
volume of output is reflected in the pulsations 
that can be felt where arteries pass over bones. 

When taking a pulse, the rate, rhythm, size 
volume), and tension (elasticity) of the pulse 
are noted. The rate of the pulse is the number 
of beats per minute. Deviations from the normal 
frequently are seen in illness. In addition, a 
number of factors other than disease processes 
also affect the pulse rate. Pulse rate varies ac- 
cording to age, sex, size, and physical and emo- 
tional activity, for example. The pulse rate de- 
zreases as a child grows and continues to 
decrease until extreme old age. Men generally 
nave a slower pulse rate than women. Exercise 
increases the rate of cardiac contractions, and 
when a person is experiencing strong emotions, 
such as anxiety, fear, or anger, the heart usually 
Seats faster also (see Chapter 29). A pulse rate 
>etween 60 and 80 beats per minute is usually 
zonsidered normal for most adults. The normal 
-aage and average of pulse rates for children 
Lom birth to 18 years is shown in the table 
above. If the pulse rate is greatly accelerated (for 
xample, over 100 beats per minute), the con- 
zition is referred to as tachycardia. A very slow 
zise rate (under 60 beats per minute) is called 
zezcvcardia. 

-he rhythm of the pulse refers to the pattern 
X the beats. In health the rhythm is regular; that 
zs. the time between beats is essentially the 
same. The pulse is irregular when the beats 
tallow each other at irregular intervals. 

The size, or amplitude, of a pulse wave reflects 
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NORMAL PULSE AND RESPIRATORY RATES 
FOR SPECIFIC AGES* 


Pulse (Beats per Average 
Age Minute) Pulse 
Newborn 70-170 120 
2 years 80-130 110 
4 years 80-120 100 
6 years 75-115 100 
8 years 70-110 90 
10 years 70-110 90 
12 years 70-110 85 
14 years 65-105 85 
16 years 60-100 85 
18 years 50-90 80 


*These are averages and vary with the sex of the child. 

From Tackett, J. J. M., and Hunsberger, M.: Family-Cen- 
tered Care of Children and Adolescents. Philadelphia, W. 
B. Saunders Company, 1981. 


the volume of blood pushed against the wall of 
the artery in the ventricular contraction. A weak 
pulse lacks a feeling of fullness and a definite 
beat; it may feel thready. When a pulse cannot 
be felt or heart, it is said to the imperceptible. 
A bounding pulse is one in which the volume 
reaches a higher level than normal, then disap- 
pears quickly. 

The tension (elasticity) of the pulse refers to 
the compressibility of the arterial wall. If the 
pulse is obliterated by slight pressure, that is a 
pulse of low tension. A pulse that is obliterated 
only by relatively great pressure is a pulse of 
high pressure. The words “soft” and “hard” are 
used to describe pulse tension. Some health 
agencies prefer to use a numerical scale to assess 
the quality of the pulse. One such scale, with 
measurements from 0 to +4, describes the nu- 
merical measurements as follows: 


0— Pulse is imperceptible (not palpable) 
* 1—Pulse is thready, weak and difficult to palpate— 
may fade in and out and is easily obliterated with 
pressure 
* 2— Pulse is difficult to palpate, may be obliterated 
by pressure—but stronger than -- 1 
* 3— Pulse is easily palpable, does not fade in and 
out, is not easily obliterated with pressure (considered 
to have normal volume) 
+4—Pulse is strong, bounding, or hyperactive, easily 
palpable and not obliterated with pressure.’ 


Procedure for Taking the Pulse. Pulse is as- 
sessed by palpation, and there are numerous 
sites on the body at which a pulse may be 
obtained. When a person is lying on his back, 
one can normally observe pulsations from the 
carotid artery and, also, from the jugular vein. 
The carotid pulse shows as a brisk, localized 
throbbing; the jugular pulse is slow and undu- 
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lating. In emergency situations, the carotid pulse 
is convenient to palpate to assess cardiac func- 
tioning. Care must be taken, though, to make 
sure that one does not inadvertently cut off, or 
‘seriously. slow down, carotid circulation. Pal- 
pation should be done high in the neck, to avoid 
undue pressure on the carotid sinus, which is 
located just above the bifurcation of the artery 
into its external and internal branches. Excessive 
pressure on the artery is to be avoided and only 
one carotid artery should be palpated at a time. 

In non-emergency situations, for assessment 
of a person's circulatory status, the peripheral 
pulses located in the head and the extremities 
are commonly used. Of these, the radial and the 
brachial pulses are the ones most frequently 
used by nurses. The radial site is used to assess 
the pulse, and the brachial site is used in taking 
the blood pressure. Other peripheral sites may 
be used for pulse assessment if the radial pulse 
is obscured, or if there is a need to test the 
circulation of blood to a specific area. The tem- 
poral, femoral, and dorsalis pedis pulses are 
three that are used most often. 

The radial pulse is located on the inner aspect 
of the wrist on the thumb side where the radial 


Brachial 


Dorsalis 


pedis 


Posterior 
tibial 


artery passes over the radius. With slight pres- 
sure, the artery may be held against the radius 
so that the pulsations of blood may be felt. The 
brachial pulse is located on the anterior surface 
of the arm, just below the elbow, where the 
brachial artery passes over the ulna. The tem- 
poral pulse is felt anterior to the ear at the 
mandibular joint, where the temporal artery 
passes over the temporal bone. It can also be felt 
at the temple, that is, to the side of the eyebrow 
just in front of the hairline. The femoral pulse 
may be taken at the point in the middle of the 
groin where the femoral artery passes over the 
pelvic bone. The dorsalis pedis pulse (usually 
taken to assess circulation in the foot) can be 
felt on the dorsum of the foot in a line between 
the first and second toes, just above the longi- 
tudinal arch. 

Other peripheral pulses that are sometimes 
used include the ulnar, which is on the opposite 
side of the wrist to the radial, the posterior 
tibialis, on the inner aspect of the ankle, and 
the popliteal pulse, which can be felt on the 
inner aspect of the back of the knee. 

When the nurse takes the patient's pulse, she 
places her second, third, and fourth fingers 
lightly on the skin at the place where the artery 
passes over the underlying bone. The thumb is 
not used because the nurse might feel the pul- 
sations of the radial artery of her own thumb. 
Usually, counting the rate for 30 seconds and 
then multiplying by two gives an accurate record 
of beats per minute. Some people prefer to count 
the rate for 15 seconds and multiply by four. If 
the pulse is irregular in any way it is counted 
apically for a full minute. 

Generally the patient should lie or sit quietly 
so that his pulse rate can be compared with 
previous observations. Exercise and anxiety ac- 
celerate the pulse rate to an extent that it does 
not reflect the normal rate at rest. 


Apical Beat. It is often necessary to determine 
the rate of the apical beat of the heart. The apical 
beat is the beat of the heart as felt at its apex. 
The apex is considered to be the point of maxi- 
mal impulse. The apical beat can usually be 
heard in the fifth intercostal space, 2 to 3 inches 
to the left of the sternum, just below the left 
nipple. By listening with the stethoscope in this 
area, the point of maximal sound can usually be 
found. 

To determine the'apical beat, the bell of the 
stethoscope is placed over the apex of the heart 
and the beats are counted for a full minute. A 
heart beat is heard as “‘lubb-dubb.” The "lubb" 
represents the closure of the atrioventricular or 
tricuspid and mitral valves; it occurs at the onset 
of systole. The “dubb” represents the closure of 


the semilunar (aortic and pulmonic) valves at 
the end of systole. The rhythm of the heart beat 
can also be noted and recorded in the patient's 
chart. 

An apical-radial pulse is ascertained by two 
nurses. One nurse counts the patient's radial 
pulse at.the same time that the second nurse 
counts the apical beats of the heart with the 
same watch. Each is counted for a full minute. 
In health, the apical and radial rates are the 
same, but in illness they sometimes differ, as 
when some apical beats are not transmitted to 
the radial artery. The difference between the 
apical rate and the radial rate is the pulse deficit. 


Respirations 


Respiration is a term used to cover both the 
exchange of oxygen and carbon dioxide that 
takes place in the lungs, and the exchange of 
these gases that takes place in the tissues (be- 
tween the blood and body cells). The former is 
technically called external respiration, the latter 
internal (or tissue) respiration. When we are 
assessing respiration as one of the vital signs of 
body functioning, it is the external process we 
are measuring. 

There are two principal movements involved 
in this respiration, inspiration (inhalation), the 
act of breathing in, and expiration (exhalation), 
the act of breathing out. The process is con- 
trolled primarily by the respiratory center in the 
medulla oblongata. This center is influenced by 
several factors, including chemical changes in 
the body (e.g, a high carbon dioxide level, 
which stimulates respiration), alterations in 
blood pressure (e.g., increased blood pressure, 
which inhibits respirations), and stimuli arising 
from the muscles (as, for example, exercise, 
which increases respiration). A more detailed 
discussion of the factors affecting respiration 
will be found in Chapter 18. 

Respirations controlled in this manner are 
automatic. Their rate and depth are regulated 
within a range that meets the metabolic needs 
of the body for oxygen. Any activity that neces- 
sitates increased oxygen supply will result in 
more rapid and usually deeper respirations. It 
should be noted, however, that the rate and 
depth of respirations are to a certain extent 
under voluntary control. A person can take deep 
breaths or shallow breaths, or breathe more 
quickly or slowly, within the limitations im- 
posed by the body’s needs for oxygen. 


Procedure for Observing Respirations. It is im- 
portant to observe a person’s respirations unob- 
trusively. It is often done after taking the pulse, 
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while the nurse has her fingers on the wrist. If 
a person is aware that his respirations are being 
observed, he usually finds it difficult to maintain 
his normal breathing pattern. In assessing res- 
pirations, they are observed for rate, depth, 
rhythm, and character. One counts the rate, 
watches the chest movements, and listens for 
breath sounds. 

In calculating the respiratory rate, you count 
the respirations as you would the pulse, that is, 
count for 30 seconds and multiply by 2. If the 
respirations are irregular, they should always be 
counted for a full minute. Either the inspirations 
or the expirations are counted, but not both. 
Sometimes it is impossible to see a person’s 
chest movements or hear his breathing. By plac- 
ing a hand on the patient’s chest, you can often 
feel the movements of the chest and count these. 

The average normal respiratory rate for infants 
is 34 to 40 per minute; for children, 24 to 32 per 
minute at 2 years, slowing down gradually to 20 
to 26 at 10 years; in adults it is 14 to 20 per 
minute.” An abnormal increase in the respiratory 
rate is called tachypnea (polypnea), and an 
abnormal decrease is technically referred to as 
bradypnea. Normal breathing, which is effort- 
less, regular, and noiseless, is called eupnea. An 
absence of breathing is termed apnea. 

The depth of respirations refers to the amount 
of air inbaled and exhaled with each breath 
movement. It is observed by watching the chest 
movements. Normal respirations result in deep 
and even movements of the chest. In shallow 
respirations, the rise and fall of the chest and 
abdomen are minimal. If the respirations are 
shallow and rapid, the person is said to be short 
of breath. The term air hunger is frequently used 
to describe respirations that are abnormally deep 
and accompanied by an increased respiratory 
rate. 

The rhythm of respirations refers to the regu- 
larity of inspirations and expirations. Normal 
respirations follow one another evenly, with 
little variation in the length of the pauses be- 
tween inspiration and expiration. Symmetry re- 
fers to the synchronous movements of each side 
of the chest. You may observe asymmetrical 
breathing in some individuals. 

The character of respirations refers to digres- 
sions from normal, effortless breathing. Labored 
breathing, for example, involves active partici- 
pation of accessory inspiratory and expiratory 
muscles. In normal breathing the principal mus- 
cles concerned are the diaphragm and, to a lesser 
extent, the external and internal intercostal mus- 
cles. If, for any reason, respiration becomes dii- 
ficult, all the muscles attached to the thoracic 
cage are brought into play. These include the 
major ánd minor pectoral muscles, the ster2> 
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mastoid, the scalene, and the subclavius. Diffi- 
culty in breathing accompanied by whistling 
sounds is called wheezing. If bubbling sounds 
can be heard in air cells (alveoli) or bronchial 
tubes, the term rales is used, Another descriptive 
term that is commonly used for noisy breathing 
is stertorous respirations. 

Coughing is a means by which a person clears 
his respiratory tract of secretions and foreign 
material. A cough is almost always abnormal 
and should always be noted. The individual 
may tell you that the cough has come on sud- 
denly (acute cough) or that he has had it for a 
long time (chronic cough). By listening to the 
person cough, you can usually ascribe certain 
qualities. Common descriptive terms include 
hacking (frequent short cough), and paroxysmal 
(sudden, periodic attack of coughing). A cough 
may be termed dry or nonproductive if the 
individual does not bring up any sputum (secre- 
tions from the bronchi or lungs) with the cough. 
If the person does bring up sputum (the cough 
is productive), you will need to describe the 
appearance of these secretions since sputum 
varies in character. It may appear watery (thin 
and colorless), frothy (having the appearance of 
being light and aerated, containing bubbles), or 
viscous (containing a thick, tenacious mucoid 
exudate). Sputum may also be described accord- 
ing to color; it may be green, yellow, blood- 
tinged, or gray. Sometimes sputum has a dis- 
tinctive odor—it may have an offensive (foul) 
smell, for example, or sometimes a sweetish 


smell. In recording observations about sputum, 
you should also indicate the amount: scant 
(small amount), moderate, or copious (large 
amount)..Often a 24-hour specimen of sputum 
is collected to obtain a more accurate estimate 
of volume. 


Blood Pressure 


Blood pressure refers to the pressure of the 
blood within the arteries of the body. When the 
left ventricle of the heart contracts, blood is 
forced out into the aorta and travels through the 
large arteries to the smaller arteries, arterioles, 
and capillaries. The pulsations extend from the 
heart through the arteries and disappear in the 
arterioles. The systolic pressure is the arterial 
pressure at the height of the pulsations; it is 
normally 120 mm. of mercury in a young adult. 
The diastolic pressure is the arterial pressure at 
the lowest level of the pulsation, that is, during 
ventricular relaxation. It is normally 80 to 90 
mm. of mercury. The difference between the 
systolic and diastolic pressure is the pulse pres- 
sure, 

A number of variables affect the arterial blood 
pressure. It is dependent on the force of the 
ventricular contractions of the heart and on the 
amount of blood ejected from the heart with 
each ventricular contraction (cardiac output). 
The force of the contractions depends on the 
pumping action of the heart. The greater the 


The nurse checks Paul 
Jordan's blood pressure 
as she monitors his vita! 
signs. 


strength of the pumping action, the more blood 
is ejected with each contraction. 

The amount of cardiac output is also affected 
by the total volume of blood circulating in the 
body. A decrease in blood volume, such as 
occurs in hemorrhaging, will result in a lowered 
blood pressure. Changes in the elasticity of the 
muscular walls of the blood vessels also affect 
the blood pressure. Aging, for example, de- 
creases the elasticity of muscular tissue, and an 
older person's blood pressure is usually higher 
than a younger person's. Blood pressure is also 
affected by the viscosity (thickness) of the blood, 
which is dependent on the number of red blood 
cells and on the amount of plasma protein it 
contains. Viscosity may be altered by disturb- 
ances of fluid balance. Another factor which 
affects the blood pressure is the resistance of 
the peripheral vessels (peripheral resistance). 
Normally, the pressure in the large blood vessels 
is high, and the pressure in the smaller vessels 
(the arterioles and capillaries) is low. Blood, as 
any other liquid, tends to flow from areas of 


Standard blood pressure monitoring kit. 
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high pressure to areas of low pressure. Factors 
that decrease the lumen of the blood vessels 
affect the smaller vessels proportionately more 
than the larger ones, and increase the amount of 
pressure required to pump the blood through 
them. Any constriction of the vessels, e.g., as 
when deposits occur on the lining of the vessels, 
increases the peripheral resistance and, there- 
fore, the blood pressure. 

An individual's blood pressure varies from 
hour to hour and from day to day. It falls during 
sleep and may be strikingly elevated by strong 
emotions, such as fear and anger, and by exer- 
cise. When a person is lying down, his blood 
pressure is lower than when he is sitting or 
standing. Also, the pressure may differ in the 
two arms of the same patient. Therefore, before 
taking the blood pressure for a comparison 
value, the nurse should check {a} the time of 
day, (b) the arm used, and (c) the position the 
patient was in for previous readings. The upper 
limits of normal blood pressures [over the bra- 
chial artery) as determined by the American 
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Heart Association for individuals of different 
ages are as follows: 


Infants 90/60 mm. Hg 
3—6 years 110/70 
7—10 years 120/80 

11—15 years 130/80 

15-20 years 130/85 

20—40 years 140/90 

40-60 years 160/95 

60-75 years 170/95 

75 years and older 180/100 


An abnormal elevation of blood pressure is 
referred to as hypertension. Hypotension refers 
to abnormally low blood pressure. Hypertension 
has become so prevalent that the World Health 
Organization calls it “a widespread epidemic." 
In the United States, it is estimated that some 
23 million people have high blood pressure. 
With governments and health professional or- 
ganizations now engaged in a massive public 
and professional educational program to pro- 
mote early detection and treatment, it is impor- 
tant that the nurse gain proficiency in the skill 
of taking blood pressures accurately at an early 
stage in her career. 


Procedure for Taking the Blood Pressure. The 
equipment for taking the blood pressure usually 
includes a blood pressure cuff, a stethoscope, 
and a sphygmomanometer. The most common 
site used is the upper arm, although it is some- 
times necessary to take a blood pressure reading 
on the thigh. The cuffs come in various sizes to 
fit infants, children, and adults; sizes for the 
thigh as well as the arm are available. For best 
accuracy, the cuff should be approximately 20 
per cent wider than the diameter of the extremity 
on which it is being used. Thus, if you have a 
very obese patient, it may be necessary to use a 
thigh cuff rather than an adult arm size nme. 
Mercury, aneroid, and electronic sphygmoman- 
ometers are available commercially. The aneroid 
instruments are the smaller, more compact ones 
usually used in hospitals and other health agen- 
cies. Mercury sphygmomanometers, which are 
less compact, are frequently used in physicians' 
offices, where they are often mounted on the 
wall above an examining table. The electronic 
sphygmomanometers have a microphone and a 
transducer built into the cuíf; hence, one does 
not need to use a stethoscope to listen to the 
sound of the blood pulsating through the artery 
as one does with the other types of sphygmo- 
manometers. 

In taking the blood pressure, the cuff is 
wrapped smoothly and firmly around the pa- 


Blood pressure monitoring kit with dial indicator that 
can be mounted on a wall. 


tient's upper arm so that the lower border of the 
cuff is 2.5 cm. (1 in.) above the antecubital space. 
The disc of the stethoscope is placed over the 
site of the brachial pulse and the cuff is pumped 
to 30 mm. of mercury above the pressure at 
which the pulsation in the brachial artery dis- 
appears. (The pulsation disappears when no 
sounds can be heard through the stethoscope.) 
This means that the artery is collapsed by the 
pressure of the cuff and no blood is flowing 
through it. The pressure is then gradually re- 
leased and, when the blood slips through the 
artery, sounds are heard in the stethoscope. At 
the same time, the manometer is watched 
closely. The reading when the first sounds are 
heard is the systolic pressure. 

With the continual lowering of the pressure 
in the cuff, the sounds continue to be heard as 
the artery alternately collapses and fills. Even- 
tually the sounds diminish in intensity as the 
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Bectronic blood pressure kit with 
digital readout and pulse meter. 


artery no longer collapses; weakened beats are 
usually heard for a few seconds and then dis- 
appear altogether. The onset of muffling (point 
at which the sounds change) is used by many 
clinicians as the index of diastolic pressure, 
although some prefer to use the point at which 
the sounds disappear entirely. In some agencies, 
both points are recorded. 

It usually takes practice to learn to distinguish 
the systolic and diastolic points of pressure with 
ease and accuracy, and in some patients they 


The blood pressure cuff is 
wrapped evenly around the 
upper arm so that the lower 
edge is 2.5 cm. (1 Inch) 
above the antecubital space. 
The arm is positioned so that 
the cuff is at the level of the 
heart 


are very difficult to discern. Care should be 
taken, however, to avoid repumping the sphyg- 
momanometer repeatedly within a short space 
of time. 

In using an electronic sphygmomanometer, 
the cuff is inflated to the desired pressure (as is 
done with the mercury sphygmomanometer). 
Then, the pressure is released and the needle on 
the gauge allowed to fall. The appearance of a 
flashing light and a “bleeping” sound indicates 
the systolic pressure, its disappearance the dias- 
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tolic. The electronic instruments help to give a 
more accurate reading, since they eliminate the 
human error possible when one has to interpret 
sounds and coordinate hand and eye movements 
at the same time. They are very sensitive instru- 
ments, however, and should not be used with 
restless patients.? 


FUNCTIONAL ABILITIES 


Nutritional Status 


In assessing an individual's nutritional status, 
'the nurse may have information about his 
height, his usual weight, and his present weight 
from the nursing history. It is customary practice 
in most health agencies to take height and 
weight measurements on all newly admitted 
patients, and this is usually a nursing responsi- 
bility. Many agencies use a combination height 
and weight measuring scale. The patient is asked 
to remove his shoes and to stand on the scales. 
It is a good hygienic measure to use a fresh 
paper towel on the scales for each patient. The 
nurse usually measures the person's height first 
(with his back to the measuring scale), and then 
his weight. If the patient is too ill, the height 
and weight measurements might not be taken 
on admission. A portable set of scales that can 
be wheeled to the bedside is used if it is impor- 
tant to monitor the weight of a patient confined 
to bed. An individual's height and weight may 
be compared with the average for his age, sex, 
and type of body frame to aid in assessment of 
his nutritional status. Tables showing desirable 
weights for individuals of different ages are 
included in Chapter 14. 

In addition to noting the patient's height and 
weight, the nurse also observes his general ap- 
pearance—does he look obese, plump, average 
in build, thin, or emaciated? She should also be 
aware of the individual's usual eating habits. 
Does he usually have a small, average, or big 
appetite? The nursé should also know about 
special diets he has been following as well as 
any dietary restrictions he observes for cultural 
or religious reasons or because of allergies. Ob- 
servations can be made regarding the individu- 
al's present response to food and eating. Nor- 
mally people enjoy food, although they do not 
always eat enough of the proper nutriefits. Ab- 
normalities that should be noted in the person's 
ability to eat or in his response to food include: 
nausea (a queasy feeling in the stomach); ano- 
rexia (loss of appetite); refusal to eat; difficulty 
in swallowing; distention (enlargement of the 
abdomen due to internal pressure of gas or 
liquid); or distorted tastes. The nurse should 


also note if the patient has any difficulty in 
swallowing (dysphagia). The nurse notes the 
amount of food or fluids that the individual 
takes. If he takes only small amounts of food or 
fluids, this too should be noted. 


Elimination Status 


Constant data collected about an individual's 
elimination status are usually included in the 
nursing history (see page 121). In assessing the 
individual's current elimination status, the 
nurse makes observations about the following: 


Emesis. Emesis is the vomiting of contents of 
the gastrointestinal tract through the mouth. 
Vomiting is always an abnormal condition. The 
nurse should make observations about the 
amount (it should be measured or approxi- 
mated) and the contents of the emesis. Common 
terms used to describe the latter include: bloody 
(containing red blood); liquid (primarily liquid 
in consistency); undigested food (recognizable 
particles of food); and bile (a thick, viscid fluid 
varying in color from yellow to brown or green, 
and having a bitter taste). 


Bowel Status. Significant observations about 
current bowel status include the date and time 
of the individual's last bowel movement, the 
color of the stools, and the frequency of bowel 
movements. Normal stool is brown, soft, and 
formed. Abnormal findings should be noted, 
such as clay-colored stools; tarry stools (black 
or blackish-brown viscous semi-liquid or liquid 
stools). Common problems with bowel function- 
ing that the individual may report are diarrhea 
(frequent bowel movements; stools of more or 
less fluid consistency); constipation (infrequent 
passage of feces or difficult defecation; stools 
are unduly hard and dry); and flatulence (gas in 
the digestive tract). When the individual is un- 
able to control the movement of his bowels, he 
is said to have involuntary bowel movements 
(incontinence). The term impacted bowel refers 
to a condition in which there is an accumulation 
of feces in the rectum pressed firmly together so 
as to be immovable. 


Urinary Status. Normal urine is clear and 
straw colored. Observations should include its 
color, clarity, and amount. Common terms used 
to describe abnormalities are: cloudy, dark or- 
ange, pink, red, frothy, or containing sediment. 
Common problems in urinary functioning that 
the individual may report include: frequency 
(urinating at short intervals); urgency (the need 
to void suddenly, with an inability to retain. 


urine without acute distress); burning (a scald- 
ing sensation on voiding); dribbling (an inter- 
mittent flow of urine). A person is said to be 
incontinent of urine when he is unable to control 
urination. 


Sensory Perception 


The.abilities to see, to hear, to feel, to taste, 
and to smell are vitally important in coping with 
the daily activities of living. In making obser- 
vations relating to an individual's sensory per- 
ception, the nurse is concerned with the integ- 
rity of the anatomical structures needed for 
functioning in these areas: the eyes, the ears, the 
nose, the mouth and throat, and the skin, as 
well as their disturbances in functioning per se. 
Deviations from the individual's normal abili- 
ties, as indicated in the constant data collected 
about that person, should be noted in all sensory 
areas. 


Vision. In assessing current visual status, the 
nurse makes observations about the condition of 
the eyes, the eyelids, and the pupils, as well as 
asking the person about visual disturbances he 
may be experiencing. When observing the indi- 
vidual's eyes, the nurse should look first at the 
condition of the eyelids. They may be reddened 
and look irritated, or they may appear swollen 
(puffy enlargement). The individual may com- 
plain of itching or burning of the eyes or lids; 
frequent rubbing of the eyes is often indicative 
of this feeling. The nurse should also look for 
tearing or exudate from the eyes. In addition. 
she should ask the individual if he has any 
visual disturbances such as blurring [seeing ob- 
jects as vague or lacking in outline), or diplopia 
(double vision, seeing two objects when there is 
only one). In noting comments about the eyes 
the nurse should record which eye is affected — 
right, left, or both. 

The nurse also observes the pupils of the eves. 
The average normal pupil is 4 to 5 mm, in 
diameter. If the pupils are excessively large, they 
are said to be dilated; very small pupils are 
termed pinpoint. It is often important also to 
observe the reaction of the pupils to light. Nor- 
mally an individual's pupils contract when ex- 
posed to a strong light. A flashing light directed 
at the eyes is used to observe this reaction. The 
nurse should note if both pupils react at the 
same time [consensually], as well as watch the 
separate reactions 


Hearing. The average individual can hear a 
normal conversation from a distafice of approx- 
imately 15 feet. Hearing is one of the senses that 
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become less acute as one grows older. Men lose 
the ability to hear high sounds first (women's 
voices, for example), whereas women find the 
low tones more difficult to hear as they grow 
older. Long-standing deficits in hearing are in- 
cluded in the constant data collected about an 
individual. 

The nurse observes the condition of the ears. 
Normally, these are clean and free from dis-: 
charge. Abnormalities that should be noted in- 
clude the presence of cerumen (earwax), a sticky 
substance, usually brownish in color, and any 
discharge coming from the ear. These may be 
described as watery secretions, purulent (yel- 
lowish], er bloody (usually red in color). The 
amount of discharge should be noted as scant, 
moderate, or copious. The nurse always records 
which ear is affected (right, left, or both]. 

The nurse also asks if the individual has 
noticed anv disturbances in hearing, such as a 
buzzing or ringing in the ears (linnifus), or any 
dizziness or loss of balance. 


Smell. The nose is not only instrumental in 
the ability te smell, but it is also an important 
part of & person's respiratory apparatus. Com- 
mon abnormalities include nasal discharge (se- 
cretions from the nose), or bleeding (nosebleed). 
Disturbemees in the sense of smell, such as an 
absence of this sense, or distorted odors (odors 
usually considered agreeable are unpleasant, 
and vice versa), should also be noted. 


Taste. The condition of a persan's mouth and 
throat is important not only to his sense of taste 


The nurse observes the condition of the patient's mouth 
and throat in her clinical appraisal. 
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but also to his ability to take food and fluids, 
thereby affecting his nutritional status. Pertinent 
observations include noting if the mouth looks 
dry. A dry mouth is evidenced by a lack of 
saliva, and often one can see fine cracks in the 
surface of the lips or mucous membrane lining 
of the oral cavity. A mouth that is not clean has 
a collection of mucus and food particles around 
the teeth and gums or adhering to the mucous 
membranes. Sometimes the oral cavity appears 
red and inflamed. Any bleeding in the mouth 
should be noted; it usually occurs in the gums 
around the teeth. 

The nurse also observes the condition of the 
tongue. The term coated tongue is used to de- 
scribe the presence of a thick, furry covering, 
which may be variously colored. The mouth 
may also have a foul odor. Another abnormality 
to look for is lesions in the mouth, such as sores 
or fever blisters. The nurse notes whether the 
individual's teeth are in good condition. Dental 
caries (decayed teeth) may be observed. If the 
individual wears dentures, the nurse should 
note this fact and also their condition. A person 
without teeth is said to be edentulous. 

Disturbances in taste that the individual may 
describe include a .bad taste in the mouth, ‘an 
absence of taste, or distorted taste (misinterpre- 
tation of tastes). Or he may report that he has 
an increased acuteness of this sense or, con- 
versely, decreased ability to distinguish tastes. 
When looking at the mouth, the nurse should 
observe the throat; it may appear reddened or 
swollen, and the individual may complain of a 
sore throat. 


Touch and Feeling. Touch and feeling are sub- 
jective experiences, and the nurse must rely on 
the individual's observations regarding devia- 
tions from the normal in this sensory area. Dis- 
turbances in feeling, such as numbness, prick- 
ling, or tingling, are most commonly noted in 
the extremities or in the facial area. Sometimes 
there is a heightened sensitivity to touch (pres- 
sure), heat, or cold, or, conversely, a decreased 
sensitivity. 


The Skin and Its Appendages. The intact skin 
provides a protective covering for the body. 
Normal, healthy skin is clear (free from blem- 
ishes), intact (unbroken), warm to the touch, and 
has a-characteristic color, depending on the 
person's ethnic background and inherited com- 
plexion tones. Although each individual's skin 
coloring varies to a certain extent, the nurse may 
observe common abnormalities such as flushing 
(redness of the skin, particularly noticeable in 
the face and neck), pallor (lack of color), cy- 


anosis (bluish or grayish cast to the skin, partic- 
ularly noticeable in the lips, earlobes, anc 
nailbeds), and jaundice (yellow color of the skin 
or whites of the eyes). 

The nurse should also look for blemishes anc 
breaks in the skin. Common blemishes include 
rashes (eruption of the skin, usually reddish ir 
color); bruises (superficial discolorations due tc 
hemorrhage into the tissues from ruptured ves- 
sels); reddened areas (diffuse red discoloration;: 
weeping areas (oozing a watery secretion); dry. 
itching areas (rough and scaly skin which the 
individual has a desire to scratch); and mottlec 
areas (marked with blotches of different shades 
of color). Scabs (crust of a sore, wound, ulcer. 
or pustule) and lesions (open areas or breaks in 
the skin surface) should be noted, as well as 
scars on the body or incisions from surgical 
operations. The presence of lumps under the 
skin (abnormal masses that perform no physio- 
logical function) should also be observed. Both 
the location (specific area of the body on which 
the blemish or lesion appears) and its size 
should be recorded. 

Other observations that the nurse may make 
about the skin are the presence of excessive 
perspiration, which may be seen on the fore- 
head, upper lip, palms of the hands and/or soles 
of the feet, in the axillary area, or covering the 
entire body. If the entire body is bathed with 
perspiration, the term diaphoresis is used. The 
nurse may also notice abnormalities in the tem- 
perature of the skin. For example, it may feel 
hot (abnormally warm) or cold (abnormally cool) 
to the touch. 


Motor Status 


A normal individual can sit, stand, walk, and 
perform a great number of movements, provided 
that the bones and muscles, circulation, and 
nerve supply are intact. Limitations in mobility 
due to chronic health problems, as, for example, 
paralysis, weakness, or difficulty in movement 
of one or more limbs (or parts of limbs), should 
be included in the constant data collected about 
the individual. Nursing observations to gather 
variable data pertaining to present motor status 
usually focus on the integrity and functioning 
ability of the extremities. Abnormalities to 
which the nurse should be alert in the extremi- 
ties include disturbances in circulation or sen- 
sory perception, limitation of movement, and 
abnormal muscular movements. 

An important observation which the nurse 
should make relative to circulation is the pres- 
ence or absence of distal (peripheral) pulses— 
that is, whether a pulse can or cannot be ob- 


tained by compressing the arteries at the points 
farthest from the heart in any of the extremities 
(see page 146). Other pertinent observations in- 
clude the presence of swelling (abnormal local- 
ized enlargement) or edema (an excessive 
amount of tissue fluid) in any part or all of an 
extremity. Sensory disturbances that the indi- 
vidual may tell the nurse about include pares- 
thesia, that is, an abnormal sensation without 
objective cause, such as numbness, prickling, or 
tingling, or a heightened sensitivity (to pressure, 
heat, or cold) in any part, or all of one or more 
limbs. 

The nurse should also observe the limbs for 
deficiencies in range of motion of a part or of 
the whole extremity (see Chapter 23, pp. 493- 
496). Weakness (that is, a lack of strength in any 
area) should be noted, especially a marked de- 
crease in the ability to grasp an object (weak 
hand grip). 

Abnormal muscular movements include: con- 
tractures, a permanent contracture of a muscle 
due to spasm or paralysis; tremors, a quivering 
or involuntary convulsive muscular contraction; 
and muscle spasms, involuntary convulsive 
muscular contractions. Missing limbs, or parts 
of a limb, absent as a result of a birth defect, 
trauma, or surgery, should be noted if not al- 
ready reported in the constant data. 

The nurse includes observations relating to 
the individual's response to activity. Some corn- 
mon terms that people use to describe abnormal 
responses to activity are: feelings of dizziness, a 
whirling sensation in the head that gives the 
affected person a tendency to fall; faintness, a 
feeling of weakness; fatigue, a feeling of tired- 
ness or weariness; and shortness of breath, slow, 
rapid respirations on exertion. It should be noted 
that these observations are predominantly sub- 
jective. The nurse must ask the individual if he 
has noticed any of these symptoms in response 
to normal activities, such as walking, climbing 
stairs, and the like. 

The individual's mobility should also be de- 
termined. Aids to mobility required at the pres- 
ent time, such as crutches, a cane, a walker, a 
wheelchair, or persons to assist the individual, 
are noted. If restrictions have been placed on 
his activities because of a current illness (such 
as bed rest or bathroom privileges only), these 
are included also. 


State of Rest and Comfort 
The: individual's usual patterns of rest and 


sleep are noted in the constant data collected 
about him. Problems that the person is currently 
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experiencing should be noted in the variable 
data, e.g., insomnia or excessive drowsiness. The 
nurse notes the presence of any pain, since it is 
one of the most common causes of disturbances 
in rest and sleep. Pain is, of course, a subjective 
experience, and the nurse must rely on the 
patient's observations of the pain he feels. She 
records the exact location of the pain, if the 
patient is able to tell her, and also its nature. 
People use a variety of expressions to describe 
pain that they are experiencing. Common terms 
which the individual may use include; sharp, 
(acute or cutting); aching (dull, generalized, per- 
sistent); cramp-like (severe paroxysmal type); 
throbbing (pulsating); constant (continuous, un- 
changing); intermittent (coming and going at 
intervals). The nurse also notes whether the pain 
reacts to therapy—whether the severity or inten- 
sity of the pain is, or is not, appreciably alle- 
viated by the ministrations of the nurse or by 
the medication or treatment specified. 


Reproductive Status 


Age, sex, and marital status are vital statistics 
about the individual that are noted in the con- 
stant data. Other information about reproductive 
status that is collected in the nursing or medical 
history of a female patient includes data about 
usual menstrual pattern, and, if applicable, the 
age of menopause and of menarche, the number 
of pregnancies and of live births, the number 
and ages of children, and information about 
contraceptive methods used. 

Variable data about an individual’s reproduc- 
tive status include the data of last menstrual 
period (if female) and the presence of any dis- 
charge from the genitals (both sexes). If the 
patient reports, or the nurse observes, discharges 
from the vagina or penis, it is important to note 
the color and amount of the discharge. Common 
types of discharge include bloody, white, or 
yellow discharges. An intermittent bloody dis- 
charge is termed “spotting.” If a discharge has a 


` foul odor, this also should be noted. 


Mental Stutus 


Normally, during his waking hours, a person 
is alert and responsive. In appraising the mental 
status of an individual, the nurse should observe 
his movements. If he is slow or sluggish in 
moving, or appears to suffer from abnormal 
drowsiness, he is said to be lethargic. If he 
appears bewildered and perplexed, ando: 
makes inappropriate answers to questions. the 
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term confused is commonly used to describe his 
mental state., The disoriented individual per- 
ceives himself and/or his environment incor- 
rectly in relation to time, place or person. He 
may not know who he is (or recognize familiar 
people), where he is, or what day it is. A person 
is said to be inattentive when he is unable to 
focus his mind on an idea or on some aspect of 
his surroundings or on reality. The term forgetful 
is used when a person has a temporary loss of 
memory, e.g., he cannot remember what you 
asked him a few minutes ago, or whether he has 
eaten lunch. When the individual makes no 
response to sensory stimulation, meaning that 
he does not answer or obey simple commands 
such as, “Please raise your hand," or he does 
not turn his head away from a bright light or 
react to touch, he is said to be unresponsive. 


Emotional Status 


People are not happy all the time. Most people 
experience a range of emotions in their day-to- 
day lives. These emotions are communicated to 
other people both by what the individual says 
and by his actions. In assessing an individual's 
emotional status, the nurse needs to identify 
both the individual's feelings as he expresses 
them in words and his observable behavior. 
These feelings include: depression (a feeling of 
sadness or melancholy); nervousness (easily ex- 
cited, irritated, jumpy, uneasy, or disturbed); 
anger (strong feelings of displeasure or antago- 
nism); and fear (unpleasant emotion caused by 
anticipation or awareness). The person may say 
that he wants to die. He may have feelings of 
anxiety concerning possible ill effects from his 
present state of health, or from surgery. 

Some common types of observable behavior 
include: restless (continually moving the body 
or parts of the body); crying (weeping or la- 
menting); withdrawn (socially detached and un- 
responsive); underactive (not moving about as 

uch as is desirable); combative (physically 

‘iking or attempting to strike others); abusive 

arshly attacking others verbally); and noisy 

alking loudly, shouting, or banging objects). 


Social Status 


People normally are gregarious; they enjoy the 
company of other people. The ability to make 
contact and to exchange communication with 
other members of the human race not only 
makes life more interesting and enjoyable, but 
is essential to daily living. People convey mes- 


sages to other people by speaking, by writing, 
and through their behavior. Deviations from the 
normal in regard to an individual's social status 
may be observed through his speech, writing, 
and behavior. 


Verbal Communication. Normally a person 
has the ability to carry on a conversation with 
another person and to respond to questions in 
such a way that his meaning is clear. This, of 
course, assumes that there are no language prob- 
lems. Two common abnormalities of speech that 
the nurse can identify by listening to a person 
talking are stuttering (stumbling and spasmodic 
repetition of the same syllable), and slurring 
(sliding or slipping over word sounds that would 
normally be heard). A person who is unable to 
make his meaning clear (provided everyone is 
speaking the same language) is said to be inco- 
herent. When an individual who previously was 
able to speak normally is unable to speak at all, 
the term aphasia (or aphasic) is used. Dysphasia 
is a general term used to refer to difficulties in 
speaking. 

In observing an individual's speech, the nurse 
should note his willingness to communicate. He 
may, for example, be reticent (inclined to be 
silent and uncommunicative); evasive (avoids 
answering people directly); or verbose (ex- 
tremely talkative). If the individual is unable to 
write, this fact should be noted. 


Social Response. People respond to other peo- 
ple in an infinite variety of ways. Behavior that 
is normal for one individual may be abnormal 
for another. If the individual is ill, however, the 
nurse should note his response to the presence 
of others. 

It is important to note, for example, “if the 
individual wants to be alone (to have minimal 
or no contact with anyone) or does not want to 
be left alone, but desires or needs constant 
companionship. The nurse should also record 
her observations if the patient becomes upset by 
contact with his family, friends, staff, visitors, 
or roommates. 


EXAMINATIONS AND DIAGNOSTIC 
TESTS 


In her assessment, preparatory to developing 
a plan of care for a particular patient, the nurse 
makes use of data collected by. other members 
of the health team. A comprehensive health 
assessment today usually includes a large num- 
ber of tests and examinations requiring the tal- 
ents of many different types of health workers. 


The first step in the assessment is usually a 
complete physical examination, performed by a 
physician or by a nurse practitioner. In conjunc- 
tion with the examination, laboratory tests are 
usually ordered, and x-rays and other special 
examinations may be scheduled. The gamut of 
specialized tests and procedures used in the 
detection of illness today includes not only the 
standard x-ray with which most of us are famil- 
iar but also its sophisticated offspring, the CAT 
scan, as well as the ultrasonic scan, nuclear 
medicine studies, electrodiagnostic studies, 
thermography, cardiopulmonary laboratory ex- 
aminations, and tissue biopsies. The neuropsy- 
chiatric field also has a number of specialized 
tests to help in assessing an individual's mental 
status. 

Examinations and diagnostic tests create a 
good ideal of anxiety in most people. Of primary 
importance to anyone undergoing them is what 
the results will mean in terms of prognosis 
(medical opinion of the final outcome of a health 
problem) and treatment. Some of the questions 
that run through a person's mind are: Will the 
results indicate that I have an incurable disease? 
Will I be a cripple? Do I have to have surgery? 
These questions often preoccupy a person even 
if he is just going to have a routine chest x-ray 
or blood test. People also want to know the 
reasons for the tests, and when they will be able 
to have the results. 

Under present rules of ethical practice, the 
nurse does not give the patient the results of 
examinations or tests. This is the responsibility 
of the attending physician. The nurse can, how- 
ever, provide the patient with emotional support 
before, during, and after many procedures. She 
provides this support by confirming and ex- 
plaining what the physician has said about the 
“whys” of the test or examination and by giving 
the patient information he feels he needs. She 
explains how the procedure is to be carried out, 
in terms the patient can understand, and an- 
swers his questions to the best of her ability. 
The patient often feels a need to help in the 
procedure, and the nurse can assist him by 
explaining what he can do before, during, and 
after the test to facilitate the examination. She 
can also communicate to the patient her under- 
standing of his anxiety and his need !o have 
confidence in the measures that are being taken 
for his care. If she feels that the patient does not 
understand what is being done, she has an 
important responsibility as a patient advocate to 
communicate this to the physician. The nurse 
also has an important coordinating function in 
regard to diagnostic tests and examinations. She 
assists in the scheduling of many of these, car- 
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The nurse participates In carrying out many of the tests 
and examinations used In the detection of Illness. 


ries out some herself, and assists other members 
of the health team in carrying out many others. 


The Physical Examination 


The nurse is very often asked to assist the 
physician, or a nurse practitioner, in carrying 
out the physical examination of & patient. A 
complete examination usually consists of & 
health history, the examination itself, and spe- 
cial tests. The health history includes both the 
personal and medical history of the patient. The 
examiner will want to know about the patient's 
present problems as well as previous illnesses. 
Information is also gathered about the familv 
history, since many diseases tend to recur in 
families, and some are inherited. The personal 
history usually includes the patient's social, 
religious, educational, and economic bac'- 
grounds, as well as his feelings of achieveme"t 
and frustration. Habits of nutrition, sleeping 
patterns, bowe! habits, and, for women, the 
menstrual history are usually included. Also 
noted are lifestyle patterns, such as smoking and 
drinka habits, regularity of exercise, and the 
ike. 

The physical examination generally proceeds 
from the head to the feet of the patient, with the 
findings being described in some detail. The 
examiner usually requires the following equip- 
ment; a scale with a height measuring rod. to 
take height and weight measurements; a clinica: 
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thermometer, stethoscope, blood pressure cuff, 
and sphygmomanometer, to assess vital signs; 
an otoscope for examining the ears and the nose; 
a tuning fork to assess hearing; an ophthalmo- 
scope for examining the eyes; and an eye chart 
(e.g., Snellen chart) to assess vision; tongue 
blades, a laryngeal mirror, and a head mirror to 
examine the mouth and throat; a percussion 
hammer to test reflexes; a tape measure to meas- 
ure such things as the circumference of a baby’s 
head; and a vaginal speculum, if an internal 
examination is to be performed on a female 
patient. Usually these instruments are kept in 
the examining room in an ambulatory care set- 
ting, such as a physician’s office or a clinic, or 
in the nursing unit of an inpatient facility. In 
addition to the instruments, the examiner will 
need supplies such as cotton balls and cotton 
applicators, lubricant, rubber gloves (sterile or 
clean), and containers or slides for specimens. 

The responsibilities of the nurse who is as- 
sisting usually involve gathering the necessary 
equipment and supplies, preparing the examin- 
ing room or patient’s unit, and helping both the 
examiner and the patient with the physical ex- 
amination. Most patients need some explanation 
about the examination—what is to be done and 
why. The patient will need to remove most or 
all of his clothing, and may need help in putting 
on the gown provided; the gown may be re- 
moved during parts of the examination. It is 
important to ensure the patient’s privacy and 
also to make sure that he is not cold. If the 
patient lies on a bed for the examination, a light 
blanket may be put over him. 

The nurse does not always stay throughout 
the entire physical examination, although many 
agencies today, and also many physicians, re- 
quest that a female nurse be present during the 
examination if the patient is female and the 
examiner male. The reason for this is twofold: 
it contributes to the psychological comfort of 
the patient and also provides legal protection 
for the examiner. The nurse should also consider 
the patient’s age, mental alertness, balance, and 
cooperativeness in judging whether she needs 
to stay with the patient throughout the exami- 
nation. 

The physical examination usually includes 
the taking of vital signs, observation of the gen- 
eral physical and emotional status of the patient, 
and a general inspection of posture, skin, head, 
eyes, ears, nose, mouth, throat, neck (including 
the thyroid gland and lymph nodes), chest and 
lungs, heart, breasts, abdomen, genitalia, extrem- 
ities, back and spine, nervous system, and rec- 
tum. 

During the examination the nurse is usually 


responsible for draping the patient as appropri- 
ate for comfort and modesty, and helping him. 
as needed, to assume the best position to facili- 
tate the examination. 

If the patient is ambulatory, a general inspec- 
tion is often done with the patient standing; that 
is, one assesses posture and general appearance 
and notices abnormalities. Alternatively, it is 
done with the patient lying on his back (supine 
position). Most examiners prefer to have the 
patient sitting up for examination of the head 
and neck and the chest and lungs (back and 
front). The supine position is the usual choice 
for examination of the breasts, heart, and abdo- 
men. The examiner may also look at the extrem- 
ities when the patient is lying down but will 
often want to do a further examination with the 
patient sitting and, also, standing. For exami- 
nation of the rectum, a male patient may be 
asked to bend over the examining table. For a 
bed patient, or a female patient, Sims's position 
or a knee-chest position may be used. Sims's 
position is also known as the semi-prone or 
three-quarter prone position. It is a position that 
is frequently used for people who are uncon- 
scious and is described in detail in Chapter 20. 

In the knee-chest position, the patient kneels 
with the buttocks upward. It is important that 
the patient who assumes this position be ade- 
quately draped. Many health agencies have spe- 
cial rectal drapes that completely cover the but- 
tocks of a patient except for a circular cutout 
over the anus. The patient will generally need 
additional covering for his shoulders and a pil- 
low for his head. 

If the health agency does not have special 
drapes, the nurse can improvise with a cotton 
drawsheet. The drawsheet is placed across the 
patient so that the lower edge just covers the 
buttocks. The corners are tucked around the 
medial aspect of the patient's thighs. By raising 
the fold of the sheet, the anal area is exposed. 

During this procedure, the examiner needs a 
rectal glove, lubricant, and kidney basin. He (or 
she) inserts his lubricated gloved finger into the 
patient’s rectum, palpating for abnormalities 
such as hemorrhoids and fissures. 

The lithotomy position is used chiefly for 
examinations and operations involving the re- 
productive and urinary tracts for both sexes. In 
this position the patient lies on his back with a 
small pillow for his head. His hips are flexed 
and slightly abducted and his knees are also 
flexed. The patient needs support for his feet if 
he is to maintain this position for more than a 
few minutes. The stirrups provide a means for 
supporting the feet. 

Because this position is also embarrassing for 
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Various positions used in examination or treatment. From Dorlamd's lllliustrated Medical Dictionary. 26th ed. 


Philadelphia, W. B. Saunders Company, 1981. 


most patients, it is important that adequate 
drapes be provided. One way of draping the 
patient is to place a drawsheet across the patient 
so that the lower border is 10 cm. (4 in.) below 
the symphysis pubis. Then each of the lower 
corners of the drawsheet are brought to the 
medial aspect of the patient's thighs and tucked 
around the patient's legs. When the upper fold 
of the drawsheet is lifted the patient's perineum 
is exposed. The nurse should also provide the 
patient with a covering for the upper part of the 
body. Another method is to place a bath blanket 
diagonally over the patient. The opposite cor- 
ners (at each side of the patient) are wrapped 
zround the legs and anchored at the feet. The 
i»wer corner can be drawn back and tucked 
zzder the top layer of the bath blanket to expose 
e perineum. 

For a vaginal examination the examiner re- 
zcires rubber gloves, lubricant, a vaginal spec- 
zm. a kidney basin, and a good light. This 
squipment is sterilized after use in order to 
zeevent the transmission of infection. The phy- 


sician may also want a tongue blade and a 
microscopic slide in order to take a sample of 
the cervical secretions, which are then sent to 
the laboratory for examination for abnormal 


cells. This is called a Papanicolaou smear. 


Laboratory Tests 


In conjunction with a physical examination, 
various laboratory tests are usually ordered. 
These generally include blood tests and a uri- 
nalysis in the initial assessment of an individu- 
al's health status, or a periodic health checkup. 
In the blood work, the tests commonly ordered 
include white blood cell count (WBC) and dif- 
ferential, hematocrit (Hct); a red blood cell mor- 
phology and platelet examination, and a hemo- 
globin estimate. In many places where 
laboratory data systems are computerized, it is 
now common practice to order a battery of tests, 
instead of ordering them singly. One such bat- 
tery, the SMA-12, includes 12 separate analyses 
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on one sample of blood and provides an assess- 
ment of nutritional status, liver and kidney func- 
tion, tissue injury, and parathyroid function. In 
a routine urinalysis, the urine is tested for pH, 
specific gravity, albumin, and sugar, and a mi- 
croscopic examination is done (see Chapter 15). 
If abnormalities are found in the blood tests or 
urinalysis, further laboratory investigation or 
other special tests are undertaken. 

Frequently, the nurse is responsible for col- 
lecting specimens from patients. These may in- 
clude specimens of blood, urine, sputum, and 
drainage from wounds. For these tests, patients 
usually need explanations as to what they can 
do to help. Most patients like to be able to assist, 
and often the success of a test is dependent upon 
the patient’s willingness to provide a specimen 
or perform some activity at a particular time. 

When the nurse collects specimens, her func- 
tions include: 


1. Explaining the procedure to the patient and 
gaining his cooperation 

2. Collecting the right amount of specimen at 
the correct time 

3. Placing the specimen in the correct con- 
tainer 

4. Labeling the container accurately (this usu- 
ally includes the patient's full name and regis- 
tration number, the date, the physician's name, 
and if in a hospital, the number of the nursing 
unit) 

5. Completing the laboratory requisition (this 
specifies what tests are to be carried out and 
gives pertinent data about the patient) 

6. Recording anything unusual about the ap- 
pearance of the specimen 


Various specimens are sent for microbiologi- 
cal examination in the laboratory. Specimens of 
a patient's secretions, excretions, and any exu- 
dates are frequently examined in order to isolate 
and identify an infecting organism. A secretion 
's a product produced by a gland (for example, 
‘bile); an excretion is a substance excreted or 
discharged by the body (for example, urine). An 
exudate is an inflammatory fluid, such as pus, 
that is discharged from an infected area of the 
body. 

For most specimens, a sterile container is 
required, and precautions must be taken to avoid 
contaminating the specimen with organisms in 
the environment. A smear or culture may be 
needed. If a specimen is required for a smear, 
clean (preferably new) slides and a sterile, cot- 
ton-tipped applicator are needed. The specimen 
is gathered with the applicator, which is rolled 


over the center of the slide. The smear is covered 
with another glass slide. The slides are appro- 
priately labeled and sent to the laboratory. 

For cultures, the specimen is placed in a 
sterile container. Urine, blood, ascitic fluid, and 
the like are usually put in sterile test tubes. For 
cultures of specimens of wound discharge, many 
agencies furnish sterile test tubes that are 
equipped with sterile applicators suspended 
from the cork that seals the tube. When the cork 
is removed the applicator is removed with it. 
The applicator tip is touched to the area of 
discharge and then returned carefully to the 
sterile container. 

Sputum specimens are collected in wide- 
necked sterile containers or on Petri dishes. 
Sputum is collected early in the morning, when 
the patient is most able to cough up sputum 
from his lungs. 

When stools are sent for culture, it is seldom 
necessary to send the entire specimen. Normally 
a sterile applicator dipped in the feces is suffi- 
cient. If the feces are to be examined for amebae. 
the specimen is sent to the laboratory while it 
is warm and it is exarnined within 30 minutes 
after it is obtained. Only a small quantity (ap- 
proximately 3 ml.) of feces is needed for this 
examination. 

It may be necessary to test a culture for differ- 
entiation and sensitivity. Differentiation is ac- 
complished by means of Gram's stain, which 
divides bacteria into two classes: gram-negative 
organisms stain red; gram-positive organisms 
stain purple. Sensitivity refers to the effect of 
specific antibiotics upon bacteria. The organisms 
are streaked on nutrient plates, various antibiot- 
ics are then added to the plates, and the plates 
are placed in an incubator. The areas where the 
growth of the bacteria is inhibited indicate the 
particular antibiotics to which the bacteria are 
sensitive. 


X-rays 


Radiation is a highly publicized and emotion- 
ally charged word these days, and many people 
are afraid that having any kind of an x-ray will 
harm them. Excessive radiation is most certainly 
dangerous, and special precautions are taken to 
ensure that people who work in x-ray depart- 
ments or in places where radiation therapy is 
used (such as in a cancer clinic) are not being 
exposed to excessive amounts. You may have 
noticed the monitors that workers in the x-ray 
department wear on their uniforms. These mon- 
itors, which look something like metal pencils, 
are carefully checked on'à.regular basis to make 


sure that the worker has not had a dangerous 
level of radiation exposure. The amount a person 
receives during diagnostic tests, however, is 
minimal. A person does not receive enough 
radiation to destroy tissue unless this is being 
done therapeutically, as, for example, for treat- 
ment of a tumor. 

X-rays today are used in diagnosis and therapy 
on virtually every system of the body. In diag- 
nosis, their purpose is to assist in the visuali- 
zation of internal structures of the body, so that 
pictures of these structures can be put on film. 
X-rays, which are also called roentgen rays, are 
electromagnetic radiations, or energy waves, of 
short wave length. 

When x-rays are passed through the body, 
denser structures, such as bone tissue, absorb 
more of the rays and, hence, register heavier 
shadows on the photographic film. Less dense 
structures, such as soft organs (like the stomach), 
permit the rays to pass through them more 
easily. These structures register lighter shadows 
on the film. It is the contrast between light and 
dark shadows (because of the differing density 
of tissues and, hence, the differing amount of 
rays they absorb) that enables the person reading 
the x-ray to find abnormalities. 

In order to visualize softer structures within 
the body, such as the gastrointestinal tract, a 
substance (called a contrast medium) is often 
used to make the structures radiopaque so that 
they will show on photographic film. The con- 


An x-ray showing barium sulfate filling the stomach and 
the first portion of the small bowel. 
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trast media usually used are either metallic salts 
or gases. Barium sulfate, for exampie, is the 
contrast medium used for the gastrointestinal 
tract. If the upper part of the tract (the esopha- 
gus, stomach, and duodenum) is to be visual- 
ized, the patient drinks the barium solution; to 
allow visualization of the lower part (colon and 
rectum), the barium is given as an enema. For 
x-rays of the ventricles of the brain, oxygen is 
injected into the spinal canal. Organic soluble 
iodides are used to visualize the gallbladder, 
urinary tract, and blood vessels. 

The ordinary diagnostic x-ray is like a still 
photograph and provides a permanent record. 
Sometimes, however, it is desirable to observe 
body organs or systems in motion, as for exam- 
ple, the filling and emptying of the stomach. 
Then, fluoroscopy is used. In this procedure, x- 
rays are pessed through the body and images of 
the moving internal structures are projected onto 
a fluorescent screen. Again, a contrast medium 
may be used to aid in the assessment. 

The CAT scan {also known as CT and as CAT) 
is another form of x-ray. The initials stand for 
computerized axial tomography. In this proce- 
dure, x-rsvs are passed through the body in the 
region of the structure to be "scanned." A 180° 
sweep of the structure, at 3 or 4 different planes, 
is used. The x-rays are fed into a computer, 
which records the "absorption potential" of dif- 
ferent tissues at varying planes within the struc- 
ture. The eeputer prints out a Visual represen- 
tation of these Photographs are also taken of the 
image on the sasen Lisually these are in black 
and white elites colar photogrephy is also 


possible. 


Nuclear Medicine Studies 


Radioactive isotopes, which are also known 
as radiemeelides or radiopharmaceuticals, are 
another form of radiation that is used in both 
diagnosis amd treatment. These substances give 
off radioactivity in known, predictable quan: 
tities as thew decay, and they can thus be traced 
in the body by a monitor that picks up radioac- 
tivity. Certain radioactive substances have a par- 
ticular affinity for specific parts of the body; for 
example, radioactive iodine taken orally (it is 
usually given in a drink) will find its way to the 
thyroid gland, where it tends to accumulate. 
Given in large doses, it will destroy tissue in 
much the same way as radiation therapy using 
x-rays. Im smaller doses (called tracer doses) it 
can be used to identify abnormalities in the 
thyroid gland. The radioactivity given off by the 
iodine as it decays can be picked up by a scanner 
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(much like a form of Geiger counter) and the 
emissions transformed into electrical impulses, 
which can then be counted. Or, a camera, called 
a gamma camera, may be used to take photo- 
graphs of the accumulation and distribution of 
the radioactive iodine in the body. It is possible, 
using radioactive substances, to detect abnor- 
malities or malignant tumors in such tissues as 
the brain, bone, lungs, liver, kidneys, spleen, 
pericardium, and thyroid. 


Electrodiagnosis 


Various organs of the body, including the 
heart, the brain, the stomach, the muscles, and 
the skin, constantly emit electrical impulses as 
they function. These impulses can be picked up 
on a machine and transformed (transduced) into 
a set of tracings that provides a graphic repre- 
sentation of the impulses. The tracings are then 
“read,” or interpreted, by an expert to assess the 
functioning of the particular organ. In this way, 
graphic representations can be made of the elec- 
trical impulses emitted by the heart (electrocar- 
diogram, also called an ECG or EKG), brain 
(electroencephalogram, or EEG), and muscles 
(electromyogram, or EMC). 


Ultrasonic Scan 


Auscultation, the listening for sounds within 
the body, is one of the basic methods of obser- 
vation we discussed at the beginning of this 
‘chapter. The ultrasonic scan is a diagnostic tool 
that utilizes this basic methodology. Sound 
waves of too high a frequency to be heard by 
the human ear are directed at the organ or 
structure of the body that is to be assessed. The 
vibrations that come back are transformed (trans- 
duced) into tracings, called oscilloscope trac- 
ings, which can be read to detect pathological 
changes in tissues of the muscles and joints, the 
brain, or the heart. Ultrasonic scans are used 
with increasing frequency to assess fetal devel- 
opment. 


Thermography 


Thermography is the assessment of the tem- 
perature of various body areas for the purpose 
of detecting underlying pathological processes. 
It is basically a technique using self-emanating 
infrared radiation to portray surface tempera- 
tures of the body photographically. It is fre- 
quently used in the detection of tumors of the 


breast, for example, and may also be used in 
assessment of blood vessels and inflammatory 
processes. 


Tissue Biopsies 


Sometimes it is considered important to ex- 
amine a sample of living tissue from a particular 
structure of the body. Usually this is done to 
look for either abnormal cells that may indicate 
the presence of a tumor or structural changes 
indicative of an infectious process. The proce- 
dure for obtaining a specimen of tissue from the 
body is called a biopsy. The specimen is sent to 
a pathology laboratory for microscopic exami- 
nation. There are basically three ways that a 
tissue biopsy may be obtained: (1) by use of a 
needle for puncture or aspiration; (2) by endos- 
copy; and (3) by surgical excision. 

A sample of bone marrow may be obtained by 
inserting a hollow needle through the surface 
tissue of the body and into the marrow cavity of 
a bone. A small amount of the marrow is aspi- 
rated to obtain the specimen. The sternum is the 
most common site for this procedure, although 
the iliac crest, the posterior superior ilium, and 
the spine are also used. 

Endoscopy is the examination of body cavities 
and openings through the use of specially de- 
signed instruments that enable the examiner to 
observe tissues more clearly. The instruments 
are called scopes and usually come equipped 
with a small light at the inserting end and, often, 
a small mirror to make visualization easier. If a 
tissue sample is wanted, a narrow instrument is 
inserted through the scope to pick up cells for 
the biopsy. 

For obtaining a sample of tissues that are 
imbedded in a body structure as, for example, 
from a lump in the breast, it may be necessary 
to use surgical excision to get specimen cells for 
laboratory examination. 


Cardiopulmonary Laboratory Tests 


A large number of tests and examinations have 
been developed to aid in the assessment of 
functioning of the heart and lungs—so many 
that there are now specialized laboratories de- 
voted to this diagnostic area. The electrocardi- 
ogram mentioned above is a procedure com- 
monly ordered as part of a complete physical 
examination for all patients over the age of 40 
years. In addition, various x-ray techniques may 
be used to visualize the size, positioning, and 
functioning of the heart, lungs, and blood ves- 


sels. A number of specialized tests may also be 
done, such as the stress tolerance test and tread- 
mill test that assess cardiac functioning, and the 
pulmonary function tests that measure lung vol- 
umes, capacities, and flow rates. We will be 
discussing the more commonly used diagnostic 
tests for cardiopulmonary functioning in Chap- 
ter 18. 


Tests of Mental Functioning 
In some cases, particularly when it is consid- 


ered important to establish a psychiatric diag- 
nosis, specialized psychological tests may be 
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used. These include the objective type of tests, 
such as the intelligence tests with which most 
of us are familiar, the vocational interest and 
aptitude tests, and the personality tests (for ex- 
ample, the Minnosota Multiphasic Personality 
Inventory). These may be supplemented by pro- 
jective tests, such as Draw-a-Person, the Ror- 
schach ink blot test, or the thematic appercep- 
tion test. The latter two call for the individual 
to interpret different shapes of ink blots and 
pictures of people in different situations, respec- 
tively. The projective tests are said to reflect a 
person's fantasies and his modes of adaptation. 
They are always administered and evaluated by 
a skilled psychologist. 


GUIDELINES FOR ASSISTING WITH TESTS AND EXAMINATIONS 


Before the procedure: 


1. Prepare the patient 


a. Explain the procedure, what exactly is to be done and why it is being done, in 


terms the patient can understand 


aot 


examination 


. Explain how the patient can help with the examination 
. Provide the patient with a gown and assist him in getting into it, if necessary 
. Provide privacy for the patient to dress and undress and to wait for the 


e. Help the patient to assume the position required for the examination 
f. Drape the patient for his comfort and to facilitate the examination 


2. Prepare the equipment 


a. Obtain all the equipment needed for the examination 
b. Maintain the sterility of the equipment before and dmrimg the examination, as 


necessary 


c. Obtain the containers needed for specimens and label these with the patient's 


name, the examiner's name, and the date 


3. Prepare the examining room 
a. Close the windows and eliminate drafts 
b. Ensure privacy 


c. Place equipment so that it is convenient for the examiner 
d. Provide a chair for the examiner when this is indicated 


During the procedure: 


1. Provide emotional support for the patient 


2. Provide physical support for the patient as needed, for example, when he is 


maintaining a position 


3. Assist the examiner with equipment as necessary 


4. Observe the patient for his reactions to the examination 


After the procedure: 


1. Carry out measures for the patient's comfort, e.g., cleaning lubricant off the skin 


or drying areas that may have been dampened 
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2. Observe the patient closely for any untoward reactions 
3. Send labeled specimens to the laboratory 

4. 
5 


. Enter details of the examination on the patient's record, such as date, time, exactly 


Clean and dispose of equipment as necessary 


what was done, and whether and for what purpose specimens were sent to the 
laboratory 


STUDY SITUATION 


With the help of your instructor, select one patient in the clinical area where you are 
having experience: 


1. 


Review data already accumulated on the patient's record, paying particular atten- 
tion to the admitting data (name, age, sex, and other vital statistics, plus reason for 
admission), the nursing history, and the medical history. 


. Undertake a clinical assessment of the patient's functional abilities, including: 


temperature, pulse, and respirations 

blood pressure 

nutritional status 

elimination status (emesis, bowel status, urinary status) 
sensory perception (vision, hearing, smell, taste, and touch) 
motor status 

state of rest and comfort 

reproductive status 

mental status 

emotional status 

social status (verbal communication and social response) 


. Identify deviations from the normal that you observed in the patient's functional 


abilities. 


. How important are these deviations in terms of planning nursing care for this 


patient? 


. What diagnostic tests and examinations have been ordered for this patient? Was a 


complete physical exarnination done? What laboratory tests were ordered? Roent- 
genography? Other? Why were they ordered? Are the results back on any of these 
yet? Do they show deviations from normal? What are the implications in terms of 
nursing care? 
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The Nurse Should Be Able to: 


List five basic characteristics of a heiping relationship 

Describe three major phases in the nurse-patient relationship 

Outline the process of contracting with a patient 

Explain the SMCR model of the communication process 

Give examples of factors that can interfere with elements of the 
communication process 

List factors the nurse should consider when she wants to convey 
a message 

Discuss characteristics of language to be considered by the nurse 
in communications with patients 

Give examples of various ways by which people communicate 
nonverbally 

Discuss ways of fostering an open climate for nurse/patient com- 
munications 

Develop beginning skills in listening to patients 

Discuss the interview as a tool in nurse/patient communications 

Give examples of various media used for information exchange 
between members of the health team 


COMMUNICATION 


SKILLS 


CHAPTER 


INTRODUCTION 


The fundamental core of nursing is the rela- 
tionship that is established between the nurse 
and the patient. This is a professional relation- 
ship, based on trust and mutua] respect. An 
individual who comes to a health agency is there 
because he needs help in relation to his health; 
the nurse and other health professionals are 
there to provide the help he needs. In order to 
develop a relationship whereby she can help the 
patient, the nurse must develop skills in com- 
municating, since, without communication, no 
relationship is possible. 

Communication is the process by which one 
person conveys thoughts, feelings, and ideas to 
another. It is a tool that provides a means for 
one person to understand another, to accept and 
be accepted, to convey and receive information, 
to give and accept directions, to teach and to 
learn. The nurse communicates with the patient 
and the patient with her. Communication is 
always a two-way process. The nurse also com- 
municates with the patient's family and friends, 
with visitors to the agency, with other members 
of the health team and other personnel, and with 
a host of other people during the course of a 
day. She should, then, know something about 
:he process of communication. 


THE NURSE-PATIENT RELATIONSHIP 


Nursing is one of the helping professions. 
Nurses, in their work, help other people—to 
2romote and maintain their optimal health, to 
prevent them from becoming ill, to restore them 
to health following an episode of illness, or to 
cope with the exigencies of chronic or terminal 
illness. The relationship that is established be- 
tween nurse and patient is a helping relation- 
ship. This relationship is the basis of nursing 


practice, and it is woven into the fabric of every 
interaction that occurs between nurse and pa- 
tient. 

In the health field, the helping relationship is 
often referred to as a therapeutic relationship, 
because it is a key element enabling the health 
professional to administer care to the patient. 
The helping relationship is not, of course, 
unique to nursing or to the health field. It is an 
integral part of the practice of law, medicine, 
the ministry, and all of the other helping profes- 
sions. The type of help a clergyman, a doctor, 
or a lawyer provides is different from that pro- 
vided by the nurse, but the relationship is essen- 
tially the same. 

Several characteristics of the helping relation- 
ship have been identified by different authors. 
One essential element is empathy, which is the 
ability to recognize and understand another per- 
son's feelings in a given situation. Empathy 
means trying to imagine yourself in the other 
person's place and looking at things from his 


‘point of view. For example, a child brought to a 


hospital from the hinterlands in Surinam for 
removal of a growth in his neck 'was found 
sleeping on the floor underneath his hospital 
crib instead of in it. His actions were under- 
standable (you could feel empathy for him) 
when you realized that he had probably never 
seen a crib before in his life. Most likely, his 
sleeping cot had been a hammock slung beside 
those of his brothers and sisters in the sleeping 
room of his home in the jungle village. Unfor- 
tunately, the hospital was not equipped with 
hammocks. To use a more commonplace exam- 
ple, the removal of a mole from a woman's face 
may seem like a minor surgical procedure when 
you compare it with open heart surgery, but, to 
the person who is having it done, there are all 
sorts of frightening possibilities. The doctor said 
it was probably just a harmless little growth. but 
he was going to send it to the laboratory just to 
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make sure. What if it turns out to be cancer? 
Will it grow back? Do moles spread? Thoughts 
such as these may be running through the pa- 
tient's head. It is always helpful to try to think 
of the implications of any procedure from the 
point of view of the person who is having it 
done. What if it were happening to you? How 
would you feel? 

Another commonly cited characteristic of the 
helping relationship is mutual respect. You re- 
spect the patient as a person of worth and 
dignity, and you observe the social courtesies 
that indicate respect. You call the person by the 
name and title he prefers. Many older people do 
not like to be addressed by their first name, 
particularly by a younger person, but prefer the 
Mr. or Mrs. title with their surnarne. It is, there- 
fore, always a good idea to ask the person how 
he would like to be addressed. In Oriental cul- 
tures, age is highly respected and deference is 
shown in many ways. A younger person asks 
permission of an older person to sit down, or to 
speak. In some cultures, a young girl is expected 
to keep her eyes cast down and not look directly 
into the face of an elder when speaking to him. 
Western societies, too, have polite and courteous 
ways of addressing people and of asking them 
to do something—ways that show respect for 
the other person. You ask permission to take up 
the patient's time for an interview, for example; 
you introduce yourselí by name and explain 
what you are doing. You also respect the auton- 
omy and independence of the individual. It is, 
after all, his body that is being treated, and he 
has a right to participate in decisions regarding 
what shall be done with it. 

The nurse also needs to have the respect of 
the patient if the relationship is to be effective. 
Your nursing education qualifies you to help 
others in regard to health matters, and these 
qualifications engender respect from others who 
have not had this professional training. Compe- 

: tence in carrying out the nursing measures that 
‘need to be done, whether it is teaching preop- 
erative exercises, putting on a dressing, or taking 
a blood pressure, reinforces the inherent respect 
for the professional felt by the lay person. Then, 
too, respect for oneself, as evidenced in such 
things as personal grooming, good posture, and 
a manner that conveys confidence in your own 
abilities also helps. It is important to know what 
you are doing and how to do it, in other words. 

Both empathy and mutual respect contribute 
to fostering a climate of trust, which is a very 
basic element in the helping relationship. The 
patient must br, able to trust the nurse as a 
person who is č ficerned first and foremost with 
his welfare befo*e he can accept her help whole- 
heartedly. He has to be sure that she will not 
betray his confidence before he feels free to 


discuss personal matters or express his feelings. 
He has to be sure in his own mind that she is 
competent in her basic nursing skills before he 
can trust her to carry out more complex meas- 
ures such as inserting an intravenous needle 
into his arm. The nurse, too, must trust the 
patient to carry out his responsibilities in regard 
to his health care. Trust usually develops slowly 
as one gets to know the other person. It is built 
up of small things, such as remembering to make 
the phone call the patient asked you to make, 
and reporting back to him, of being honest and 
giving only reliable information, and, again, of 
competence in your nursing care. 

Genuineness, or authenticity, is another char- 
acteristic of the helping relationship that is help- 
ful in creating a climate of trust. Spontaneity of 
response, a lack of defensiveness on the nurse's 
part and absence of a superior (“I know better 
than you do") attitude all contribute to genuine- 
ness. There has to be a certain amount of openess 
on both sides. The patient will probably want to 
know something about you as a person, and, as 
someone who is going to help him, you have to 
be prepared to disclose some of your feelings 
and values. Most patients, however, are much 
more interested in themselves and their own 
problems than in anyone else, and these are the 
real focus of the relationship. 

The nurse and the patient are both primarily 
concerned with the reasons the patient has 
sought help. There is then, a specificity of pur- 
pose to the relationship. The nurse's goal is to 
help the patient to meet his health needs. She 
accomplishes this through utilizing the nursing 
process to assess his needs, to identify his im- 
mediate problems, and to work with him to 
resolve these problems. 

People who have undertaken studies of the 
nurse-patient relationship have identified three 
major phases in the relationship. There is first 
of all an introductory, or orientation, phase, 
when nurse and patient get to know and trust 
each other, then a working phase, and, finally, 
a termination phase. Some authors subdivide 
these phases, and some identify them as more 
than three, but since the components coincide, 
we will discuss them under the three major 
headings. 


Orientation 


This is the phase when nurse and patient get 
to know and begin to trust each other. Under 
normal circumstances, they start off as strangers. 
The nurse, however, usually has the advantage 
of having some"information about the patient 
before she meets him. If you are assigned a 
patient in the clinical area, for example, you can 


obtain a good deal of information about him 
from the patient's record, and you will probably 
have a verbal report about him from the charge 
nurse (or the nurse who has been looking after 
him) before you meet the patient. 

The nurse takes the initiative in the relation- 
ship that is being established. It is up to her to 
set the tone for the encounter (or series of en- 
counters), and she takes the lead in establishing 
guidelines for the working relationship. Both 
nurse and patient are identified by name and 
roles are clarified during this introductory 
phase. Both the nurse and the patient come with 
preconceived ideas about the nature of the re- 
lationship. The patient may have been condi- 
tioned by television or motion pictures to have 
certain beliefs about hospitals and nurses. He 
may have heard comments about the agency he 
has selected from friends or relatives. He may 
have had previous experiences in the health 
care system that influence his expectations of 
the care he will receive. The nurse will have her 
previous experiences in the clinical area and the 
teaching she has received in the classroom as a 
basis for her expectations. The two sets of ex- 
pectations may not coincide, and it is well in 
this orientation phase to come to an agreement 
on the nature of the working relationship be- 
tween the two parties. The patient, for example, 
may expect the nurse to do everything for him 
while he lies in bed "getting better." The nurse, 
on the other hand, may hold the philosophy that 
promoting as much self-care as the patient is 
capable of doing is the best medicine. It is a 
good idea, as we mentioned in Chapter 8, to find 
out the patient's expectations of care and to 
discuss with him what is expected of him in 
this situation, as well as what he can expect 
from you as his nurse. 

An orientation to the nursing unit, or to the 
health agency if it is an ambulatory care facility, 
is usually part of the introductory phase. It is 
important that the patient be introduced to the 
persons who will be participating in his care 
and that their roles be explained to him. Taking 
the nursing history is often a part of this phase 
and is sometimes the first opportunity the nurse 
has to get to know the patient. During this phase 
of the relationship there is often a good deal of 
:esting, as both parties attempt to find out about 
each other and as trust begins to be established. 


Working Phase 


The working phase of the nurse-patient rela- 
tionship begins when the nurse has gathered all 
a her data and is beginni.g to draw up a 
tentative plan of care for the patient. Increased 
emphasis on accountability and responsibility 
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for both providers and consumers of health serv- 
ices has led to the premise that both are equal 
partners in the process of health care. It is this 
premise that guides the nurse in her working 
relationship with the patient. The nurse and the 
patient share in developing mutually agreable 
goals, and both have a definite role to play in 
achieving these. There is a division of respon- 
sibility, and it is well to clarify at the beginning 
of the working phase who will be responsible 
for which aspects of care. 

A relatively new concept is that of establishing 
a contract with the patient. The contract may 
simply be a verbal agreement, as for example, “I 
will teach you how to do the deep breathing 
exercises before surgery, but I expect you to 
practice them four times a day on your own." 
Or, the contract may be a written statement that 
is signed by all parties concerned. (A family 
member or significant other person may be in- 
volved, and there may be more than one nurse 
or other health care provider.) 

Zangari and Duffy have identified seven steps 
in the process of contracting, and these provide 
good guidelines for nurses wishing to initiate 
the process: 


1. The nurse collects her data base information 

2. The nurse and the patient discuss each other's 
expectations (in regard to the end results of care) 

3. Together they set up mutually agreeable short- 
term and long-term goals 

4. A contract is established stating how responsi- 
bilities toward achievement of each goal will be 
divided 

5. The nurse coordinates the contract with other 
staff members providing care and with the patient's 
family 

6. The nurse and the patient evaluate progress 
towards the stated goals 

7. If the the goals need modification, a new contract 
is negotiated. If the goals have been met or the patient 
has been discharged, the contract is terminated’ 


The authors stress the importance of making 
the contract very specific to ensure that the terms 


of the agreement are clearly understood by ali- 


concerned. It should contain not only specific 
daily activities but also the variables of the 
activity. For instance, in the verbal contract 
described above, the nurse would specify the 
number of times she would help the patient 
with deep-breathing exercises and the times of 
the day the patient should practice before sur- 
gery. It is likely that more than one nurse is 
involved in the patient's care; therefore, they 
would all need to be agreeable to the arrange- 
ments if the contract is to ,be fulfilled. The 
patient's primary physician ..| 2uld also be in- 
volved in the contract design. .epending on the 
nature of the activity, the physician's orders may 
need to be included and, in any case, the con- 
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tract must be consistent with the overall plan of 
care for the patient. 

The nurse has an important motivating role 
during the working phase of the nurse-patient 
relationship, in addition to her responsibilities 
in carrying out specific nursing care measures. 
She encourages the patient to take increasing 
responsibility for his own care as he is able, and 
she helps him to keep working towards the goals 
they have established together. A review of prog- 
ress made each day and honest praise for accom- 
plishment of the various tasks that are his re- 
sponsibility help to keep the patient motivated. 
Family and friends, who often are as concerned 
about his health as the patient, can also provide 
support in motivating him to work toward the 
established goals. 


Termination Phase 


The nurse-patient relationship terminates 
when the patient is discharged from the agency 
or the nurse leaves for another assignment or for 
vacation, or for any other reasons ceases to 
provide care for the patient. Sometimes the re- 
lationship is of short duration, as, for example, 
when the nurse has had the responsibility of 
caring for the patient for one shift only. For the 
nurse working in an acute care setting, the re- 
lationships are usually short, extending over a 
few days or a few weeks. In long-term care 
facilities, in which the patients are often resi- 
dents, the nurse may work with one group of 
patients for several months. The community 
health nurse may have patients she works with 
over a period of years. Whatever the length of 
the relationship, there is an inevitable sense of 
loss when the relationship is terminated: This 
feeling is more acute, of course, the longer the 
relationship has been. 

It is helpful during the termination phase to 
review with the patient the accomplishments 
that have been made, or progress toward the 
previously established goals. It helps to assuage 
the feelings of loss if the goals have been met 
and the patient no longer needs the nurse's care. 
There is a great deal of satisfaction in seeing the 
patient recovered from a bout of illness and able 
to take responsibility for his own health once 
more, or to see a child grow to adulthood after 
having successfully passed the health hazards 
of infancy and childhood with the help of your 
guidance to the mother. Patients, too, have a 
feeling of accomplishment if goals have been 
achieved or if there has been definite progress 
toward them with the nurse's help. Sometimes, 
it is necessary to hand over the care of your 
patient to another person. In these situations it 
is always helpful if you can introduce the patient 


to the person who will be caring for him next. 
The patient may be transferred to another 
agency. In this case, he needs to be prepared for 
the transfer. Reviewing his progress to date and 
giving him information about the agency he is 
going to help to make the transfer easier. If the 
patient, for example, is being moved from an 
acute care hospital to an extended care unit, he 
will appreciate knowing where the agency is 
located, the type of accommodation he will 
have, and something about the care he can 
expect. If a member of the family can visit the 
facility, this is helpful. In many larger hospitals, 
a nurse is employed as discharge coordinator 
and can assist in facilitating the transfer. 


THE PROCESS OF COMMUNICATION 


Communication involves both the sending 
and the receiving of a message. If the message is 
not received, no communication has taken place. 

Because communication is such as essential 
component of most people's work, as well as a 
basic social process, it has received a great deal 
of study. Numerous models have been devel- 
oped to illustrate the process. The Source, Mes- 
sage, Channel, Receiver (SMCR) model? of the 
communication process (shown below) is one 
that illustrates the process simply, contains all 
the basic elements, and is easily understood. 


Source — ee — Receiver 
l 

T Effects 
| 1 
— — — Feedback <— — — — 


The essential elements in this process are: 


1. A source (sender)—someone who wishes 
to send a message to another person 

2. A message—the thought, feeling, or idea 
that the sender wishes to convey 

3. A channel—the means by which the mes- 
sage is conveyed 

4. A receiver—the person for whom the mes- 
sage is intended 


Let us consider an example. The nurse in a 
doctor’s office wishes Mr. Brown to go into the 
examining room and tells him so. The source is 
the nurse. The message is ‘‘Please go to the 
examining room.” The channel is the spoken 
word. The intended receiver of the message is 
Mr. Brown. The desired effect on the receiver is 
that he gets up from the chair on which he has 
been sitting and proceeds to the examining 
room. If he does, the nurse will know that he 
received the message. If he does not, she will 


assume that the message was not received. The 
effects on the receiver provide the sender with 
*eedback, since they enable the person who has 
sent the message to know if it was received or 
not. If it was not, communication has not taken 
place and the sender should try again. 


FACTORS AFFECTING 
COMMUNICATION 


Effective communication means that the mes- 
sage the sender intended to convey reached the 
intended receiver, was received by him, and was 
interpreted correctly, and that the receiver was 
able to respond in some meaningful way to 
indicate that he received the message. Difficul- 
ties can occur anywhere along the way in the 
communication process. 


The Source (Sender) 


The sender may have a problem in putting his 
message into a form that can be communicated. 
This is called coding the message. Some people 
are very skilled at translating their message into 
drawings (as, for example, cartoonists), into 
painting, or into rnusic. Most of us, however, 
communicate with words, both in speech and 
in writing, and with nonverbal behavior, such 
as facial expression, gestures, body postures, and 
touch. A person can sometimes communicate 
quite eloquently using nonverbal means, but, in 
order to convey many of the messages he wants 
to send, he needs to be able to attach symbolic 
meanings (in the form of words) to both living 
creatures and inanimate objects. He must also 
be able to arrange these symbols to form mes- 
sages that can be understood by others, and he 
must be able to send his message clearly. 

Consider the person who is in a foreign coun- 
trv, for example, and is unable to speak the 
language. He can get along to a certain extent by 
pointing, using gestures, and pantomiming, but, 
when it comes to asking directions or ordering 
a meal, he may be unable to attach the right 
symbols to get his meaning across. He will then 
probably encounter difficulties. A person who 
has suffered brain damage and is unable to 
speak, or cannot put his thoughts into verbal 
expressions that can be understood by others, 
has similar problems. Difficulties in making vo- 
cal sounds also interfere with the.ability to 
communicate. F 

Someone who has lost the use of his voice 
must depend on written forms of communica- 
tion, gestures, and other ways of expressing 
himself nonverbally in order to convey mes- 
sages. 
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An individual’s physical well-being and his 
emotional state also affect his ability to com- 
municate. A person who is ill may find trying 
to communicate just too much of an effort, or 
his thought processes may not function well 
enough for him to put together a coherent mes- 
sage. A person’s emotional state can make com- 
munication easier, may hinder his ability to 
express himself, or may put a stop to his com- 
municating at all. When a person is at ease 
emotionally and feels comfortable with another 
person, he usually finds it much easier to talk 
and express himself. Nervousness and anxiety 
often interfere with a person’s ability to put 
together a clear message and send it. The nerv- 
ous applicant at a job interview, for example, 
frequently finds it difficult to say what he wants 
to say in the way it should be said, and comes 
out of the interview feeling that he has said all 
the wrong things. 

All types of emotions can affect one's ability 
to communicate. A person can be so over- 
whelmed with happiness that he cannot find the 
words to express himself adequately. He can 
also be so angry that no suitable way of express- 
ing his anger comes to him, or too frightened to 
say or do anything. In these cases, however, the 
person usually conveys his feelings in nonverbal 
ways. The look on a person's face can tell you 
that he is happy. The clenched fist, the pounding 
on the table, or the slamming of a door can 
convey anger as eloquently as words. The eyes 
and the taut facial expression often tell you that 
a person is frightened. 


The Message 


The message itself may not be clear. Some 
people have a problem in getting the message 
they want to send clear in their own minds. 
Often, however, a person knows what he wants 
to communicate, but the way it comes out is not 
at all what he intended. Sometimes two conflict- 
ing messages are being sent simultaneously. For 
example, the nurse may say to a patient, “I am 
glad that you came, even if it is late," but the 
impatient tapping of her foot, or surreptitious 
glances at her watch, may convey an entirely 
different meaning to the patient. Noise or other 
distractions can also interfere with a message 
exchange. The child who is watching a televi- 
sion program may not hear his mother calling 
him to come to bed. 

In order to convey the meaning intended by 
the sender, the message must be sent in a form 
the intended received can understand. If Mr 
Brown does not speak English, the communice- 
tion process breaks down, unless the nurse :s 
able to put her message into a language he ¿>s 
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understand, or can convey the intent of her 
message by nonverbal means. Even with some- 
one who does speak the same language as the 
nurse, the words must be in terminology that 
the patient can understand, or again the message 
is unclear. If the intent of the message is not 
completely and explicitly stated, as, for exam- 
ple, if directions on how to get to the examining 
room are not included for the person who is 
unfamiliar with the physical layout of the office, 
the message is not complete. 


The Channel 


The channel chosen for sending a message 
must be appropriate. Basically, there are three 
main channels by which we communicate with 
other people: oral (speech), written, and nonver- 
bal communication. 

For oral communication, we have a number 
of tools at our disposal: talking directly with a 
person in a face-to-face meeting, recording mes- 
sages on tape, telephoning, or communicating 
by radio or television. All are media for the 
spoken word. There are also many forms of 
written communication: notes, letters, interof- 
fice memos, records and forms, newpapers, 
books, and magazines all convey messages in 
written form. But we also convey messages non- 
verbally. It has often been said that a person 
communicates his true feelings more in his ac- 
tions and his mannerisms than he does in words. 
A whole area of study in recent years has been 
on "body language''—that is, the interpretation 
of messages people send through their facial 
expressions, gestures, postures, ways of walking, 
and so forth. 

Then, too, pictures and diagrams are often 
"useful as an adjunct to, or in place of, words. 
Consider the use of diagrams, slides, and films 
in your own educational program, for example. 
You can listen to a description and read the 
directions on how to make a bed and probably 
learn to do it adequately. But it is much easier 
when you can see a filmstrip or follow an illus- 
trated manual. 

The important point, here is that the medium 
chosen must be appropriate for the message and 
must make the intent of the message clear to the 
intended receiver. Touch can sometimes convey 
more sympathetic understanding than words to 
sor »one who has suffered a loss. Direct face-to- 
face talking is often a more effective means of 
communication than telephoning, or writing a 
message. Some people have difficulty expressing 
themselves orally and can put their thought: 
and feelings down on paper easier. When there 
is a long list of instructions for someone to 


follow, it is usually better if these are written 
down and supplemented with oral clarification 
as needed. At times the individual just needs 
time to think about the message, and thus, the 
written format serves as a future reference. 


The Receiver 


Problems in communication can also occur at 
the receiving end of the process. The message 
may reach someone other than the intended 
receiver. If Mr. Jones gets up and moves in the 
direction of the examining room while Mr. 
Brown continues to sit in his chair, the nurse 
knows that the wrong person received the mes- 
sage. An individual who is hard of hearing may 
have difficulty receiving spoken messages, un- 
less he wears a hearing aid, or unless the mes- 
sage is given loudly enough and clearly enough 
for him to receive it. A person who cannot read 
or write is unable to receive communications 
sent in written form. The intended receiver must 
not only receive the message but also be able to 
interpret it. 

A large number of physical and psychosocial 
factors can affect a person's ability to understand 
communications. Age, for example, must be 
taken into consideration. A child often will not 
understand messages that are directed to him by 
an adult, either because the child's language 
skills have not developed sufficiently for hirn to 
be able to symbolize in the same terms as the 
adult, or because his intellectual development 
has not reached a level where he can compre- 
hend the idea the adult is trying to convey. The 
integrity of the anatomical structures and phys- 
iological processes involved in interpreting mes- 
sages must also be intact. When a person's men- 
tal faculties have been impaired by brain 
damage, or his ability to use his mental faculties 
is lessened by drowsiness, by alterations in his 
level of consciousness, or by alcohol or drugs, 
for example, his ability to receive and interpret 
messages is decreased. 

A person's emotional state may also interfere 
with both his ability to receive messages and 
and his ability to interpet them. The frightened 
individual attends only to those messages that 
concern the object of his fear. He may not receive 
messages about anything else, or he may misin- 
terpret messages sent by people who are trying 
to help him. The patient who is afraid that the 
injection he is about to receive will be painful 
may perceive the nurse's smile as sadistic rather 
than reassuring. Most people are at least a little 
bit afraid of injections; some people have a real 
phobia about them. ey : 

It has often been said that people hear only 


what they want to hear. Receiving and inter- 
preting messages is an active process. A person 
who is told that he has inoperable cancer may 
not hear the message because he has “turned 
off" the sound of the doctor's voice. Nurses and 
other health professionals often do not receive 
messages sent by patients, simply because they 
are not attentive to what the person is trying to 
:ell them. 

Then again, because each person is a unique 
individual, who has his own personality traits, 
background of life experiences, and set of values, 
each person may interpret a message differently. 
He will interpret it according to the way he 
perceives it. Therefore, the meaning he atttaches 
ʻo a message may be completely different from 
:he one intended by the sender. The nurse may 
:ake the arm of an older person as he walks 
along the hall. The gesture by the nurse may be 
intended to convey her warmth of feeling for 
:he older person, but he may interpret it as, "She 
:hinks I can't walk by myself." He then sees it 
as a threat to his independence and brushes her 
zand aside. 

Words, of course, do not have the same mean- 
ing for everyone. The meanings attached to sym- 
5ols we use in our language differ, depending 
ən the context in which the words were learned. 
In some countries, the examining room in a 
joctor’s office is known as the doctor's surgery. 
Telling someone who is not used to this termi- 
zology to go to the doctor's surgery, then, might 
-onjure up visions of a major operation about to 
zake place, whereas the doctor may just.want to 
2ut a simple dressing on the patient's injured 
nand. 

Messages are received and interpreted on both 
an intellectual and an emotional level. Mr. 
3rown may be afraid to go into the examining 
-oom, particularly if the nurse calls it a "sur- 
zery,” because of what he thinks may happen to 
=im there, and he may not respond to the nurse’s 
message. Or, he may react with hostility toward 
the nurse, perhaps because he did not like the 
-one of her voice, or the way she addressed him. 
He responds to the attitude that is conveyed 
aonverbally at the same time as the nurse's 
spoken words. He may think, “If that's the way 
sne is going to treat me, I'm not going to do 
zavthing she wants me to do." This type of 
situation arises frequently with children, who 
will often do anything for someone they like 
zad trust, but nothing for the person who has 
zeiled to win their confidence. | 

Source credibility is important, though, with 
aciults too. That is to say, a person must believe 
chat the other person is telling him the truth and 
that the person is a reliable scurce of informa- 
aon. In order to promote effective communica- 
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tion, the nurse must foster an atmosphere in 
which the patient feels that he is safe, that he is 
accepted as a person, and that he can trust the 
nurse. 


THR NURSE AS SENDER IN THE 
COMMUNICATION PROCESS 


There is an old rhyme that goes, “I have six 
honest serving men who taught me all I know. 
Their names are Who and What and When, and 
Where and Why and How." 

In thinking about communication and how to 
get a message conveyed to an intended receiver 
so that the message is received and correctly 
interpreted, the nurse may find it helpful to ask 
herself the six questions contained in the rhyme. 
We will start with the what, since the first thing 
to do is to get the message clear in your own 
mind before you decide how to send it. 


What is to Be Communicated? 


Is it directions, such as how to get somewhere 
or how to do something? 

Is it information, such as explaining to a 
patient what is going to happen to him when he 
goes down to the x-ray department for a series 
of tests? 

It is an attitude, such as a feeling of warmth 
and acceptance? 


Who is the Intended Receiver? 


What is this person like as an individual? 
What is his background? 
What is likely to be his point of view? 


Why is This Message to Be 
Communicated? 


Does the patient need to know something, in 
order to become oriented to the agency? 

Does he need help to overcome his fear of 
surgery? 

Does he need this message for his safety? To 
increase his independence? 


How Should It Be Communicated? 


Should I talk to the person, should I give him 
information (or directions) in writing, or would 
nonverbal communication be best for this par- 
ticular message? 
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Where Should the Communication Take 
Place? 


In the patient’s room, in the nursing station, 
in a classroom outside the nursing unit? 


When Should It Be Communicated? 


Is the person receptive to the message? 

Does he need the message now? 

Should it be delayed? 

The nurse will probably think of many more 
questions that could be asked, but, if she remem- 
bers the six basic ones, it will help her to keep 
in mind some of the fundamental elements of 


the communication process when she is in the. 


position of being the sender in the process. 


THE SPOKEN WORD AS A MEDIUM OF 
COMMUNICATION 


In sending a message to anyone, either in 
speech or in writing, the language chosen for 
the message should be simple and clear. Some 
people have a tendency to overcommunicate. 
The message gets lost somewhere among the 
explanations, embellishments, or general extra 
wordage that the sender feels he should include. 
Some people undercommunicate, so that the 
message is incomplete, and the receiver has to 
ask for further clarification. If a person has 
something important to communicate, the mes- 
sage should be sent in the simplest language and 
with as few words as possible (but as many as 
are necessary to get the meaning across), if he 
wants to be sure his message will be interpreted 
correctly. 

Then there is the choice of words. Although 
many people in our health-oriented society are 
quite knowledgeable about health matters, such 
as the causes and treatment of illness, they often 
do not understand the technical terms that 
health workers use. Each line of work has its 
own jargon—that is, technical terms that are 
used in that particular field but are not in com- 
mon use outside the field. Health professionals 
have their own language and use a good many 
technical terms that are readily understood by 
other health workers but are incomprehensible 
to the average layman. The terminology that 
nurses learn in order to be able to communicate 
effectively with other health professionals is 
often not understood by patients. Effective com- 
munication with others depends on the use of a 
common language. It is important, then, that 
nurses talk to patients in terms that they can 


understand. The nurse must assess the patient's 
language level and use appropriate words to 
express her meaning clearly. 

For example, the nurse might ask and envi- 
ronmental health technician or a medical officer 
of health. "What measures are taken for vector 
control?" and expect a satisfactory answer. If an 
average homeowner were asked the same ques- 
tion, he or she probably wound not know what 
the nurse was talking about. On the other hand, 
if she were to say, “Do you have screens on the 
doors and windows to keep out insects?" The 
person would probably be able to understand 
the question more clearly. 

Health workers commonly use technical terms 
to refer to vital bodily functions. The words 
“void” and ‘‘defecate,” for example, are used for 
urination and defecation, but terms like “pass 
water,” “pee,” and "bowel movement” are prob- 
ably more readily understood by most people. 
In working with children, it is important to find 
out the particular terms that they have been 
taught. 


NONVERBAL COMMUNICATION 


Feelings and attitudes are conveyed not only 
in the words a person says, but also in his 
nonverbal behavior. Nurses should be aware that 
their facial expression, tone of voice, gestures, 
and posture all convey in subtle ways their 
regard and feeling for another person. At the 
same time, the nurse should be aware that clues 
about the patient's feelings, attitudes, and often 
his physical condition can be picked up through 
observations of his nonverbal behavior. 

Facial expression is perhaps the most com- 
mon way in which feelings are expressed by 
people nonverbally. One conveys feelings of 
happiness, fear, surprise, anger, disgust (con- 
tempt), and sadness by using the facial muscles. 
Facial expressions speak a universal language. 
In cross-cultural experiments, psychologists 
have found remarkable agreement in people 
from different countries in interpreting emotions 
expressed in photographs. Both literate and il- 
literate cultures have been tested, with remark- 
ably similar results.? 

Patients are very quick to note the expression 
on a nurse's face and to relate it to their own 
needs and anxieties. Conversely, the nurse can 
learn a great deal about people from their facial 
expressions. For example, the patient in pain 
has a typical facial grimace; the face of the 
fearful patient looks anxious; the worried patient 
usually wears a frown. 

Human beings, as opposed to the lower ani- 
mals, can use the muscles around their eyes and 


Japan 87 71 

Brazil 97 77 

Chile 90 78 
Argentina 94 68 
United States 97 88 
Happiness Fear 
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87 63 82 74 
B2 B2 B6 82 
B3 76 85 90 
33 72 73 B5 
St 69 B2 73 
Surpnee Anger Disgust Sadness 
Contempt 


Judgments of Emotion in Five L'terzte Cultures (Percentage correct) 


(From Ekman, P.: Facial Muscles Talk Every Language. Psychology Today, 9:36, September 


1975.) 


mouths to express their feelings. Actors on the 
stage are aware of the impact of facial expression 
znd learn to control their muscles to such an 
extent that the audience is able to tell, merely 
`y looking at their faces, the emotions they wish 
*o convey. Perhaps the nurse does not need as 
much skill in facial expression as the actor, but 
she does need to be able to control nonverbal 
expressions of dislike, hostility, and disgust. She 
can begin to accomplish this by examining her 
own motivations and feelings. 

Body posture is also a means of communicat- 
ing. An erect, upright posture usually indicates 
that a person has a feeling of self-esteem and a 
considerable degree of inner poise, Sadness, 
depression, or a low regard for oneself usually 
makes a person stoop or slouch. It is not uncom- 
mon. for example, to see a severely depressed 
person sitting slumped over in a chair or shuf- 
fing along with his head down and shoulders 
rounded. 

Grooming also conveys meaning. A neat, well- 
zoomed look indicates that a person takes pride 
22 his appearance. The attitude of the patient 
towards his grooming is often indicative of his 
state of well-being. Very ill people often do not 
have the strength or the desire to keep up their 
zrooming. The request of a female patient for a 


mirror amd her cosmetics has often been noted 
as an indication that she is feeling better. 
People are often unaware of the gestures they 
use, but gestures play an important role in con- 
veying thoughts and feelings. The welcoming 
gesture as you ask a person to sit down helps to 
put him at ease. A hurried manner with quick 


The dejected walker. (Reprinted from Nierenberg, G L 
and Calero, H. H.: How to Read a Person Like a Boos. 
New York. Hawthom Books, 1971.) 
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Tension indicated by the folded arms and clenched 
fists. (Reprinted from Nierenberg, C. l., and Calero, H. 
H.: How to Read a Person Like a Book. New York, 
Hawthom Books, 1971.) 


- gestures on the part of the nurse evokes a feeling 
that the nurse does not have much time and, as 
a result, the patient becomes reluctant to ask 
questions or to confide his fears and worries. 
Significant, too, are the patient's gestures. Low- 
ered eyes or an averted glance usually indicates 
a wish to avoid communication on a topic. A 
person who sits with his arms folded and his 
body occupying as little space as possible is 
often tense. 

A wide variety of subtle meanings are con- 
veyed by the intonation of one's voice. There is 
an adage that it is not so much what you say as 
how you say it. Small children in particular 
respond much more to the tone of a person's 
voice than to his words. Adult patients, how- 
ever, are also sensitive to coldness or warmth as 
conveyed in the tone of the nurse's voice. 

A person's tone of voice is often indicative of 
his feelings of well-being. An anxious person 
frequently has difficulty in expressing himself, 
as we have noted. A person who is ill usually 
speaks more slowly and in a lower tone than 
usual. With excitement, the voice often rises and 
is more highly pitched. A myriad of feelings 
may be expressed simply by changing the inton- 
ation of one's voice as, for example, in saying 
"Good morning." People are seldom aware of 
how their voice sounds to others. Listening to a 
tape recording of one's voice is often useful in 
helping to hear oneself as others do. 


CREATING A CLIMATE FOR PATIENTS 
TO GOMMUNICATE FREELY 


Iri order to foster an atmosphere of openness 
in which the individual feels free to communi- 
cate, the nurse must convey a feeling of warmth 
and acceptance. 

Warmth implies a genuine liking for people; 
acceptance, the ability to understand another 
person's point of view and to respect the right 


of each individual to be different. Acceptance 
means being nonjudgmental. This is not an easy 
task. Each person brings to his or her own work 
conscious and unconscious attitudes, biases, 
and prejudices that reflect his or her own social 
background and the learning and life experi- 
ences he or she has had. And, everyone tends 
to evaluate other people and events in the light 
of his or her own experiences. À member of one 
of the helping professions, however, must learn 
to understand other people in the light of their 
backgrounds and experiences. Learning to be 
nonjudgmental is a conscious undertaking for 
most people. It is helpful for the nurse to first 
become aware of her own attitudes, biases, and 
prejudices and to understand how they were 
acquired. Attitudes, biases, and prejudices are 
all learned; they can all therefore, be unlearned 
or, at least, modified by additional learning and 
life experiences. Taking courses in psychology 
can help the nurse to gain an increased under- 
standing of her own self and also greater insight 
into individual differences and the factors mo- 
tivating behavior. Courses in sociology and an- 
thropology help in developing an appreciation 
of cultural and social influences on behavior. 
Working with people from other cultures and 
from different social backgrounds, and getting 
to know them as individuals, also helps to 
change attitudes previously held, consciously or 
unconsciously. 


Giving Information 


Communication is always a two way process 
and, in order to keep the communication chan- 
nels open, the nurse must contribute too. She is 
an important source of information for the pa- 
tient, as we have noted before. She should al- 
ways answer the patient's questions, both those 
he has verbalized and his unspoken ones. Her 
answers should be specific, with as much infor- 
mation as she can provide and in terms that the 
patient can readily understand. The patient, for 
example, may say to the nurse, “The doctor said 
he was sending in a referral for a neurologist to 
investigate this ringing in the ears I've been 
having. What, exactly, did he mean?" The nurse 
might answer, "He has asked Dr. Smith to come 
in and check you over. He thinks the problem 
may be related to the nerves that are involved 
in hearing. Dr. Smith is one of our top-flight 
specialists in this field. He'll probably be in to 
see you later this morning." Or, the patient may 
say, "I hear they are going to operate on me 
tomorrow. I wish I knew what time." The nurse 
might say, "I havé“just seen thé Schedule ‘for 
tomorrow's surgery. Your dperation is‘Hown for 
8 a.m.” Or, if she doesn't have the information, 
she might say, “I don’t know just yet. They make 


up the schedule in the afternoon and we usually 
have it by 3 p.m. As soon as it comes, I will let 
you know." 


LEARNING TO LISTEN 


In any nurse-patient communication, the pa- 
tient's problems, interests, feelings, and activi- 
ties are the primary focus. In order to help the 
patient, the nurse must learn to listen. Most 
people will communicate quite readily if they 
have an attentive listener who is not going to 
impose his or her own values on them, nor 
proffer unwanted advice. The techniques of 
being a good listener can be learned. Many such 
techniques, developed in the behavioral sci- 
ences, are now being taught to students in the 
health professions. Although most beginners 
tend to feel a little self-conscious using them, 
the techniques soon become a habitual way of 
responding, particularly if the rationale for their 
use is understood, and practice is gained in 
using them. 

One of the first things to learn is to listen 
attentively. To the patient, this conveys that 
someone is interested in him as a person and is 
willing to devote time and energy to hearing 
what he has to say. 

The nurse's posture is important in conveying 
to the patient that she is listening attentively. 
Much nurse-patient communication occurs dur- 
ing the process of giving care, and the nurse, 
particularly in a hospital setting, is usually 
standing as she works. For an interview (such 
as taking the nursing history), a discussion of 
problems the patient has, negotiating a contract, 
or the like, it is always better if the nurse can 
sit and talk with the patient. You do not want 
the patient to think you are in a hurry. Sitting 
down to talk implies a more relaxed manner 
than standing. Getting out from behind a desk 
and sitting in a comfortable chair (with the 
patient also in a comfortable chair) helps to 
create a more relaxed atmosphere for both the 
nurse and the patient in a community health 
setting. It also helps in saying to the patient that 
vou and he are equal partners in this relation- 
ship. Preferably nurse and patient should be on 
the same level so that good eye contact can be 
maintained. It should be remembered, however, 
that in some ethnic cultures, it is considered 
disrespectful to look another person directly in 
the eyes. In the American Indian culture, for 
example, it is felt that this is tantamount to 
looking into a person's soul.* 

The nurse should sit far ing the patient di- 


rectly—t'is elps + -ndicate a willingness to 
_ listern. Nei rarr ior legs should be crossed, 
as these a ons nd to portray a defensive 
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posture and what you are striving for is a non- 
defensive posture to foster openness in the re- 
lationship. It helps to lean slightly forward, 
toward the patient, as you talk. You will proba- 
bly find that you do this automatically—most 
people do in conversational situations. 

You need to watch, too, the distance you are 
from the patient. Each of us likes to have a 
certain amount of space around us. It is a natural 
protective instinct, and we feel threatened when 
other people intrude upon it. If you are in a 
crowded elevator, for example, and a number of 
people get off at one floor, you will almost 
automatically move to put more space between 
you and the next person. The amount of room a 
person likes as his personal body space varies, 
depending on personal idiosyncrasies, on cul- 
tural mores, on how a person feels at the time, 
and on the intimacy of the situation. Many North 
American Indians, for example, do not like to 
be touched (except in intimate family situations) 
because they feel that their personal body space 
is being violated. In some other ethnic groups, 
such as the Italian, there is often much hugging 
and kissing even among people who do not 
know each other very well. Some people when 
they are ill do not want anyone near them. You 
may have felt that way on occasion yourself— 
you just don't want anyone to touch you or 
come close to you. 

Studies have been done on the distances most 
commonly used for various types of social inter- 
action.** A knowledge of these ranges is useful 
in judging the space to keep between you and 
the patient in different situations, so that you 


both feel comfortable. 
For intimate interaction 3 to 18 inches (7.5 to 


45 cm.) is the average range. This distance is 
used for confidential information-a whisper can 
be heard by most people. It is also used in 
nonverbal communication, such as putting an 
arm around the shoulder to comfort someone or 
cuddling an infant. For personal interaction, 
when you are discussing personal matters, the 
range is from approximately one and a half to 4 
feet (0.4 to 1.2 meters). At this distance, a soft 
voice can be heard by the person with normal 
hearing but people at a farther distance cannot 
overhear the conversation. This is the distance 
to maintain when you are discussing personal 
matters with the patient. You should be near 
enough to shake the person's hand or touch his 
shoulder. Distances from 4 to 12 feet (1.2 to 3.7 
meters) are used for most social interactions (as 
in small group discussions). The normal speak- 
ing voice is used, but it is important to remember 
that it can be heard by others within the range. 
This distance is suited to discussions on non- 
personal matters. In public interactions, such as 
teaching in a classroom or giving a talk to a 
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fairly large group of people (more than 10 to 
12), the distance may be beyond 12 feet (3.7 
meters). One has to be careful in these situations 
to speak in a loud, clear voice and enunciate 
your words clearly. Twenty to 24 feet (6.0 to 7.4 
meters) is usually as far as the average person 
can project his voice indoors without the use of 
a microphone, although he may be able to do so 
up to 100 feet (30 meters) outdoors. 

Many of the measures nurses use in caring for 
patients necessitate being in the intimate range 
of interaction. People often feel uncomfortable 
at this distance with someone they do not know 
well, and they may react with a reflex with- 
drawal. The nurse should, whenever possible, 
alert the person beforehand as to what she is 
going to do. 

Listening attentively is an active process. The 
person must have the nurse's undivided atten- 
tion. Some people feel that the nurse should not 
take notes wher she is talking to a patient to 
obtain information; others, however, feel that 
taking notes does not hinder the communication 
process. Certainly, if a lot of information is 
needed from the patient, it is difficult to renem- 
ber everything that has been said without the 
benefit of notes. It may be reassuring too for the 
patient to know that details of the things he 
likes and does not like, and his particular con- 
cerns, for example, have been noted and will 
not be forgotten. Attentive listening is also in- 
dicated by the responses the nurse makes. 


Responses That Help 


Minimal Responders. Sometimes just a word 
or a nod of the head is sufficient to give the 
patient the feeling that the nurse is interested in 
what he is saying and would like him to con- 
tinue. Words or utterances such as "Mmm ...," 
“Yes,” “I understand," and so forth, have been 
termed “minimal responders" and are fre- 
quently used, although the nurse may find other 
words that she feels more comfortable in using. 


Silence. Sometimes it is best not to say any- 
thing, particularly if you feel that the patient 
has something he wants to add to his last state- 
ment. Most of us feel uncomfortable when con- 
versation lapses and, if a pause lasts too long, 
we want to rush in to fill the vacuum. Often, 
however, people need to think about what they 
are going to say and, given a little time, will 
continue with their train of thought. Or, they 
may decide that they don't want to pursue the 
subject any further and will introduce a new 
topic. One should not press, or give the appear- 
ance of prying into another person's private 
affairs. Some people just do not want to talk 


about personal matters, and the nurse should 
respect their wishes in this regard. People 
brought up in the traditional Japanese culture, 
for example, usually do not like to talk out their 
emotional problems. Sometimes, just sitting qui- 
etly with the patient or walking with him down 
the corridor is enough to let him know that you 
understand his feelings. 


Touch. Touch is a very important form of non- 
verbal communication for nurses. We use our 
hands in so many of our nursing measures. 
Touching the patient's hand or shoulder or hold- 
ing the sobbing child can convey empathy. 
There is often no need for words. Touch is 
something that has to be used with discretion, 
however, because, as we have already men- 
tioned, people of some cultures find touch dis- 
tressing. For some, it is an outright taboo. Ac- 
cording to one study most Israeli patients do not 
like to be touched too much when they are sick, 
nor do adult Puerto Rican patients." 


Reflecting Feelings. Another way of indicating 
interest and attention is through the reflection 
of feelings the person has expressed. People 
sometimes express their feelings directly in 
words, as, for example, "I was so angry that 
I...." Sometimes they describe their actions, 
and it is through this description that the nurse 
is able to identify the person's feelings. For 
instance, if the person says, “I can't stand it any 
longer, so I banged on the door,” he is obviously 
expressing feelings of frustration and probably 
feelings of anger and hostility toward whoever 
was on the other side of the door. The nurse 
may also pick up clues about the patient's feel- 
ings from his nonverbal behavior, as discussed 
earlier in this chapter. The nurse might respond 
in words that acknowledge the feelings as, for 
example, by saying, “I understand that you were 
angry [or annoyed, or hurt]" or "You were upset 
by .... [whatever it was he was describing]," or 
“I can see that this bothers you." Although it is 
sometimes useful to use the patient’s own words 
in response, it is more important to reflect his 
feelings. Repeating the individual’s words can 
make the nurse’s response sound mechanical, as 
if she were parroting a learned response. 


Repeating Key Words or Phrases. At times, 
though, it is helpful to repeat key words or 
phrases that the person has used, particularly if 
he has expressed a number of thoughts at one 
time. To use an example, a person might say, 
"Nothing seems to have gone right since I had 
that operation a year ago. I can't seem to work: 
the way I used to. I haven't been able to go to 
the lodge either and ! miss that. You know, the 
lodge folks are a mighty nice group of fellows.” 


Here it might be useful for the nurse to pick up 
*he key phrase "since I had that operation a year 
ago." rather than responding to the lodge item. 
Repeating a key word or phrase helps to keep 
the conversation focused on important issues 
rather than iirelevant items. 


Using Open-ended Questions or Statements. If 
the nurse wishes to obtain more information 
about a specific point, it is often helpful to repeat 
a kev word or phrase in a question or statement 
that gives the person an opportunity to say more. 
The nurse might say, “You said that you had an 
operation a year ago” (repeating the key phrase). 
"Perhaps you could tell me more about it." Or, 
she might simply say, as a question, "You had 
an operation a year ago?" Sometimes the nurse 
can use an open-ended statement or question, 
such as “You were going to say .. .” or "Would 
vou like to tell me more about it?" 


Asking for Clarification. Sometimes it is diffi- 
cult to identify feelings or to understand the 
meaning of a person's words. The nurse may 
then want to ask for clarification. Phrases such 
as. "You mean that you were angry?” or "Am i 
right in thinking that you felt guilty [or de- 
pressed, or sad]?”’ are examples of responses the 
nurse could make to verify her impressions. 
Asking for clarification also helps to indicate to 
the patient that the nurse is trying to understand 
his point of view. 


Exploring Alternatives. Sometimes the nurse 
can help an individual to explore possibilities 
in regard to resolving problems he has identified. 
She may be aware of factors in the situation that 
he has not mentioned, or she may help him to 
think about things he might want to take into 
consideration in working through his solution 
to these problems. She may then want to men- 
tion these factors in her responses to his state- 
ments or questions. She should be careful, how- 
ever, not to give her own opinions on what he 
should do, but rather to help him consider all 
factors and possible alternatives in the situation. 


Responses That Hinder 


Reassurance. Responses that hinder the flow 
of conversation can be made if the nurse is not 
thinking about the impact of her words. One of 
the most common ways of cutting off commu- 
nication is the use of reassurance. We want to 
make the patient feel better—therefore, we say 
things like, “Don’t worry, everything is going to 
be all right," "Everybody feels like that," or "We 
haven't lost a patient yet" (from a simple or 
routine procedure). Comments such as these 
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may be said with the intention of reassurance, 
but they may convey to the patient that the 
nurse is denying he has a problem. 

The patient isn't really interested in how 
"everybody else" feels. He is interested in his 
own feelings and problems. Procedures that are 
routine and simple to the nurse are new and 
problematic to the patient. 


Social Cliches. Closely allied to reassurance 
are the social clichés that seem to come almost 
automatically to our lips if we are not thinking 
too much about what we are saying. Expressions 
like, "You'll feel better after a good night's 
sleep," "Your doctor knows what is best for 
you," and "Everything will work out in time" 
are examples of common clichés, that is, pat 
answers that are trite and have lost their mean- 
ingfulness through overusage. They tend to con- 
vey to the patient that you weren't really listen- 
ing to what he was saying. You probably were 
thinking of something else and answered auto- 
matically. 


Hostility. People who are anxious frequently 
react with anger and hostility to those around 
them. Nurses and other health workers often 
bear the brunt of this anger from patients and 
their families, and it is difficult not to be hostile 
in return. A hostile response made by a nurse, 
such as, “You shouldn't say things like that," 
can humiliate the individual and, most cer- 
tainly, will hinder the progress of the nurse/ 
patient relationship. 


Imposing Values. The nurse should be careful 
not to impose her own values on the patient. 
“You shouldn't have done that," or “If I were 
you, I would have done this or that," are exam- 
ples of evaluative responses that are best 
avoided. 


Giving Advice. Giving advice implies to the 
other person that you know better than they do 
what they should do. If your advice is being 
requested on matters pertaining to the patient's 
health, this is an area in which you are expected 
to have more knowledge, and advice may be 
acceptable. Advising people on matters other 
than health is generally not acceptable. For ex- 
ample, statements such as, “I think I would tell 
your sister to stop bothering you," or “If I were 
you, I'd sell all those stocks and bonds and buy 
real estate" are likely to cut off communication. 
Most people don't want advice, unless thev 
specifically ask for it. Even if they ask for vou- 
opinion, it is wise to refrain from giving advice 
in areas in which you are not an acknowledged 
expert. Even when it is a matter of health. it is 
preferable to help the patient to explore alte- 
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natives, so he can make his own decisions, 
rather than giving cut and dried answers. 


Probing. We have already mentioned that the 
nurse should avoid the appearance of probing 
into another person's private life. Questions 
such as, "Why do you feel this way?” or "Why 
did you do that?" or statements like “Tell me 
more about your relationship with your sister” 
are probing responses. Often, the person himself 
may not know the answer to the why, or if he 
does, may resent someone asking him. It puts 
him in an uncomfortable position when he has 
to explain his actions. Silence is often preferable 
to asking direct questions, particularly if an 
individual appears to feel deeply about some- 
thing. 


Belittling. Belittling the feelings or actions of 
another person engenders resentment. Saying 
things like, "Other people don't seem to feel this 
way" conveys to the patient that there must be 
something wrong with him if he is reacting in 
this fashion. Or, telling the patient about other 
people's accomplishments or their problems that 
are greater than his make him feel small and 
insignificant. If a post-partum patient says, "My 
stitches hurt" and the nurse answers, ''You have 
to expect a little pain. My sister told me she 
couldn't sit down for a week after she had her 
baby," the patient is not likely to confide further 
in the nurse. 


Rejection. The nurse can cut off communica- 
tion, consciously or unconsciously, by rejecting 
the patient's feelings, thoughts, or actions. State- 
ments such as, ‘You shouldn't feel like that," “I 
don’t want to hear about it," or "How could 
anyone do that?" give the impression to tbe 
other person that his thoughts, feelings, or ac- 
tions are unworthy. He is likely, then, to avoid 
talking further about that subject, and may be 
hesitant to bring up other matters. Rejection can 
be communicated also by nonverbal means. 
Turning away from a person, averting your eyes, 
and subconsciously backing away can all indi- 
cate rejection. 


4 


A Gase in Point 


The following example shows how the nurse 
can 7*fect the patient's well-being through com- 
munt! atiot. 

Mr "Angelo Niccolini is a 64-year-old widower 
who Was admitted to the hospital suffering from 
difficulty in breathing and pain in his chest, left 
arm, and back. Mr. Niccolini emigrated from 
Italy 50 years ago and, although he is fluent in 
English, he prefers to speak only Italian at home. 


He lives with his daughter and son-in-law and 
their four teenage children in a predominantly 
Italian neighborhood. He is a baker, head of the 
family business, which he runs with his three 
sons, who live in the same neighborhood. Mr. 
Niccolini's working day is usually from 0400 to 
1800 hours, 6 days a week. He smokes about a 
pack of cigarettes a day. He enjoys food and is 
consequently overweight. He drinks what he 
considers a moderate amount of wine every day. 
He has never been hospitalized before and ap- 
pears very anxious about being separated from 
his family. 

Mr. Niccolini is sitting up in bed playing 
solitaire and muttering to himself when the 
nurse walks in. 


N.: Good morning, Mr. Niccolini. How are 
you feeling this morning? 


What's good about it? I feel fine. Why 
can't I go home? I just sit here all day. 
Why can't I have a cigarette and some 
decent food? How can you expect me 
to eat these meals? Now, what I would 
like is some good pasta, some decent 
bread, and a little wine. I can't even 
taste the food you give me here. 


Mr. N.: 


N.: You seem to be upset this morning, Mr. 
Niccolini. 
(reflecting feeling) 
You say you want to go home? 
(picking up key words) 


Yes, I want to go home. Nobody's doing 
anything for me here. They just take 
my temperature and my blood pressure 
now and then, and expect me to lie 
around like this. I have better things to 
do with my time. 


N.: What sort of things do you feel you 
have to do, Mr. Niccolini? 
(asking for clarification) 
Mr. N.: Well, who's looking after the bakery, 
for example? They need me there. 


N.: Don't your sons work in the bakery 
with you? 
(asking for clarification) 


Yes, yes, my sons. But they all have 
their own jobs to do—who's going to 
make the bread? I always make it my- 
self every morning. They need me. 


N.: I'm sure they do need yéia. Mr. Niccol- 
ini. Is someone making the bread now 
while you are in the hospital? 


(accepting the patient's feelings and 
helping him to explore situation) 


Yes, my oldest boy. But he has his jobs 
to do too. And who will mind the 
counter when everyone is busy? 


Mr. N.: 


N.: You mind the counter as well as make 
the bread? 
(picking up key phrase) 
Mr. N.: My daughter does most of the time, but 
I help out when things get busy. Luigi 
comes in and helps on the weekends. 


N.: Luigi? 

(asking for clarification) 
Mr. N.: He's my oldest grandson. He seems to 
like the bakery or maybe he just likes 
the money he earns. 


N: Could Luigi come in and help after 
school? 
(helping the patient to explore) 


That might be an idea. Luigi is 17 now 
and should now be taking more re- 
sponsibility. I'll call my daughter and 
see about it. 


When the nurse comes back a little later, Mr. 
Niccolini seems a little more cheerful. 


Ne Well, Mr. Niccolini, do you feel better 
now that you've talked with your 
daughter? 


(showing interest in patient) 


Yes, I do, but I just remembered some- 
thing. 


N.: What's that, Mr. Niccolini? 
(encouraging patient to elaborate) 


I'm supposed to give a speech at the 
baker's association meeting next week. 
I’ve never missed a meeting. I guess 
that's how I became president. Now I 
won't be able to go on the day I’m 
supposed to give my speech. 


N.: Do the members of the association 
know you are in the hospital? 
(picking up key words and helping 
patient to explore the situation) 


No. ‘ut my sons will tell them at the 
meeting tonight. Two meetings in a row 
I'm going to miss. 
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N.: Would you like to talk with one of the 
other members? The vice president 
perhaps? 

(helping patient to explore the possi- 
bilities to resolve problem) 


Mr. N.: Yes, I would, but not until tomorrow. 
Otherwise, they might decide to let 
someone else give my speech, and I 
want to give it myself. 

INTERVIEWING 


The interview has been defined as a “talk with 
a purpose.” It is a basic tool of communication 
that is used a great deal by health workers, 
although its use is not, of course, limited to the 
health field. Most nursing students will have 
had experience with interviews. If they have 
applied for a summer or full-time job, for ex- 
ample, they probably had an interview with 
their prospective employer. Prior to entering 
most schools of nursing, students are inter- 
viewed by a member of the school faculty as 
part of the admission procedure. 

In the health field, the interview is used for a 
number of different purposes, and by most 
health professionals. The physician may inter- 
view an individual to obtain a medical history, 
to use a common example, or to assess the 
results of therapy. 

Social workers use interviewing extensively 
in their work, as, for example, in discussing 
financial problems with a patient. The nutrition- 
ist may interview someone to find out his food 
preferences or to counsel a person about his 
special dietary needs. The psychologist uses the 
interview mainly as a therapeutic tool, as in 
helping a person to resolve his emotional prob- 
lems. 

Nurses, in their practice, may use interviewing 
for any or all of the purposes exemplified 
above—for gathering information or for verifying 
it, for assessing the results of nursing care, in 
counseling people about health matters, in plan- 
ning with individuals about their care, and as a 
therapeutic tool. 

When planning an interview, the nurse takes 
into account not only its purpose, but alse the 
time and the setting for the interview. She 
should be familiar with some of the basic tech- 
niques of interviewing, such as those 1 :d in 
beginning and ending an interview, and elic- 
iting specific information. As with othe skills. 
interviewing requires oractice. One shc Id not 
expect to become an expert overnight, or in one 
easy lesson. The material presented here is in- 
tended simply as an introduction to the subject 
Many textbooks and articles have been wrizez 
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The nurse frequently uses the Interview to gather infor- 
mation from a patient. 


on interviewing, and the nurse will probably 
want to supplement the material presented here 
with additional readings from the list of refer- 
ences suggested al the end of the chapter. 


Setting the Time and Place for the 
Interview 

An adequate amount of time should be set 
aside for the interview, the length depending on 
the purpose and nature of the interview. Judg- 
ment must be exercised on both the length of 
time allotted for the interview and the time at 
which it takes place. If a person is seriously ill 
and many new and frightening things are hap- 
pening to him, or if he has just been admitted 
to the hospital and is having numerous tests and 
examinations, it may be best to delay an inter- 
view until the immediate crisis is over. Again, 
if the person appears to be becoming fatigued, 
itis wise to terminate an interview and complete 
the session at another time. Interviews should 
be scheduled for a time when both the patient 
and the nurse are free from other commitments. 
They should not conflict with appointments the 
patient has for x-rays, laboratory tests, treat- 
ments, or visiting hours. Nor should the nurse 
feel hurried or rushed because she has other 
things to do. In short, one strives for a relaxed, 
unhurried atmosphere. 

It is always best to have a quiet and private 
room in which to interview an individual. This 
is, however, not always possible in our busy and 
often crowded health agencies. It is important, 
though, that the person being interviewed feel 
that he has the undivided attention of the nurse 
and that his confidentiality is being respected. 


A corner of a lounge or of an office can be used. 
or the curtains can be pulled around the pe- 
tient's bed if he is in the hospital and not in « 
private room. 


Beginning an Interview 


An interview is essentially a conversation be- 
tween two people—often, as when the patien: 
has just been admitted to the agency and thz 
nurse has not met him before, between twc 
strangers. The nurse, as the interviewer, has = 
responsibility to put the other person at ease 
For the beginning student, who is perhaps a bi: 
apprehensive about interviewing someone, it i: 
helpful to remember that the patient, too, i: 
probably anxious. Most people who seek th 
help of health professionals by coming to = 
health agency are either ill or in some wai 
concerned about their health. Even those whc 
are well and attending a health maintenance 
clinic usually have some minor worries. The: 
are all, therefore, at least a little anxious. It help: 
if the nurse observes the common courtesies o 
greeting people by name, offering them a sea 
(in an ambulatory setting), or asking their per- 
mission to sit down and talk (if the person is ir 
an inpatient facility). The nurse should alsc 
introduce herself by name. These courtesies con- 
vey a feeling of respect for the person who iz 
being interviewed and help to put him at ease 
The common ritual also helps the nurse to fee. 
more comfortable. 

The nurse should also state the purpose of the 
interview and the approximate amount of time 
it will take. This information helps to set (he 
climate for the interview. The patient feels more 
comfortable when he knows what to expect ane 
why the nurse is interviewing him. The nurse 
might say, for example, that the purpose is & 
learn something about the person so that his 
care can be planned to suit his individual needs 
and preferences if it is an initial assessment 
interview. Or she may say she would like to tali 
with him about plans for his going home. 


Eliciting Specific Information 


Although the nurse often has specific infor 
mation that she wants to obtain from the ind- 
vidual during the interview, it should not be 
conducted as a question and answer session. * 
may be a structured interview in the sense the 
the nurse controls and directs the conversation. 
as when the nurse gathers information in he 
assessment interview, but the individual should 
feel free to discuss his feelings and concerns 
and the things that are important to him. Mos 
people will give all the information needed, ane 
more, if an open climate is created. 


In this regard the section in this chapter on 
creating a climate in which the patient feels free 
to communicate and on learning to listen will 
be helpful. 

When there is specific information that the 
nurse would like to obtain, some direct ques- 
tions will have to be asked. In such cases it is 
probably a good idea to start with the person's 
immediate concerns, that is, his feelings and 
perceptions in regard to whatever the interview 
is about, without interjecting too many questions 
in the beginning. If the nurse does not do this, 
there is a possibility that important factors may 
be missed. It is usually considered best, in ask- 
ing questions, to start from the general and then 
proceed to the specific details. Also, people 
usually respond much better to impersonal ques- 
tions at first. The nurse should leave the more 
personal ones until the patient has had a chance 
to get to know the nurse a little during the 
course of the interview. In our computer-age 
society, most people are used to filling in forms 
and answering questions about their name, age, 
education, and place of employment. These are 
relatively impersonal items. An individual's 
likes and dislikes and his feelings are more 
personal. These should be left until after the 
general questions have been answered. 


Ending an Interview 


When the purpose of the interview has been 
accomplished, the nurse should take some time 
to ask the patient if he has any questions, or if 
there are other things that he is concerned about 
that were not discussed. Patients often feel that 
the nurse is busy and they are sometimes reluc- 
tant to take up her time. But taking a few minutes 
to listen to the patient's concerns often saves 
the nurse time in the long run, since the patient 
is less apt to make frequent requests later if he 
is reassured that someone is concerned about 
him as a person. 


In terminating an interview, it is again helpful . 


to observe the social amenities. Thanking the 
person for his time, saying that you will see him 
again, and assuring him that he can call on you 
if he is concerned about anything are all ways 
of conveying to the patient that he is a person 
worthy of respect. 


COMMUNICATING WITH OTHER 
MEMBERS OF THE HEALTH TEAM 


Nurses very seldom work in complete isola- 
zon. Even in a remote nursing station where she 
may be the sole provider of health care for a 
community, the nurse almost always has at least 
radio contact with a base hospital where she can 
communicate with other members of the health 
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team. Very few nurses work in isolated rural 
settings, of course. More usually, the nurse is 
employed in a busy, urban health agency where 
there are large numbers of nurses and a variety 
of other health personnel. 

Communication with other members of the 
health team is an important part of the nurse's 
work. It is essential to facilitate tlie process of 
patient care. Information gathered by all team 
members provides the basis for planning com- 
prehensive care for the patient. Sharing infor- 
mation helps to avoid duplication of effort in 
gathering data and also enables each team mem- 
ber to benefit from the information others have 
collected. Communication is essential too in the 
planning of patient care so that everyone shares 
the same goals for the patient; in that way, care 
is coordinated and people are not working at 
CTOSS-purposes. 

The actual implementation of health care to- 
day is also very much a team effort. The provi- 
sion of comprehensive care requires the skills 
and talents of many different categories of work- 
ers. The physician and the nurse have always 
worked closely together in many aspects of pa- 
tient care and continue to do so. With the num- 
ber of specialized workers in the health field 
today, however, it is more than ever essential 
that all coordinate their efforts in caring for 
patients. There must be adequate, effective com- 
munication channels for the achievement of this 
coordination. 

Communication between members. of the 
health team takes place in many ways. A great 
deal of information is exchanged informally, 
through face-to-face meetings and telephone 
conversations. But there are also more formal 
channels, both oral and written, that help to 
facilitate the exchange of information. 

The patient's record is one very important tool 
that helps to keep all team members up-to-date 
on the latest information that has been gathered 
about a patient and the most recent develop- 
ments regarding his progress. Patient records 
will be discussed in Chapter 12, so we will not 
go into them further at this point. Other com- 
monly used communication media that the 
nurse will utilize frequently are reports, both 
oral and written, consultations, conferences, re- 
ferrals, and patient rounds. 


Reports 


Reporting of information to other members of 
the health team is essential if they are to be 
briefed on events that have taken place (or are 
likely to take place), be told of developments 
that have occurred in regard to patients' proz- 
ress, and be alerted to things to watch for in *= 
care of specific patients. Reports may be give- 


188 THE NURSING PROCESS 


either orally or in writing. At the end of each 
shift, members of the nursing team usually re- 
port orally to the team leader on the progress of 
each patient they cared for during that shift. The 
team leader, in turn, reports to the head nurse, 
who uses this information to prepare her change- 
of-shift report for the nurses who are coming on 
duty. 

The change-of-shift report is usually a fairly 
formal report, in which the nurse completing 
her tour of duty “hands over” the care of patients 
on the unit to those who will be responsible for 
their care on the next shift. At this time, the 
progress of each patient on the unit is reviewed, 
and the nurse who is leaving briefs the newly 
arrived staff on treatments or other activities 
that are still in progress, and on events that are 
likely to occur on the next shift. She may, for 
example, say that Dr. X is coming in to take out 
Mr. Smith's sutures this evening, or that the 
Admitting Department has called to say we are 
receiving a new patient, giving as many details 
as she has received herself. 

As part of the change-of-shift report, the head 
nurse often makes rounds with the nurses com- 
ing on duty, and they exchange information 
about each patient in the process. Many agencies 
are now using tape recorders or Dictaphones to 
make the change of shift report less cumber- 
some. Each nurse who has been responsible for 
the care of a group of patients can dictate the 
report on her patients. Nurses coming on duty 
then need to receive only a minimal report from 
the head nurse going off duty and can obtain 
direct information about each patient from the 
nurse who cared for him during the previous 
tour of duty. The head nurse also reports to her 
supervisor about the patients on the unit. This 
is often a written report, supplemented by an 
oral report as needed. 

In addition to patient care reports, most health 
agencies have a large number of other reports 
and forms that nurses utilize. These vary from 
agency to agency and the nurse must familiarize 
herself with those used in the agency in which 
she is working. There are usually forms for 
roquesting laboratory, x-ray and other types of 
di gnostic tests, forms for recording the admin- 
is ation of narcotics and other controlled drugs 
( count has to be kept of these), forms for 
« ‘ering drugs and other supplies, and a good 

y others. We have already mentioned the 

Jent (incident) report, which is completed 
‘C “never an unusual occurrence takes place 
oC napter 7). 


r 


Consultations 
E IS 
The nurse often ^ s the '»d to consult with 
another health practitione about the care of her 


patients. She usually consults informally with 
her team leader, or with the head nurse, or with 
both. She also consults with the physician about 
the patient's plan of care and progress. If there 
is a clinical nursing specialist available, the 
nurse may want to consult with her about the 
patient's plan of care, or about unusual problems 
the patient has. She consults with the physical 
therapist frequently and with the nutritionist 
and the social worker—in fact, with all who may 
be involved with the patient's care. 

Physicians consult with other physicians; they 
frequently call in specialists to see the patient 
and give opinions regarding diagnostic or ther- 
apeutic measures for that patient. The nurse will 
note the requests for specialist consultations and 
the specialist's report on the patient's record. 


Conferences - 


Members of the nursing team usually meet 
daily in a team conference to exchange infor- 
mation about their patients and to review and 
revise their care plans. Increasingly common too 
are team conferences, at which various members 
of the health team meet to review their findings 
about a patient, to develop a combined plan of 
care or to review the patient's progress. Until 
very recently team conferences have been used 
most frequently in rehabilitation settings, in 
community health agencies, in psychiatric set- 
tings, and in agencies providing long-term care 
for people who are ill. However, they are becom- 
ing more common in all types of health care 
settings. 


Referrals 


Referrals are basically of two types, those 
requesting the services of another department 
within an agency in the care of a patient, and 
those referring a patient to another agency for 
care. In a multiservice ambulatory health care 
agency, such as a Health Maintenance Organi- 
zation (HMO), a Community Health Center 
(CHC), or the Outpatient Department of a hos- 
pital, patients are frequently referred from one 
service to another for specialized care. A patient 
might be referred to the dental or eye clinic, for 
example, or to the nutritionist or social worker 
from a generalized service. In a hospital setting, 
a referral might be made to such departments as 
social service, physiotherapy, or inhalation ther- 
apy (respiratory technology) for their specialized 
services for the patient. Patients may also be 
referrea from one agency to another. An HMO 
c CHC might refer an individual t- a hospite' 
i „e needs inpatient care (he would be admitt 
under the care of his attending physician) or a 
hospital might refer a patient to an HMO or 


CHC. If a patient is being discharged from the 
hospital and requires home care services, a re- 
ferral would be made to the appropriate agency. 
Referrals may be made by a community health 
nurse (or-a school nurse) for individuals to 
receive care from any number of agencies in the 
community. 

A referral system is important to assure con- 
tinuity of care. It is essential that the agency to 
which the patient is being referred have suffi- 
cient information to assure that continuity. Most 
agencies have referral forms on which summary 
information about a patient is written; it is often 
the nurse who is responsible for completing 
these forms, although policies vary. In a hospi- 
tal, the patient's record would be available to 
the member of the department being called in to 
see a patient; therefore, the referral is usually 
simply a request for services. 
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Patient Rounds 


Another means of communicating information 
about patients is through patient rounds. We 
have already mentioned one type, when nurses 
make the rounds on a nursing unit during the 
change of shift report. The nurse usually makes 
rounds with the physician when he visits his 
patients on a hospital nursing unit. A consider- 
able amount of information is exchanged at this 
time, as opinions are shared regarding the pa- 
tient’s progress and plans are discussed for his 
care. Often, nursing rounds are made by the 
head nurse on a unit with her supervisor, with 
the clinical nursing specialist, or with staff 
nurses on the unit. Teaching rounds are also 
made for the benefit of students; both medical 
and nursing schools use patient rounds as learn- 
ing experiences for students. 


STUDY SITUATION 


With the help of your instructor, select a patient in the clinical area in which you are 
gaining experience. Arrange a time for you to visit the patient for the purpose of 
taking a nursing history, using the agency's form. By utilizing some of the techniques 
outlined in the section on learning to listen, see what you can find out about this 


patient as a person. 
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The Nurse Should Be Able to: 


è Discuss the importance of the teaching aspects of her role 

è List the principles of learning that are relevant to teaching patients 

€ Give an example from her own learning experiences to illustrate 
each of these principles 

€ Explain how each of the following may affect the process of 
teaching-learning: characteristics of the learner, characteristics 
of the teacher, the social climate, and the nature of the 
material to be learned 

@ Name the basic types of learning tasks 

€ Describe teaching strategies suitable for each type of task 

€ Discuss the goal of patient learning as a basis for identifying 
learning tasks 

è Formulate specific objectives for patient learning 

@ Discuss points to consider in planning and organizing a teaching 
session, conducting a teaching session, and selecting the 
time and place for teaching 

è Describe methods for the evaluation of patient learning suitable 
for different types of learning tasks 


TEACHING AND 
LEARNING SKILLS 


CHAPTER 


:NTRODUCTION 


An important part of nursing is helping the 
zatiənt to learn the things he needs to know, or 
‘> 5e able to do, in order to promote his optimal 

. 2.;-being. In Chapter 6, we identified teaching 
:: one of the major roles of the nurse. The 
"siching aspects of nursing are receiving a great 
:=:! of emphasis these days, for several reasons. 
‘fzav of the major health problems in Western 
-^cieties today are directly or indirectly attrib- 
-':5le to life style factors. We discussed this 


=rzise. smoking, overindulgence in alcohol, ex- 
:sssive speed on the highway, and the stresses 
? urban living were among the factors we men- 
--ned. Tackling the problems resulting from 
“nese (such as obesity, hypertension, heart dis- 


Being taught the proper technique for 
walking on crutches can allow a patient 
to function independently while recover- 
ing from an injury. 


ease, respiratory problems, alcoholism. acci- 
dents, and mental illness) all involve a large 
educational component. People must be moti- 
vated to change their lifestyles and helped to 
learn, and adopt, alternatives, if these problems 
are to be lessened. 

Then, toc, it is increasingly being acknowl- 
edged that people have a responsibility to pro- 
tect and promote their own health. If they are to 
assume this responsibility, they have to learn 
measures that will enable them to do so. Indeed, 
the emphasis today on patients’ rights in the 
health care system has led to consumer demands 
that health professionals share their knowledge 
and skills. The consumer wants to be given the 
necessary information and taught the requisite 
skills to look after his own health insofar as he 
is able. Failure on the part of health profession- 
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als to teach the patient adequately may, in fact, 
be construed as negligence. 

Nurses are playing a key role in educating 
patients. The nurse is regarded by the public as 
a' person knowledgeable about health matters; 
her opinion is respected and her advice is sought 
by people on matters that concern them about 
their health. By now, you have probably found 
that your friends and your family—and other 
people too—are beginning to ask you questions 
about health matters, even though you are just 
at the beginning of your nursing program. A 
comment you will hear frequently throughout 
your lifetime is, “You should know—after all, 
you are a nurse." You cannot possibly expect to 
be able to teach everybody all that they want or 
need to know about their health at this stage of 
your career, nor even after you have completed 
your nursing course. But you can help them to 
learn what they want to learn. 

Every individual, whatever the state of his 
health, has learning needs in relation to health 
matters. The person who is active and in good 
health may need to learn more about nutrition 
in order to control his weight, or he may want 
to embark on a regular exercise program to 
improve his physical well-being. Most people 
want to know how to protect their health. Par- 
ents are usually particularly anxious to learn 
measures they can take to protect their children 
from the disorders to which youngsters are par- 
ticularly vulnerable, as well as steps they can 
take to promote their child's optimal growth and 
development. 

Most people who become ill have learning 
needs relative to their new situation. They usu- 
ally want knowledge about tests and examina- 
tions, about their disease process, and, if they 
have been hospitalized, about their environ- 
ment. Some people must learn ways of planning 
for the future, regaining their health, or coping 
with physical, psychological, and sociological 
stresses. 

Nurses and other health personnel should 
always keep in mind the ultimate goal of restor- 
ing the sick individual to an active, functioning 
role in society insofar as this is possible. The 
individual and his family must be assisted from 
the onset of an illness, and throughout its du- 
ration, to engage in activities that will help him 
achieve the highest level of well-being that is 
possible for him. To use an example, the person 
who has had a stroke needs to be encouraged to 
maintain independent bladder and bowel func- 
tioning and given the opportunity to do so, or, 
if necessary, to regain independence in this area 
as quickly as possible if it has been lost tempo- 
rarily during a period of unconsciousness. 
Nurses all too often accept incontinence as an 


inevitable result of illness, particularly in older 
people—yet it need not be so. Rehabilitation is 
a learning process that should not be left until 
an episode of acute illness is over. 

Patients with terminal illnesses, and their fam- 
ilies, also have learning needs. They may need 
to learn measures to control pain, for example. 
Lifestyles may need to be altered to accommo- 
date the person with an illness. If the patient 
remains at home, a bed may need to be moved 
to a downstairs room, close to a bathroom and 
to a kitchen, to make care easier. The family 
may need to learn home nursing skills, such as 
giving the person a shampoo in bed or making 
a bed with the person in it. 

Helping the individual to learn new skills or 
to relearn old ones should be a fundamental part 
of care for all patients. 

In order to fulfill her teaching responsibilities, 
the nurse must know something about the learn- 
ing process, be able to identify the patient's 
learning needs, and be able to select appropriate 
methods and techniques to facilitate the learning 
process. She should also be able to evaluate the 
effectiveness of the patient's learning. 


THE LEARNING PROCESS 


Learning is an active process that continues 
from birth to death. Throughout his lifetime, an 
individual is constantly learning as he gains 
information, develops skills, and applies these 
in adjusting to new life situations. Learning 
takes place basically in one of two ways: either 
informally, through the ordinary activities of 
living, or formally, through a series of selected 
learning experiences designed to achieve spe- 
cific goals. 

People learn a great deal about health and 
illness through informal means. In the family 
environment, for example, parents usually teach 
children basic hygiene measures, such as wash- 
ing their hands before meals and using a tissue 
to blow their nose. Children also learn measures 
to protect their health as, for example, "Don't 
go outside without your coat on—you'll catch 
cold” or “Wear your rubber boots—you don't 
want to get your feet wet and take a chill." Care 
during illness is also a part of childhood learning 
experiences in the home. The child is put to bed 
when he has a fever. The parent has certain 
remedies for a cold, and these are passed on to 
the child through informal teaching methods. 
Dietary habits too are learned in the home. The 
lea: ning that occurs in the family is often sup- 
pleinented by informal t ks with p uple in the 
health field, such as the family doctor or a nurse 
who lives in the community. Other means, such 


as reading articles in the newspapers about 
health matters, or the health columns written by 
medical experts that are a feature in many news- 
paper and popular magazines, also contribute to 
a person's informal learning about health mat- 
ters. Similarly, people learn a great deal about 
health and illness from radio and television. 

People who are sick and need the help of 
health professionals often learn much about 
their health problems and how to care for them- 
selves informally through the actual experience 
of being ill. However, there has been a substan- 
tial amount of evidence to indicate that many 
patients' learning needs are not met through 
informal channels. One of the most frequent 
complaints of patients is that they do not receive 
enough information. This concern has been 
voiced in the statements of Patients' Bill of 
Rights (see Chapter 7). Yet it has been shown 
that the better informed the patient is about his 
condition, the more effective is his therapy. The 
value of good teaching in contributing to the 
sick person's recovery and his rehabilitation has 
been well documented. Adequate preoperative 
instruction has been shown to be a factor in the 
prevention of many postoperative discomforts, 
such as pain and vomiting, and a contributing 
factor in early recovery from surgery. Good 
teaching programs for diabetic patients and for 
cardiac patients, to cite two examples, are ac- 
cepted as important aspects of the care of pa- 
tients with these health problems. Other exam- 
ples of people whose sole responsibility is to 
teach patients about their disease include the 
diabetic teaching team and the “ostomy nurse." 

Many ambulatory agencies employ a nurse 
full time to develop and carry out a program for 
teaching patients. An HMO, for example, may 
have a nurse on staff whose responsibilities 
include teaching prenatal and postpartum 
classes, weight-control classes (which might in- 
clude an exercise program), and classes for pa- 
tients with other kinds of specific health prob- 
lems. 

An “ostomy nurse" teaches patients who have 
had operations like colostomies and ileostomies 
how to care for themselves. A colostomy is an 
artificial opening (stoma) created in the large 
intestine and brought to the surface of the ab- 
domen for the purpose of evacuating the bowel. 
An ileostomy is a similar opening in the small 
intestine. 


How Learning Takes Place 
m " 
Learning'?causes c:fanges in the learner's 
thought processe, actions, or attitudes. Evi- 
dence of these changes can, for the most part, 
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be observed in the learner's behavior. If your 
anatomy and physiology instructor asks you to 
learn the names and functions of the cranial 
nerves, for example, he or she can observe 
whether learning has taken place by asking you 
to list the cranial nerves and explain their func- 
tions. Your nursing fundamentals teacher can 
observe your actions in making a bed and judge 
whether the requisite amount of learning has 
taken place to consider that you have mastered 
the skill. Attitudinal scales have been developed 
to assess the amount of change that has taken 
place in a person's opinions or feelings as a 
result of a learning experience. For example, a 
scale could be used to assess changes in your 
attitude toward working with old people after 
you have had experience in an extended care 
unit or in a nursing home. 

The internal process of learning— what ac- 
tually goes on inside the learner—does not, 
however, lend itself to direct observation. One 
cannot peer into a person's brain to see what is 
actually taking place. We are perhaps closer, to 
understanding the phenomenon of learning mo- 
tor skills (the psychomotor area of learning) as 
a result of research into the physiology of mus- 
cular activity. We know, for instance, that com- 
plex movements such as those learned in skill 
development involve the establishment of a se- 
ries of connections in the neural pathways en- 
ervating muscle action. In gaining knowledge 
(the cognitive area of learning) and in acquiring 
attitudes (the affective areas) there is still a great 
deal of mystery as to what actually takes place. 

Theories have been postulated by a number 
of educators over the past century to explain the 
phenomenon of learning. Most theories have 
been based on studies that have measured the 
ease with which learning took place (how much 
was learned? how long did it take?), the extent 
of learning retention (how much was retained? 
for how long?), and observations of changes in 
the thinking patterns of children as they de- 
velop. From these theories, a set of principles, 
in the nature of generally accepted facts about 
the learning process, has evolved. Several of 
these principles are relevant to patient learning. 
(You will find that they apply in your own 
learning, too.) 


Principles of Learning 


1. Learning is more effective when it is in 
response to^a felt need on the part of the learner. 
It is amazing how much learning takes place the 
evening before a class quiz — when you know 
that you are going to need the material the next 
day. And there is no greater stimulus to learning 
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This mother is leaming to bathe her new baby by doing 
it herself under the nurse's supervision. 


than having to teach someone else. If you have 
been asked to take part im a diabetic teaching 
program, for example, you will probably find 
yourself delving into all the books and journals 
you can find in the library with material on the 


subject to learn as much as you can before the 
teaching session. The patient too has to feel a 
real need to learn for optimum learning to take 
place. The new mother about to go home from 
the hospital with her first baby is usually eager 
to learn all she can about caring for the infant 
before she leaves the hospital. She is, most 
likely, going to have to feed, change, bathe, 
comfort, and soothe that infant by herself when 
she gets home. On the other hand, the person 
who has had a colostomy may be reluctant to 
learn to care for it himself. Changing a colostomy 
dressing is not a pleasant procedure—there are 
offensive odors and, as long as the nurse changes 
the dressing, the patient may be able to view the 
opening into the intestine as something de- 
tached from himself. Reality sets in when he 
does the dressing himself, and he may want to 
put that off awhile. (Some people, of course, feel 
embarrassed at having the nurse do the proce- 
dure and are anxious to do it themselves.) 

2. Active participation on the part of the 
learner is essential if learning is to take place. 
Learning takes place in the learner, and he must 
be actively involved in the process. Telling the 
patient what to do or handing him a set. of 
written instructions will not ensure that he will 
follow these instructions on his own. The use of 
discussions in which the patient takes an active 
part, problem-solving by the patient, and actual 
practice in performing procedures and handling 
equipment are much more effective than straight 
"telling," in which the activity is almost all on 
the nurse's part. It is helpful, in this regard, to 
make use of as many of the senses as are appli- 
cable in your teaching—that is, hearing, sight, 
smell, touch, and taste. 


PRINCIPLES RELEVANT TO TEACHING PATIENTS m 
1. Learning is more effective when it is In response to a felt need on the part of 


the learner. 


2. Active participation on the part of the learner is essential If learning is to take 


place. 


3. Much learning takes place through the mechanism of association. 
4. Learning Is facilitated when the learner achleves a reward as a result of his 


behavior. 


5. Learning is made easier when the learner understands the fundamental concepts 
on which material to be learned is based. 
6. Learning Is made easler when the learner can see the material to be learned as 


part of an overall whole. 


7. Learning is made easier when the material to be learned is related to what the 


learner already knows. 


B. Learning is made easler when the material to be learned Is meaningful to the 


learner. 


9. Learning is retained longer when It is put Into immediate use. 


Learning must be reinforced to 5e retained. 


3. Much learning takes place through the 
-echanism of association. We associate the 
zame with a person and we learn his name. You 
-am medical terminology by associating the 
2ew words with terms you already know. A 
-nild who is given an injection by the nurse 
zay associate pain from the injection with the 
person who gave it, and cry on seeing the nurse 
2n subsequent visits to the health clinic. She 
=as learned to expect pain from that person. 
The learned fear may, however, be extinguished 
i it is not reinforced by subsequent painful 
encounters with the nurse. 

4. Learning is facilitated when the learner 
achieves a reward as a result of his behavior. 
We all learn best when our efforts are rewarded. 
The good grade on an examination paper, or 
praise from your instructor in the clinical situ- 
ation, motivates you to keep up your studies 
and practice your skills. Innumerable studies 
have shown that reward is a much more effective 
stimulus to learning than punishment. We tend 
zo avoid situations that cause us pain or embar- 
zassment or from which we do not gain a feeling 
ai satisfaction. The reward may be extrinsic 
irom an outside source), such as the good grade 
2n your paper or praise from your teacher. Many 
physicians keep a supply of small toys or lolli- 
pops on hand to reward children for good be- 
savior during an examination or treatment. Tell- 
ing the child that he has been a good boy, or 
zirl, is also a form of extrinsic reward. The use 
of rewards helps to build up pleasant associa- 
tions with visits to the clinic. Rewards may also 
5e intrinsic (from the inside), such as the feeling 
of satisfaction you get from doing something 
well or learning something new. In teaching a 
patient, you can help him in his learning by 
giving him honest praise and encouragement. 
The patient who is learning to walk again, for 
example, finds each step a challenge. The 
nurse's helpful encouragement enables the pa- 
tient to take pride in his accomplishment (for 
example, that he has walked farther today than 
he did yesterday). There is, if you like, both the 
extrinsic reward of the nurse's praise and the 
intrinsic reward of the satisfaction he feels on 
accomplishing this feat. 

5. Learning is made easier when the learner 
understands the fundamental concepts on 
which the material to be learned is based. As in 
the matter of communications, some people 
have a tendency to include too many details 
when they are teaching. The most important 
zessage—the' main point they are trying to get 
across—often gets lost in a mass of extra detail. 
It is important to get the basics clear in your 
own mind, and to emphasize these in teaching 
others. For example, if you are teaching sterile 
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technique to someone who is going to have to 
give himself injections at home, one of the most 
important points is to teach the person to avoid 
contaminating the syringe and needle. Therefore 
the package is opened (or the syringe and needle 
are lifted out of the container used for sterilizing) 
in a certain way, the needle is fitted onto the 
syringe in a certain manner, the top of the bottle 
is swabbed with an antiseptic solution, and so 
on. The patient will find it much easier to learn, 
and to remember, if the nurse begins by empha- 
sizing the main point, and relates each step in 
the procedure to this principle, than if she starts 
off with "now, the first thing you do is 
this... and the next is...’ Principles are basic 
concepts that can be used effectively in helping 
people to learn complex material. 

6. Learning is made easier when the learner 
can see the material to be learned as part of an 
overall whole. The matter of relevance is in- 
volved in this principle. We all want to be able 
to see where things fit into the total scheme of 
things, and we look for the pattern, or total 
configuration. If something does not fit, it seems 
irrelevant and we think, "Why bother learning 
it?' Students in professionally oriented pro- 
grams, such as nursing, are almost always con- 
cerned about the relevance of material they are 
asked to learn. There is so much material they 
feel they really need to learn that they question 
material that they do not see as being relevant; 
they learn it with reluctance, if at all. In teaching 
patients, it is always helpful at the beginning of 
a teaching program or teaching session to go 
over the tota] program—to give a brief synopsis 
that enables the person to see how the compo- 
nent parts combine to make a unified whole. 

7. Learning is made easier when material to 
be learned is related to what the learner already 
knows. We build up chains of associated knowl- 
edge in learning theoretical material, and chains 
of motor responses in learning skills. Therefore, 
it is important in teaching new material, or a 
new skill, to build on what the person already 
knows or is able to do. Learning to make an 
anesthetic bed for the patient returning from the 
operating room, for example, is much easier to 
learn once you have mastered the skills of mak- 
ing an ordinary bed. Similarly, the woman who 
has made jams and jellies, or put up fruit in jars 
at home, will find it easier to learn how to 
sterilize a syringe and needle, or bottles for an 
infant's feedings, if the nurse relates these activ- 
ities to the preparation of jars for canning. The 
new learning, then, is an extension of what the 
person already knows and is learned more read- 
ily. 

8. Learning is facilitated when the materia: 
to be learned is meaningful to the learner. One 
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can of course learn nonsense syllables, and 
many experiments have been conducted to see 
how fast people can learn material that has no 
meaning. In nursing, however, we are more 
concerned with the patient's application of his 
knowledge than with his ability to recite facts 
and figures. A nurse can tell the patient that he 
needs so many grams each of carbohydrates, 
fats, and proteins in his daily diet, but unless 
the patient knows the foods that contain these 
elements and the size of a portion that consti- 
tutes so many grams, he is not likely to put the 
knowledge to use. It is important also to use 
terms that the patient can understand. The use 
of technical terminology should be avoided and 
simple words used wherever possible. It is par- 
ticularly important to explain fundamental con- 
cepts in simple terms so that the individual 
grasps the meaning readily. You do not want 
the main point to get lost in a fog of words the 
person does not understand. 

9. Learning is retained longer when it is put 
into immediate use. Material you learn in class, 
for example, about caring for a patient with 
fractured vertebrae, is retained better and longer 
if you are able to care for a patient with that 
condition during your next clinical experience. 
For the same reason, if the experience is delayed, 
you will probably find that you have forgotten a 
lot of what you learned in class. 

10. Learning must be reinforced to be re- 
tained. This is the basic reason for repetition in 
learning. We forget knowledge that we have not 
used or reviewed for a period of time. Skills that 
are not used tend to become rusty. The quizzes 
your teacher gives you in class reinforce your 
learning by helping you to review material that 
you have learned. Practice sessions for your 
nursing skills also help to reinforce the original 
learning (and improve efficiency in performing 
the skill). Similarly, in teaching a patient, ques- 
tioning him about material he has previously 
learned and providing for sufficient practice of 
skills are important ways of reinforcing his 
learning. Rewards also serve as reinforcers of 
behavior. 


THE TEACHING PROCESS 


Teaching and learning are reciprocal proc- 
esses. The teacher's role is to assist the learner 
to acquire the knowledge, skills, and attitudes 
that he needs to learn. Teaching facilitates the 
learning process. It is not a matter of imparting 
information, of giving someone the ability to do 
something, or of changing liis opinions or feel- 
ings. The behavioral changes all have to take 
place in the learner, and the teacher can only 


guide and direct the learning process, so that it 
takes place more easily and more effectively. 
There is an old adage in the education field that, 
if the student hasn't learned, the teacher hasn't 
taught, and this saying sums up the reciprocal 
nature of teaching and learning. 


Teaching Styles 


Basically, the style a teacher uses—his way of 
conducting classes and guiding other learning 
experiences—is his style in assuming a leader- 
ship role with his students. At one end of the 
continuum is the autocratic style, in which 
decisions are all made by the teacher, and there 
is little or no opportunity for the student to have 
a voice in the goals to be achieved or the nature 
of the learning experience, or to take some re- 
sponsibility for its direction. An extreme exam- 
ple of the autocratic style of teaching is the 
nurse who tells the patient, “These are the things 
you need to know," and proceeds to give a non- 
stop talk on his eye condition, or whatever his 
health problem happens to be. This type of 
teaching implies that the nurse knows better 
than the patient what he needs to know, and 
this usually engenders resentment. At the other 
end of the continuum is the laissez-faire style 
of teaching, in which decisions about what is to 
be learned and how it is to be learned are left 
entirely up to the students. While this style may 
be effective with a group of well-motivated and 
well-educated adults, it is all too easy for a 
group to be sidetracked and to deviate from its 
original goals. The middle style is the demo- 
cratic style, in which the learner participates in 
establishing goals, assumes some responsibility 
for the conduct of the learning session, and feels 
free to participate in decisions regarding the 
direction of the experience. This style has been 
shown to be the most effective in facilitating 
learning. However, the styles are on a contin- 
uum; some people tend to be more autocratic in 
their teaching, and some more laissez-faire. It is 
always wise, however, to strive for a middle-of- 
the-road, democratic approach in teaching pa- 
tients. 


FACTORS AFFECTING TEACHING AND 
LEARNING 


A number of factors affect the reciprocal proc- 
esses of teaching and learning. The most impor- 
tant variables'in these prc^essés are the charac- 
teristics of the learner, the :haracteristics of the 
teacher, the nature of the material to be learned, 


and the social climate of the situation in which 
teaching and learning take place. 


Characteristics of the Learner 


In developing a teaching program for one 
patient, or for a group of patients, it is important 
to know something about the learner or learners. 
Age, for example, is a factor that affects both 
learning and the teaching done to facilitate 
learning. Young children do not think in abstract 
terms. For them, things need to be concrete— 
involving something they can see, do, feel, 
touch, taste, or smell, or something they have 
experienced. They usually have fertile imagina- 
tions, but their imagery is based on past expe- 
riences they have had. If imaginary situations 
are used in teaching, then, they need to be based 
on experiences familiar to the child, such as 
going to the store, playing with friends, helping 
Mommy or Daddy, and the like. Adults are 
usually more goal-oriented in their learning than 
children are and more selective in what they 
learn. The adult learner usually wants to see the 
relevance to his own situation of material to be 
learned. As people get older, their reaction time 
decreases, and the older person generally needs 
more time to learn new material than a young 
person. It is better if the older person can be 
allowed to learn at his own pace. 

The individual's communication skills need 
to be taken into account also. Both hearing and 
vision become less acute with advancing age. 
You will probably find that you have to talk a 
little louder than you normally would, enunciate 
your words more clearly, and perhaps provide 
written materia] in larger print if you are teach- 
ing a group of senior citizens. Language is often 
a considerable barrier to teaching and learning. 
The teacher and the learner have to be talking a 
common language. If the patient speaks only a 
language that is foreign to you, you can use 
nonverbal communication to a certain extent— 
gestures for directions, pantomiming some ac- 
tions, diagrams, or printed material in the per- 
son's language. When there are complicated in- 
structions, or complex material to be learned, an 
interpreter is needed. Often, a family member or 
friend accompanying the patient can interpret 
for him. Many agencies whose clientele includes 
people of different ethnic origins have phrase 
books that are helpful or staff members who 
speak one or more of the languages commonly 
used by patients. Even if the language is com- 
mon, the words must be understa.idable to the 
patient. You have t consider the vocabulary 
used by the patient You would use different 
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terms in teaching adults and children, for ex- 
ample. You would probably expect a college 
graduate to understand terms that a person with 
less education would not. However, many peo- 
ple without a college degree have extended their 
formal education through reading, attendance at 
continuing education classes, or life experience 
and have gained an extensive vocabulary. One 
should never make the mistake of “talking 
down" to a person just because he has not had 
much formal education. 

Then, too, the cultural background of the pa- 
tient is important. Customs and mores vary from 
one ethnic group to another, from one part of 
the country to another, and from one socioeco- 
nomic group to another. New mothers in a hos- 
pital in northern India, for example, scoffed at 
the nurse's demonstration of bathing a baby. 
When asked why they laughed, they said they 
could bathe six babies in the time it took the 
nurse to bathe one. On further questioning, they 
said they would not use a basin, soap, and a 
washcloth as the nurse did. They would sit on 
the mud floor of a one-room home and, holding 
the baby between their ankles with one hand, 
pour water from a jug over him with the other, 
letting the water flow off the baby into an open 
drain in the floor. The nurse did a little research 
with a community health nurse and, in the next 
round of classes, demonstrated a “safe” method 
for the procedure the mothers had described. 
She also showed them the basin method (sitting 
on a mat on the floor). This time the teaching 
was accepted with no scoffing. It should be 
pointed out that the nurse was from the same 
region as the mothers, but from a different so- 
cioeconomic group. 

In teaching patients, the state of a person's 
health must be considered. The person who is 
ill usually has a shorter attention span than 
when he is well. Teaching sessions need to be 
short, then, and gauged to the person's ability to 
participate. One should not attempt to teach the 
patient any more than he needs to know for his 
own safety when he is seriously ill. Hence, one 
teaches deep-breathing exercises preoperatively, 
when the patient is feeling relatively well, rather 
than postoperatively, when he may be in consid- 
erable pain, possibly not as alert as he normally 
would be owing to effects of the anesthetic used 
during surgery or to medication, and generally 
not feeling well. 

It is important, too, to find out what the patient 
already knows about his health status and/or his 
health problems. People today are much more 
knowledgeable about health matters in general 
and their own health problems in particular than 
were patients of 20 years ago. Medical informa- 
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tion is much more readily available to the aver- 
age layman in newspapers, popular magazines, 
movies, television, and public school programs. 
The patient may, in fact, sometimes know much 
more than the nurse about his particular health 
problem, and she will have to do some extra 
studying in order to help him extend his knowl- 
edge and skills. However, the nurse should 
never assume that, because the patient is well- 
educated and perhaps even a health profes- 
sional, he knows everything he wants or needs 
to know about tests and procedures, or wants to 
know about his health and health problems. It 
is always wise to ask the person both what he 
knows and what he wants to know. 

The individual's motivation for learning is 
also vitally important. As we discussed when 
talking about the principles of learning, to be 
most effective, learning must be in response to 
a felt need. 

The person who has participated in a hyper- 
iension screening clinic, in a shopping mall 
perhaps, and been told that his blood pressure 
is a little elevated is much more motivated to 
learn about hypertension and what he can do to 
bring his blood pressure down than is the person 
whose reading was normal or the obese individ- 
ual who walked on by the clinic without stop- 
ping (unless, of course, that individual was al- 
ready under treatment). The confirmed smoker 
may not be motivated to learn techniques for 
breaking the nicotine habit until he has a sore 
throat that will not go away or he finds he is 
having trouble breathing. For some people, it is 
only when they see noticeable changes in their 
health that they really feel the need to stop. The 
alcoholic, too, has to really want to stop drinking 
before he can be helped to learn another life- 
style. 


Characteristics of the Teacher 


The teacher is, of course, a key figure in the 
process of teaching and learning. We can all 
think of memorable teachers we have had who 
influenced us more than others, from whom we 
feel we learned the most and, with their guid- 
ance, most easily. Perhaps reading the following 
section will help you to remember particular 
attributes of these teachers who helped you in 
your learning and to remember them when you 
are in the role of teacher yourself. 

A good knowledge of the subject matter is 
basic. If you are going to teach a group of 
overweight individuals—or even one individ- 
ual—how to control their diet to lose weight, 
you will need to have a good knowledge of foods 


and the nutrients they contain, as well as their 
caloric content. You should be familiar with the 
Food Guides put out by the federal government 
in both the United States and Canada. You 
should also know the number of calories ex- 
pended during various types of activity, such as 
swimming, jogging, resting, and so forth. In fact, 
you will want to be prepared to answer any 
questions that might arise. It is a good idea to 
try when you are planning a teaching session to 
think of questions people might ask. If, during 
the actual teaching session, you find you do not 
have the answer to someone's question, you can 
say, “I don't know, but I will find out and give 
you the answer tomorrow [or next session]." If 
you feel competent in your mastery of the sub- 
ject matter on other points, you will feel more 
comfortable in saying this. Even the best of 
teachers cannot be expected to know everything. 

When you are teaching skills, you must be 
sure of your own mastery of these before you 
attempt to teach someone else. It is always 
helpful to practice the skill beforehand, even if 
you think you know it well, just to refresh your 
memory. You might enlist the help of one of 
your classmates to observe, so you can have the 
point of view of someone watching you perform 
the procedure. 

Knowledge of the subject matter is, however, 
not enough to guarantee effective teaching. The 
teacher also has to have skill in using teaching 
strategies to put the material across effectively. 
We will discuss strategies commonly used in 
teaching patients later in the chapter. A knowl- 
edge of the various methods that can be used 
will help you to select the one best suited to 
meet a particular patient's needs. Skill in using 
the different strategies will come with practice, 
as is true of any other skill. A wide range of 
teaching aids, including models, charts, dia- 
grams, films, filmstrips,and tapes on a wide 
variety of health topics are available to help you 
in your teaching. You will need to become 
skilled in handling the various types of audio- 
visual equipment to use them successfully. 

The teacher must also have skill in assessing 
the learner's needs and in planning and organ- 
izing the material to be taught. In thinking of 
teaching the patient, the fundamental questions 
are: What is the patient going to have to do? 
What does he therefore need to learn? We will 
discuss these questions in detail later in this 
chapter. When the material to be learned has 
been identified, the teacher needs planning and 
organizing skills. How much material should be 
included? Can it all be taught in one session, or 
are several sessions needed? What should be 
presented first? Are there things that need to be 


taught before something else can be learned? 
Where should the teaching be done? Do I need 
to prepare the place beforehand? What materials 
do I need? Are there teaching aids I can use? 
These are some of the questions to ask yourself 
when you are planning and organizing a teach- 
ing program. (Who said that teachers have an 
easv job?) 


The Social Climate 


The person who is teaching also needs good 
interpersonal skills to be able to foster a climate 
that is conducive to learning. A person cannot 
learn easily if he feels threatened. Most patients 
view the nurse as an authority figure and it is 
important to dispel any threats the patient may 
feel. In this regard, material in Chapter 10 on 
creating an open climate for communication is 
relevant in the process of teaching and learning. 
In teaching, both on a one-to-one basis and in 
groups, it is important that you have an atmos- 
phere in which each person feels free to partic- 
ipate and the communication channels remain 
open. When you are teaching a group of patients, 
vou will find that there is interaction not only 
between you as teacher and the learners but also 
among the learners. People feel more comforta- 
5le in a group when they know who the other 
members are and why they are there. It is helpful 
at the beginning of a teaching session to have 
everyone introduce themselves and, perhaps, 
:ell a little about their background and why they 
are there attending the program. The authority 
aspects inherent in the nurse's role are lessened 
if the nurse can sit as a member of the group, 
rather than stand at the front of the room behind 
a lectern. A more relaxed, informal atmosphere 
is promoted if everyone can sit around a table. 
In many situations, however, this is not feasible. 
If the group is large or if the nurse needs to use 
aids such as flip-charts or a blackboard, she 
should stand where everyone can see her and 
she can see everyone in the class. It is important 
that the nurse and the learners feel comfortable 
and at ease, and that everyone is within sight 
and hearing range. 


Nature of the Material 


Basically, there are four different types of 
learning tasks: those that involve the acquisition 
af knowledge, those that involve the develop- 
ment of skills, those that involve attitudinal 
changes, and those that involve the application 
of these. During your educational program, you 
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will acquire a considerable amount of knowl- 
edge through the classes you attend, the reading 
you do, the projects you undertake, and the 
assignments you are asked to do, as well as from 
your experience in the clinical area. You will 
also develop a repertoire of nursing skills. 

In the course of your program, you will prob- 
ably change your attitude about a good many 
things. For example, you may overcome a fear 
of the operating room once you have had expe- 
rience there; you are likely to develop more 
tolerance toward people who are from a different 
background than your own. You may even begin 
to enjoy getting up in the early morning hours 
to be on duty by 7 a.m. It is during your clinical 
experiences that you learn to apply your knowl- 
edge and skills, and you put the attitudes you 
have acquired into practice in the real-life situ- 
ations that constitute nursing. 

In teaching patients, you will find that many 
of your patients' learning needs come under the 
heading of knowledge to be gained. As we have 
stated before, this is the need most frequently 
expressed by patients. People want to know 
what is happening to them, what the test or 
examination is all about (and the results as 
quickly as possible), and what they can do to 
become more physically fit, to hasten their re- 
covery, or to meet whatever goal led them to 
seek help from the health agency. 

Many times, the patient needs to learn new 
skills. Mr. Jordan, our patient from Chapter 8, 
needed to learn the skill of log-rolling for turning 
himself in bed, to use just one example. We 
have already cited a number of other instances 
of patients having to learn new skills, such as 
the diabetic who has to learn to test his urine 
for sugar and acetone and the new mother who 
needs to learn the skill of bathing a small infant. 

Often, before other learning can occur, attitu- 
dinal changes need to take place. The person 
has to recognize the need to take his medications 
on time and appreciate the significance of skip- 
ping a dose. If the individual feels that the 
material to be learned is not important or rele- 
vant to him, he is likely to adopt an attitude of 
"Why bother?" Attitudes are also very important 
in the application of learning. 

The nurse's primary concern in teaching pa- 
tients is that the individual use his knowledge 
and skills in day-to-day living. This application 
involves the integration of knowledge, skills. 
and attitudes and their use in the activities the 
person usually engages in, or wants to or needs 
to engage in, in his everyday living. A person 
may learn all about nutrients and calories. fc? 
example, and may develop skill in planninz 
meals that contain nutritious but low-caler= 
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foods, but he is not likely to lose weight—which 
was the purpose of the learning—unless he ac- 
tually carries through with his planned menu at 
home and does not deviate by adding additional 
snacks or increasing quantities. 


TEACHING STRATEGIES 


The nature of the learning task helps you to 
determine the methods used in teaching. Var- 
ious strategies are particularly suitable for each 
type of learning task. 


For Acquiring Knowledge 


For an individual to gain knowledge, the in- 
formation must be made available to him in one 
form or another. It may be presented in the form 
of a lecture, or short talk, for example, or during 
the course of a conversation. Conversation is 
suitable when you are dealing with one patient, 
or a very small group (two to four patients). For 
most groups, the lecture or talk is usually more 
appropriate. A straight lecture, or uninterrupted 
talk, however, does not involve much activity 
on the part of the learner, except through his 
sense of hearing, and it depends on the ability 
to listen attentively. If you are giving a talk, it is 
wise to remember that the attention span of the 
average adult is only about 20 minutes. It is less 
for children and for old people, and usually less 
when the person is ill. One should vary the 
techniques used in teaching, then, and inter- 
sperse talking with other techniques such as 
looking at diagrams, or other visual aids, and 
with discussion. 

Discussion, which involves participation on 
the part of the patient, facilitates the retention 
of learning. In conversation and in group dis- 
cussions, however, the participants have to have 
some knowledge of the subject at hand in order 
to discuss it intelligibly. There also needs to be 
some structure to the session, i.e., someone guid- 
ing and directing it, for it to be effective. The 
combination of a short talk followed by discus- 
sion is often a good way of structuring a teaching 
session. 

Illustrating a talk with diagrams or stick pic- 
tures on a blackboard, flip-chart, or just a piece 
of paper, will often help you to get points across 
that are difficult to grasp through words alone. 
If you think of trying to give someone directions 
on how to get some place in a strange city, it is 
much easier for the person to follow the direc- 
tions if you draw a small map. Models are also 
useful adjuncts to teaching. Models of various 


portions of food, for example, are often used in 
teaching people to estimate the size of a portion 
that weighs a certain number of ounces or grams. 

Information can also be presented through the 
use of audiovisual materials. Many films, film- 
strips, slides, and tapes have been developed on 
common health problems to help in teaching 
patients. 

If you are using audiovisual aids in your 
teaching, you will need to review these ahead 
of time, so that you can assess their suitability 
and relevance to the class and, also, so that you 
are familiar with the content. The actual pres- 
entation should be introduced with an expla- 
nation of the purpose in viewing it and the point 
to watch for during the presentation. Opportu- 
nity should be provided for discussion during 
or after the presentation to clarify a point or to 
emphasize basic concepts or key points that are 
illustrated. - 

Written materials are also available on a num- 
ber of different health topics. Your local health 
department and agencies concerned with spe- 
cific health problems, such as the national Heart 
Associations, will probably have pamphlets on 
smoking, nutrition, exercise, hypertension, heart 
disease, and a great many other topics that will 
be useful to you in teaching patients. The health 
agency in which you are having clinical expe- 
rience may have developed handouts for teach- 
ing patients with particular problems. Handouts 
are very useful to supplement teaching by other 
means. The person can have something to take 
home with him, or keep at his bedside, to read 
and review at his leisure, as well as something 
to refer to at a later date if he wishes. 

Storytelling is a useful technique to present 
information to children. Again, situations used 
in the story are best if they are based on things 
familiar to the child, either through his own 
experience in doing them or through other ways 
such as reading about them or watching pro- 
grams on television. A number of illustrated 
children's books are available on the market to 
help children prepare for a hospital experience, 
and cartoons and comic strips have been devel- 
oped to help children learn about health topics 
such as nutrition, brushing their teeth, and other 
hygiene measures. 


For Developing Motor Skills 


In order to develop skill in carrying out a 
procedure, a person must actually go through 
the movements ‘of doing it and practice these 
movements v til he ,levciops proficiency in 
them. A persc'; w 10 is leaning to give himself 


“he use of written materials often fa- 
zares discussion of health problems 
»etween the nurse and the patient. 


a injection of insulin, for example, has to go 
-rough the motions of sterilizing the syringe 
zad needle (or unwrapping the package), as- 
sembling the equipment, disinfecting the top of 
>e insulin container, drawing up the correct 
zmount, selecting an injection site, cleansing it, 
znd giving himself the injection. A complicated 
series of sequenced movements is involved in 
=e skill. Appropriate methods for learning var- 
:ous skills are used extensively in nursing edu- 
zation programs, and you are probably already 
miliar with the demonstration (or lecture-dem- 
castration), the return demonstration, and skill 
>ractice. 


In demonstrating a specific skill, the nurse 


r teaching two diabetic children how to 
ake blood samples from their fingers, the 
urse uses written materials as well as the 
same kind of equipment the patients 
nemselves will use. 


[3 1i 
n 


[1 ICI 


TEACHING AND LEARNING SKILLS 201 


JT 
d 


T lieto Wu us m " 
CSS 


should wherever possible use the type of equip- 
ment the patient will be using at home. Is the 
patient going to use disposable syringes, for 
example, or glass ones that will need to be 
sterilized? 

Many health agencies have standard trays of 
home care equipment consisting of common 
household items. The nurse can use these to 
advantage in demonstrating many nursing meas- 
ures to patients. 

In giving a demonstration, you should first of 
all explain what you are going to do and why it 
is to be done in this way. (Referring to basic 
principles or concepts is helpful in this regard.) 
You should always be sure that the patient can 
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see exactly what you are doing. For example, 
the patient should be able to see the numbers 
on the syringe when he is learning to draw up 
a liquid. An overview of the procedure is given 
first; then the procedure is broken down into 
steps. Key points are stressed while you are 
demonstrating. The material that is being taught 
can often be related to something that is farniliar 
to the patient, so that the learning can be trans- 
ferred from the familiar to a new area. We used 
the illustration earlier of the woman who is 
familiar with canning procedures finding it eas- 
ier to learn to sterilize equipment when similar- 
ities in the procedures are pointed out to her. 

Audiovisual materials can be used advanta- 
geously in teaching many skills. A short film, 
filmstrip, or videocassette can help the learner 
to visualize the procedure and can often be used 
as a substitute for an actual demonstration by 
the teacher. A written outline of the procedure, 
with diagrams illustrating key points, is also 
helpful, particularly if there are several steps 
involved in the procedure. These provide a set 
of directions to which the learner can refer when 
he is returning the demonstration or practicing 
on his own. 

The patient should have an opportunity to 
perform the procedure in a return demonstration 
soon after the nurse has demonstrated it—pref- 
erably immediately afterward. It is helpful to 
guide and direct the person through the various 
steps when he is returning your demonstration, 
so that he performs them correctly and in the 
right sequence. In learning a skill, accuracy is 
more important than speed in the beginning. 
Efficiency and speed will come with practice. 
Sufficient practice sessions should be arranged 
so that the patient feels competent before he is 
on his own. 


For Attitudinal Changes 


Learning experiences to help people change 
their attitude about something are, perhaps, the 
most difficult to structure. Attitudes often de- 
velop over a long period of time many we 
acquire almost subconsciously from other peo- 
ple around us. A person's attitude towards the 
importance of having regular meals, for example, 
is usually acquired in the home through early 
childhood experience. Attitudes can be changed, 
however, through a variety of teaching strategies. 
To use an example, through an intensive edu- 
cational program over the past few years on the 
part of government and private health associa- 
tions, we are changing from a nation of armchair 
athletes to one where millions of people con- 
sider a regular exercise program an essential 


part of their lives. We have changed our attitude, 
then, about exercise. We have also changed 
attitude toward smoking. A generation ago, 
learning to smoke was almost a part of the 
initiation into nursing training. Today, very few 
nursing students smoke. The proportion of 
smokers in the general population has declined 
substantially. The strategies used to bring about 
these changes have included a massive propa- 
ganda campaign that has utilized every available 
form of mass communication, including radio 
and television programs, newspaper articles, 
and the wide distribution of pamphlets and 
other written materials, the development of 
physical fitness testing centers, and the holding 
of clinics and workshops on common health 
problems across the country. 

A person's attitude toward the material to be 
learned will affect whether or not he actually 
puts his learning into practice. The person has 
to recognize the need to take his medications on 
time, and appreciate the effect of skipping a 
dose, if he is to maintain a regular schedule of 
taking them. If the material learned does not 
seem important or relevant to him, he is not 
likely to apply it. 

Often, attitudinal changes come about with 
increased knowledge. If a hypertensive person 
understands the effects of obesity on blood pres- 
sure, for example, he is more likely to recognize 
the importance of losing weight and more likely 
to participate in a weight-reduction program. An 
awareness of the potential problems of high 
blood pressure, such as heart disease, a stroke, 
or kidney failure, will help him to realize the 
importance of keeping to his treatment regimen. 

In helping a person to change his attitude and 
apply his knowledge and skills, it is important 
to remember two of the basic principles of learn- 
ing: Learning is more effective when it is in 
response to a felt need on the part of the learner, 
and learning is made easier when the learner 
achieves a reward as a result of his behavior. In 
changing attitudes, then, it is important to know 
something about the individual's needs and 
priorities. What things are important to him? 
What are the things that give him satisfaction— 
from which he achieves a feeling of reward? 


THE APPLICATION OF LEARNING 


We stated that the nurse's primary concern is 
that the patient apply the knowledge and use 
the skills he has learned. Having the informa- 
tion, and being able to perform the skills in his 
day-to-day living, is not enough; he must learn 
to apply these. To learn to apply his knowledge 
and skills, the learner must be actively involved. 


The problem-solving method has been sug- 
zested by educators as a very appropriate 
=ethod for learning to apply knowledge. This 
=ethod is useful in teaching patients. The steps 
:3 problem-solving include: (1) identification of 
-ne problem, or the perception of a felt learning 
2eed by the patient (this involves gathering 
-nformation and pinpointing what the problem 
-3: (2) suggesting possible solutions; (3) selec- 
ion of one solution to be tried; (4) putting the 
solution into action; and (5) evaluating the re- 
sults of this action, reconsidering, and possibly 
—ving other solutions.’ 

The nurse’s role becomes one of supportive 
assistant. She helps the patient to identify his 
2roblem, gather information, and assess the rel- 
ztive merits of various possible solutions. She 
may help him to select and try one course of 
action, and assists him in evaluating this action. 

For example, a patient may have been told by 
nis physician that he should stay on a salt-free 
diet. The nutritionist, or dietitian, has talked to 
-ne patient and instructed him regarding foods 
:hat are low in salt, and the patient appears to 
accept the idea of salt substitutes to flavor his 
‘ood. He seems worried about being able to stay 
on the diet at home. The nurse may help him to 
identify the problem by gathering information 
and helping to pinpoint the difficulty. The pa- 
sient and his wife are elderly and they live alone. 
His wife does the cooking. He is afraid that it is 
going to give her extra work to cook his meals 
without salt. The nurse helps him to work 
through possible solutions. Has he talked to his 
wife about this? In this example, it would seem 
:hat the wife, who does the cooking, should be 
consulted in solving the problem. Together the 
patient and his wife might examine possible 
solutions. The patient’s food may be cooked 
separately, in which case there will be two meals 
to prepare and two sets of pots and pans to 
wash. Or, food for both may be cooked together 
without salt, the wife adding salt to hers later. 
Many people find food tasteless when salt is not 
added during the cooking, and the wife may not 
like her food cooked this way. Both alternatives 
should be explored and a decision reached. The 
couple may decide to try cooking meals for both 
together without salt. If this solution does not 
work, then they can try the alternative. 

There are many examples that could be cited 
əf situations in which problem-solving seems 
the logical method for helping patients to un- 
3erstand their disease processes and make real- 
istic plans to care for themselves. Often the 
patient’s family needs to be included, since 
many problems related to health and illness 
involve adjustments in farnily living. The family 
frequently provides excellent assistance in de- 
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veloping and carrying out plans for the patient's 
care at home. 

The case study is another method that is often 
used in helping people to apply knowledge. The 
case study involves the description of a person 
with the particular problem the patient has, and 
a series of questions or points to consider in a 
discussion. Situations the person might encoun- 
ter in real life may be described and the individ- 
uals asked to tell what they would do. The use 
of an imaginary person is often helpful in that 
it is less threatening to the individual concerned. 
It is a strategy that is often useful in helping to 
bring about attitudinal changes. People often fcel 
freer to express their feelings and opinions about 
an imaginary person than about themselves. 

Role-play is another useful strategy in helping 
people to apply knowledge and skills. Again, an 
imaginary situation is used. People in a weight- 
reduction program, for example, might be asked 
to think of going to the market and selecting 
foods to feed themselves and their families. The 
situation might then be acted out by participants 
in the class. This strategy is also helpful in 
encouraging people to express feelings and atti- 
tudes or to work through difficult situations. It 
is most effective when it is relatively unstruc- 
tured, and the participants are permitted to de- 
velop the situation as they go along. Not every- 
one feels comfortable with role-play, however, 
and it is time-consuming. 

Children usually love role-playing, and this is 
a strategy that can be used very effectively with 
them. Not only is it a good way to help them 
acquire new information, as, for example, with 
the nurse in the role of teacher, storekeeper, TV 
character, or other suitable figure. Role-playing 
can also be used for demonstrations, return dem- 
onstrations, and practice sessions in learning 
new skills. It can also be very effective in helping 
children to put into practice material that they 
have learned in a simulated situation that i; 
close to real-life situations they may encounter. 

Behavior modification is a strategy that is 
frequently used in helping people to facilitate 
the use of new behaviors that are desirable in 
lieu of ones that are undesirable. Originally used 
in mental institutions to bring about changes in 
the behavior of mentally retarded individuals, it 
is now being utilized in many situations where 
lifestyle patterns need to be changed. The proc- 
ess involves the substitution of healthy habits 
(or behaviors) for unhealthy ones. The desirable 
behavior has to be learned first. The technique 
is used in many programs designed to help 
people to stop smoking, for example, or to stop 
overeating. It is also used in helping children tc 
'unlearn' behavior that is undesirable, such as 
bullying, or fighting with other children. anc :5 
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substitute desirable behavior, such as playing 
cooperatively, helping smaller children, and the 
like. Behavior modification is based on reward- 
ing the desirable behavior and extinguishing the 
undesirable through a lack of reinforcement. The 
child is rewarded for good behavior with praise, 
stars on a chart, or other suitable tangible re- 
wards. The undesirable behavior is ignored and 
is extinguished because it is not reinforced. 
Sometimes an aversive response to the undesir- 
able behavior, such as separating the child from 
a group temporarily when he is disrupting it, 
may be used in combination with rewards for 
good behavior. One of the methods used for 
helping people to stop smoking uses this tech- 
nique. The person is encouraged to smoke con- 
tinuously for a period of time until he gets to 
the point where he cannot stand the sight or 
smell of cigarettes. His pleasure in smoking is 
replaced by distaste. A similar method has been 
nsed in some instances in treating alcoholics. A 
. abstance to induce vomiting is put into alco- 
holic drinks the person consumes, so that every 
time he takes a drink, he vomits. The theory 
involves substitution of an unpleasant response 
to alcohol consumption in place of the pleasur- 
able effect it had for the individual. i 


INCORPORATION OF TEACHING IN 
NURSING CARE 


Teaching, we have said, should be included 
in the nursing care of every patient. The teaching 
aspects of care, then, need to be incorporated 


Role-playing can help young patients un- 
derstand the medical treatment they are 
going to recelve. 


into the steps of the nursing process as you work 
through these in providing care. This involves: 
1. Assessing the patient's learning needs 
2. Developing a teaching plan 
3. Implementing the plan 
4. Evaluating the learning that has taken place 


Assessing the Patient's Learning Needs 


In assessing learning needs, the basic question 
is, what is it that the person needs (or would 
like) to be able to do? This is the goal (or overall 
performance objective) to be achieved through 
learning. It is important to clarify the goal with 
the individual who is to do the learning, to be 
sure that you, as teacher, and he, as learner, are 
both headed in the same direction, i.e., toward 
the same goal. The following illustration is a 
situation you may well encounter. One of your 
neighbors is having coffee with you. She says 
she has been hearing a lot about health and 
physical fitness, and she would like your help, 
as a person knowledgeable about health matters, 
in getting started on a program “to put her into 
better shape," as she puts it. Here, you think, is 
a chance for some informal health teaching. 
Before you embark on trying to teach her every- 
thing you know about health and physical fit- 
ness, however, it would be well to find out 
exactly what she wants you to help her with— 
getting started on an exercise program, losing 
weight (she doesn't look ae if «^^ needs that 
one), learning to har ^ : stre; — : all three. She 
says she is careful to eat a well-balanced diet 


znd. so far, has been able to cope with stress 
zeetty well. What she really wants your help 
with is incorporating a regular exercise schedule 
ao her lifestyle to improve her overall physical 
=mess. Once the goal has been definitely estab- 
—sned. then you can proceed with helping her. 

in following through on the various steps 
volved in assessing learning needs, developing 
2 plan to meet these needs, implementing the 
zian. and evaluating the learning that has taken 
z:ace. let us take an illustration that involves 
-saching a small group in a slightly more formal 
s:tuation. We will use as our example teaching 
: skill you have already learned (in Chapter 9). 

Let us suppose that, as one of your learning 
-xperiences in developing teaching skills, your 
-xstructor has arranged for the class to partici- 
zete in teaching. You and two of your classmates 
will be teaching the procedures for taking vital 
s;zns (temperature, pulse, and respirations) to a 
zoup enrolled in a home nursing course at the 
-2cal community center. There are eight people 
— the group. They are all women, mainly mid- 
zie-aged, although one is over 65. The reason 
—ost of them have given for taking the course is 
‘zat they expect to have to take care of aging 
zerents, or to look after grandchildren when 
-zev are ill. The woman who is over 65 will be 
-2oking after her husband when he comes home 
tom the hospital following recovery from a 
zeart attack. The educational level of the women 
varies from 9 years of formal schooling to a 
zaccalaureate degree in history. Your responsi- 
zility is to teach the group how to take temper- 
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atures. You clarify with your instructor just 
exactly what is to be included. The goal is that 
the group learn how to obtain an accurate tem- 
perature reading on both adults and children, 
using the types of thermometers commonly 
available for home use. In this situation, the goal 


.has been made clear. Often, as in our example 


above, you will find that before you can teach, 
it is necessary to clarify with the individual 
precisely what it is he wants to be able to do at 
the end of the learning experience. 

Once you have a clearly stated goal, the next 
step is to identify the learning tasks involved in 
achieving it. They include the knowledge, skills, 
and attitudes the learner needs to gain. The 
questions in this case, then, are: What does the 
person need to know in order to take an accurate 
temperature reading on adults and children 
(knowledge component), what does he need to 
be able to do (skill component), and what atti- 
tudes is it desirable for him to have? 

It is helpful to list the learning needs under 
the headings of knowledge, skills, and attitudes, 
as in the table shown below, so that you do not 
overlook any in planning your teaching. 


Developing a Teaching Plan 


When you have identified the learning tasks 
(or needs), the next step is planning for the 
teaching. Planning involves determining ex- 
pected outcomes for each of the learning tasks, 
selecting appropriate strategies and teaching 


LEARNING NEEDS FOR TAKING TEMPERATURES 


Goal Knowledge Components 

Normal ranges of body 
temperature 

Equivalents of Fahrenheit 
and Celsius temperatures 


Ta be able to obtain an 
accurate temperature 
reading on children 
and adults 


Preparing thermometer for 


Shaking down mercury in 


Skill Compements Attitude Components 
Appreciation of need for 
use care in handling 
thermometers 


Factors affecting body 
temperature 

Dangerous levels of 
temperature 

Sites for taking temperature 

Indications for using each 
site 

Types of thermometers 
commonly used , 

Temperature-sensitive tapes 

Time required for accurate 
reading. 

Temperature variations due 
to site 

Asr jssment of temperature 
Teccing 

Methods of cleansing and 
storing thermometers 


thermometer Appreciation of need for 
Inserting and removing precautionary measures in 
thermometer inserting, removing 


Reading thermometer 
Cleansing thermometer 
Applying temperature- 
sensitive tapes 
Reading temperature 
indicated on tape 


thermometer 

Appreciation of need to 
leave thermometer in 
place for an adequate 
length of time 
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PLAN FOR TEACHING THE PROCEDURE OF TAKING TEMPERATURES 


Learning Task (Need) 


Expected Outcome 


Possible Strategies to Use 


Possible Aids to Use 


Normal ranges of body 
temperature 


Factors affecting body 
temperature 


Dangerous levels of 


temperature 


Sites for taking temperature 


Indications for use of each 
site 


Temperature variations due 
to site 


Types of thermometers 
commonly used 


Appreciation of need for 
care in handling 
thermometers 


States normal ranges of body 
temperature for infants, 
children, and adults 


Explains how age, time of 
day, activity, emotions, 
and illness can affect 
temperature 

States temperatures that 
would be considered 
dangerously high or low 
in infants, children, and 
adults 


Names sites usually used for 
taking body temperature 


Describes situations in 
which oral, rectal, and 
axillary sites are 
appropriate 

States expected differences 
in readings of temperature 
taken at oral, rectal, and 
axillary sites 


Differentiates between 
thermometers used for 
oral and those used for 
oral or rectal, and ones 
used for only rectal 
readings 

Takes adequate precautions 
to prevent breakage in 
shaking, inserting, 


Present material in short talk 


Allow for discussion, 
questions from and to 
participants 


As above 


Write on blackboard, flip- 
chart,or overhead 
projector 

May be included in 
handout 


Write on blackboard, flip- 
chart, or overhead 
projector 


Present material in short talk 


Present material, allow for 
discussion, questions 


Present material 


Write on blackboard, flip- 
chart, or overhead 
projector 

Use filmstrip if available 

May be included in 
handout 

As above 


As above 


Demonstate with 
explanation 
Allow participants to handle 


Explain in talk, demonstrate 


Use actual thermometers 
May supplement with 
diagrams 


As above 


removing and reading 
thermometer 


aids, and developing a plan for the teaching 
session(s). It is always helpful, in doing your 
planning, to keep in mind the principles of 
learning discussed earlier in this chapter. 


Determining Expected Outcomes. The first 
step in planning teaching is to determine the 
outcomes you expect for each of the learning 
tasks. The outcomes should be stated specifi- 
cally and in behavioral terms. For example, 
under the heading Knowledge Components, for 
the component of normal ranges of body tem- 
perature, an expected outcome might be stated 
as: "(Individual should be able to) state the 
norma] ranges of body temperature for infants, 
children and adults." An example from the skill 
component list, shaking down mercury in ther- 
mometer, might be stated as: ‘(Individual 
should be able to) shake mercury in thermometer 


down to 95°F (35? C)." And, from the list of 
attitudinal components, appreciation of need for 
taking care in handling thermometers, might be 
stated as: Takes adequate precautions in shaking 
down, inserting, removing, cleansing, and stor- 
ing thermometer to prevent breakage. Other be- 
havioral outcomes expected for the learning 
tasks we have identified are shown above in the 
Plan for Teaching the Procedure of Taking Tem- 
peratures. 


Group and Ordering Expected Outcomes. When 
expected outcomes have been determined for 
each learning task, they need to be organized 
into groups. For example, you would probably 
teach all content dealing with normal ranges of 
temperature and factors affecting temperature as 
a unified whole. Similarly you would pruuubly 
teach the sites for taking temperatures, temper- 
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PLAN FOR TEACHING THE PROCEDURE OF TAKING TEMPERATURES (Continued) 


Learning Task (Need) 


“+= >erature sensitive tapes 


-esenng thermometer for 
ase 


Ssang down mercury in 
—»exzmnometer 


‘=serting and removing 
—»rmometer 


Seun3:2g thermometer 


iccxving and reading 
‘wm perature sensitive 


apes 
ieacing temperture 
dicated by tape 


1-oreciation of need to 
save thermometer in for 
z= adequate length of time 


1 -cxeciation of the need for 
precautionary measures in 
-aserting and removing 
-Dermometers 


Expected Outcome 


States indications for use 
and limitations of 
temperature sensitive tape 


Cleanses thermometer before 
use 
Lubricates, if for rectal use 


Shakes down mercury in 
thermometer to 95°F 
(35°C) 

Inserts and removes 
thermometer safely in 
mouth, axilla, rectum 

Reads thermometer 
accurately 

Applies temperature 
sensitive tape to infant or 
child 

Interprets color change of 
tape or markings correctly 


Leaves thermometer in place 
adequate time for oral, 
rectal, and axillary 
temperatures 

Takes adequate precautions 
when taking temperature 
by oral, rectal, or axillary 
route 


Uses safe methods of 
cleansing and storing 
thermometers 


Wæhods of cleansing and 
storing thermometers 


Possible Strategies to Use Possible Aids to Use 


Show samples 
Explain uses, limitations 


Show samples of ones 
commercially available 


Demonstration, return 
demonstration, practice 


Use participants for 
demonstration 
mannikins for rectal 
temperature and 
infants: 


May use diagrams to 


assist 
Demonstration 
May use color chart to 
show differences, or 
diagram if markings 
must be read 
Explain need, tell 
participants time 
considered adequate 
Explain precsutions, and 
demonstrate 
Demonstrate with Case for thermometer 
explanation Small container for 
keeping thermometer, 
for sick person at home 


sere variations due to site used, and indications 
ix using each site together, as shown in the 
-»aching plan. Then, they need to be arranged 
-3 sequential order. This involves the matter of 
establishing priorities. What is most important 
z> be achieved first —because of its critical na- 
-ure (for the learner's or other people's safety)? 
What is necessary to learn before other behaviors 
zan be learned? Do any of the tasks (or outcomes) 
::volve something the person may find fright- 
zning? (It is usually wise not to try to tackle 
these first.) What are the key, or most important, 
>ehaviors you want to be sure to have the person 
.2am? What would be a logical order for teaching 
=> be done? These are some of the questions you 
-üght ask yourself. In the illustrations we have 
zsed. the person would need to know the normal 
ranges of body temperature for infants, children, 
and adults before he could state whether a tem- 
peiature reading might be considered to be nor- 
mal. elevated, or below normal. Safety precau- 


tions in taking temperature via the various sites 
would need to be learned before the person 
demonstrates taking a temperature by that route, 
especially if live models are used. You rearrange 
your list of expected outcomes, putting things 
together that belong together, and listing them 
in sequential order. We have grouped and put 
in a sequential order the expected outcomes for 
teaching the procedure of taking temperatures, 
and these are shown in the overall plan. 

At this point it is a good idea to find out 
whether any of the expected outcomes you have 
listed have already been covered or will be 
covered in future classes, or whether the learners 
already know how to do them. If so, they can be 
omitted from your list for teaching. The next 
step is to identify suitable learning experiences 
so that the learners can achieve the desired 
outcomes. You will need to select the appropri- 
ate strategies, such as lecture or short talk. dis- 
cussion, demonstration, return demonstration. 


208 THE NURSING PROCESS 


or others we have discussed. You should also 
identify teaching aids that could be helpful, such 
as filmstrips, diagrams, handouts, and the like. 

The teaching plan may be brief, including 
simply the expected outcomes and the method 
you are going to use in teaching. Or, you may 
want to include, also, the content in brief or key 
points or both. Many agencies have developed 
teaching plans for patients with specific prob- 
lems, and you may want to look at plans de- 
scribed in some of the current nursing journals. 

Each person who teaches will develop his 
own style of lesson plan. The important thing to 
remember is that the plan is to help you to keep 
in mind the expected outcomes (your reasons 
for teaching) and to serve as a reminder of what 
you were going to do. It is your guide, in other 
words. 


Implementing the Plan 


Selecting the Time and Place for Teaching. In 
our illustration, the time and the place for the 
class will have already been determined for you. 
When you are teaching one patient, or a group 
of patients, in an inpatient facility or a commu- 
nity agency, you will need to consider both 
when and where you are going to do the teach- 


PA teaching, if it is to be worthwhile, takes 
time. Sorne of the nurse's teaching may be done 
informally, during the process of talking with 
the patient, but when specific material is to be 
taught, a definite plan should be developed and 
sufficient time should be allocated. A time that 
is suitable for both the patient and the nurse— 
when neither feels rushed and the patient is not 
overly tired—should be selected. The choice of 
time varies, depending upon the patient's activ- 
ities and the nurse's schedule. In an ambulatory 
care setting, there may be definite times allo- 
cated when classes are scheduled for people 
with common concerns as, for example, the 
prospective parenthood classes run by some 
"agencies, or classes for people with diabetes or 
other specific health problems. There may also 
bd’ regularly scheduled classes in an inpatient 
iitility to accommodate people with similar 
! ..sblems. Often, however, the teaching needs to 
‘done on an individual basis. For people in 
patient facilities, the period in the morning 
{ter treatment and care have been completed, 
-dr the early afternoon, frequently can be used to 
"advantage for teaching. For the sick, teaching 
periods are kept relatively short because most 
people, during illness, have a decreased atten- 
tion span and generally do not feel well, and 
the nurse must be careful not to try to cover too 
much in any one session. 


The place for teaching in a hospital is most 
often at the patient's bedside, although some 
health agencies have separate rooms for consul- 
tations with a health worker. It is important that 
privacy be provided in learning situations that 
involve personal matters. 

Wherever possible, one nurse should initiate 
and carry through the teaching plan. Patients 
usually prefer to have the same person teaching 
them, and the nurse can develop a more effective 
relationship with the patient if she carries 
through the complete teaching plan. It also helps 
to provide for continuity if only one nurse is 
involved. If this not feasible, however, a team 
approach in which each nurse is responsible for 
one aspect of teaching can be used quite effec- 
tively. 


Preparing for the Teaching Session. The place 
where the teaching session is to take place may 
need to be prepared ahead of time. You will 
need to prepare the content you are going to 
teach. You will have to decide how much con- 
tent to include that is appropriate to the goals 
of the learners and relevant to their needs. You 
would not include as much theoretical content 
in teaching people enrolled in a home nursing 
course to take temperatures, for example, as you 
have had in your classes. The best criterion for 
selecting content is what is important and what 
can be covered in the time allotted. You may 
want to do some research or extra studying so 
you are sure of the subject matter and review 
your skills to be sure of your mastery of these. 

The place where the teaching is to be done 
may need to be prepared ahead of time. It is 
always a good idea to check that everything you 
need is there in the room. You may want to use 
a blackboard, flip-chart, or audiovisual aids. You 
want to make sure there are enough chairs, and 
a place to put your notes, materials, and equip- 
ment. Equipment you are planning to use, such 
as a slide or film projector, should be checked 
to make sure it is in working order. You should 
gather all your materials you plan to use ahead 
of time, and have your diagrams prepared if you 
are going to use them. Whenever possible, it is 
helpful to go through the entire session in a 
“dry run,” by yourself or with another person. 
A classmate or family member can be helpful in 
this regard. 


Conducting the Teaching Session. In conduct- 
ing a teaching session, whether for one patient, 
or a group of patients, it is important that the 
expected outcomes are made clear to the learners 
at the beginning of the session, in your intro- 
duction. The session shoulc then proceed logi- 
cally from one point to the next. It is important 


=a: the learners understand one step, or point, 
zecore you go on to the next. Feedback tech- 
-xqQues. such as asking the person (or group) if 
z«ervthing is clear to them or if they have any 
zuestions, are useful in helping you to decide 
xnpether you should go on with the next point. 
Asking the person to restate in his own words 
ahat he has just heard is another useful tech- 
-ique. It is always a good idea, too, to watch for 
signs of disinterest or irritability that may indi- 
zate that the person is not ready to go on to new 
zaaterial. In concluding the session, it is a good 
:dea to emphasize key points that you made. At 
:ne end of the session, the learners should be 
-*t with a clear idea of what it was all about. 


Evaluating the Learning That Has 
Taken Place 


Evaluation is the assessment of how far along 
:he road toward attainment of the pre-estab- 
ished goals the learner has come. If the objec- 
tives have been stated specifically in terms of 
what the learner is expected to be able to do at 
:ne end of the teaching program, the task of 
evaluating the effectiveness of his learning is 
zelatively simple. If, for example, one objective 
ior learning is that the patient should select 
:oods that are low in fat content for his meals, 
then the extent of his learning would be evalu- 
ated through his reporting of the foods he has 
eaten, or the nurse's observations of the foods 
^e selects. 

Methods of evaluating learning will vary with 
each of the four types of learning task. If the task 
nas been one of acquiring information—for ex- 
ample, learning the danger signals to watch for 
in patients with a diabetic condition—Qquestion- 
ing the patient is a good method of finding out 
the extent of his knowledge. Can he list the 
danger signals? Does he understand their signif- 
icance? Does he know what to do about them? 

The acquisition of skills can be assessed by 
observing the patient's ability to carry out the 
specific procedures. Can he give himself a hy- 
podermic injection or do his own dressing? Does 
2e know how to prepare the equipment, handle 
it. and maintain good technique while doing it? 
Questioning the patient while he is performing 
the procedure helps to ascertain whether he 
understands the principles involved (or the 
"why's" of doing things a certain way). In as- 
sessing attitudes it is important to look at 
whether a person applies his knowledge and 
skills and the way he applies them. For example, 
is he careful in measuring the exact amount of 
insulin in the syringe? Does he take his medi- 
cations regularly and on time? 
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In assessing the application of knowledge and 
skills, observing what the patient does in a given 
situation is the best way of measuring this type 
of learning. In the example of the patient on a 
fat-free diet just cited, the nurse must either rely 
on the patient’s accurate reporting of what he 
has eaten or actually observe the foods he eats. 
Many times evaluation of the application of 
knowledge can be done only by observing the 
patient in his home situation. This emphasizes 
the importance of follow-up visits in the home. 
Indeed, one of the most important responsibili- 
ties of the community health nurse is teaching 
the patient and helping him to apply his knowl- 
edge in day-to-day living. 


APPLYING YOUR OWN LEARNING IN 
THE CLINICAL SETTING 


The goal of your educational program is that 
you use the knowledge, skills, and attitudes you 
acquire during the course of the program in your 
subsequent nursing practice. Your learning ex- 
periences in the clinical area are designed to 
help you in applying what you have learned in 
the classroom and the laboratory. To this end, 
you will probably have clinical experience in a 
variety of patient care settings—in an acute care 
agency, probably in an extended care facility or 
nursing home, and in various community health 
agencies. In these experiences, you will be as- 
sisted and guided by your clinical instructors 
and also by staff of the agency. The following 
suggestions are intended to provide you with 
some practical methods for getting the most out 
of your clinical experiences. These are particu- 
larly relevant to experience in inpatient facili- 
ties—where a large portion of your clinical time 
will be spent, and where the majority of graduate 
nurses work. 

1. Always be punctual for clinical assign- 
ments. Few things feel worse (or are more an- 
noying to people who are waiting for you) thar 
being late before you get started. The day start: 
early in most inpatient health agencies, and it is 
up to you to arrange your personal life so 1 at 
you arrive at the right place, dressed in . e 
approved attire and looking neat and ^ - 
groomed (professional) ready to start wo .t 
the appointed hour. 

2. Become familiar with the physical layc 
of the unit. You will probably have an orient. 
tion tour of the unit, but it is hard to remembe. 
where everything is—particularly if you have 
clinical experience in a number of different 
agencies. Do not hesitate to ask if you are not 
sure where the linen cupboard is or where sup- 
plies are kept if you have forgotten. It will save 
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you considerable time if you don’t have to search 
on your own. 

3. Make sure you know the names of key 
personnel on the unit, such as the head nurse, 
the team leader (or nurse responsible for patients 
you will be caring for), and other staff with 
whom you will be working. It is always helpful 
to write the names down. 

4. Find out all you can about the patient, or 
patients, to whom you will be giving care, before 
you start your care. Your instructor will proba- 
bly give you a brief rundown, and you may have 
sat in on the change of shift report, but you will 
want to supplement this with by looking at the 
patient’s record and the Kardex (if it is used on 
the unit). In some programs, students are ex- 
pected to go to the nursing unit the evening 
before clinical practice to prepare for the next 
day’s assignment. If this is the case in your 
program, it is wise to go when the unit is not 
too busy. The early evening hours are a good 
time in many units. Don’t forget to introduce 
yourself to the nurse in charge of the unit, 
explain why you are there, and ask permission 
to look at charts and other records. You will 
probably need identification if the person does 
not know you. In many situations, however, it 
is not practical or feasible for students to go to 
the unit in advance of clinical practice. Your 
instructor may give you time at the beginning of 
the clinical practice period to review charts and 
plan your activities, or you may have to incor- 
porate these activities into your own plan. 

5. Make sure you know exactly what you are 
supposed to do in your assignment. Uncertain- 
ties frequently arise even if you think you know. 
Are you supposed to help with serving meals 
and gathering up meal trays, for example, or is 
this done by staff from the food service depart- 
ment? Are you expected to take your patient’s 
temperature, pulse, and respirations as part of 
morning care, or is this task assigned to one staff 
member ? Are you supposed to fill the humidi- 
fier at the patient’s bedside, or is this done by a 
respiratory technologist? Should you empty a 
drainage bag, or, if it is full, alert the team leader 
to this fact? Do you throw the contents away? 
Most of these things will probably have been 
explained to you -by your instructor (or team 
leader whose patients you are caring for), but 
routines vary from one agency to another. Or, 
you may not remember exactly what was said. 
Don't hesitate to ask! 

6. Take the initiative in getting as much ex- 
perience as you can. If there are procedures you 
have not been supervised in doing, and they are 
available on the unit, ask if you can do them. 
Your instructor cannot remember everything 
that everyone has done, particularly if she has 


several students to supervise. She will check 
with her group, to make sure all procedures 
included in the objectives for the assignment 
have been done, but there may have been some- 
thing that has been left over from an earlier 
assignment. There may not have been opportu- 
nity for you to have had the experience. Some 
procedures that you will be expected to do as a 
graduate are not done very frequently any 
more—catheterization is one example. You have 
to take a certain amount of responsibility for 
your own learning. Or a treatment may be being 
performed on the unit that you would like to 
see. Again, ask your instructor if it can be ar- 
ranged that you can watch it. 

7. About asking—always be courteous. You 
will get a better response if you are polite and 
respectful when you are asking questions, asking 
for assistance, or requesting the opportunity to 
do something. Address the person by name, 
phrase your request in good English, and do not 
forget to thank the person for his or her assist- 
ance. Try not to interrupt when people are busy 
unless the matter is urgent, such as if you need 
help with a patient right away. The patient's 
safety is paramount in any situation. 

8. Learn to organize your activities so that you 
usually complete your assignments on time. In 
nursing, there are always unexpected things 
happening—the patient's physician may come 
to see him when you are in the midst of giving 
the patient a bed (blanket) bath, the operating 
room schedule may have been rearranged and 
you find that the time your patient is scheduled 
to go to surgery has been advanced. It is not 
always possible to stick to the plan you have 
made, but you should have a plan. It is a good 
idea to list all the things you are going to have 
to do during the clinical practice period, and 
arrange them in the order in which you will be 
doing them. If you have just one patient to care 
for, things are less complicated and reasonably 
straightforward. You will need to put into your 
plan the times when you must do certain activ- 
ities, such as giving a medication or helping a 
patient to ambulate. Allow time for other activ- 
ities to be completed, so you can do these on 
time. 

If you have two or more patients to care for, 
you will need a little more organizing skill. At 
this point, we will introduce you to a technique 
that is borrowed from administration courses. It 
is called the 'critical path' technique. In fact, 
you will find that you use the basic methodology 
of this technique in coordinating all of your 
morning activities to get yourself to class or to 
the clinical area on time. The idea is that you 
have a given starting time, a given finishing 
time, and a certain number of things to do 
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0730 0800 


Critical path for organizing moming routine. 


»etween these times. For example, if you need 
zo be in class by 8 a.m., you have to set your 
alarm clock for 6 a.m. to have time to get up, 
æt washed (or have a shower), get dressed, listen 
zo the early morning news, have breakfast, get 
vour books and other things ready to take with 
vou. start your car (or get out the exact change 
for the bus), and allow sufficient time to get 
wherever you are going. You have probably 
found that you can do some things at the same 
zme as others. You can listen to the news while 
zetting dressed, for example. Or you may have 
che coffee perking or breakfast cooking while 
zou take a shower. Some things need to be done 
3efore others. You have to get washed or have a 
snower before getting dressed. Most people have 
their morning activities down to a' science— 
some to split-second thing. Others just never 
seem able to get themselves organized. 

In applying the same methodology to organ- 
izing care for two or more patients, as with one 
2«atient, it is helpful to list all the activities you 
need to do for each patient. Note the time when 
specific tasks need to be done, such as giving 
medications, taking vital signs, and carrying out 
zeatments. These are the critical points in your 


overall plan. Estimate the amount of time 
needed to do the various activities. It is always 
wise to allow a little extra time, so that you do 
not feel rushed, and to allow for the unexpected. 
Identify priorities for the activities you have to 
do. A good general rule is to look after the sickest 
patient first, but other considerations may also 
determine vour priorities. For example, if vou 
know fram experience that Mrs. J.'s bed is usu- 
ally a mess, you may feel she needs to be 
attended as soon as possible after breakfast. Or, 
if Mr. S, goes down for occupational therapy 
every moming at 9:30, he needs to be given 
morning Gare, be dressed, and be up in his 
wheelchair ready to go by that time. Some activ- 
ities many need to be done before others, such 
as taking ® patient's temperature, pulse, and 
respiratiom before you start your care, helping 
the patient with a bath before he gets up for the 
first of his scheduled walks down the corridor. 
In any case, you make up a tentative time 
schedule for getting everything done. You may 
be able to do some things simultaneously, such 
as getting Mrs. J started with her bed bath while 
Mr. Y is sitting up in a chair. It is a good idea, 
especially when you are starting out, to write 
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out your time schedule and keep it handy in 
your pocket while you are working. When you 
are busy, you may forget things, and it is wise 
to check your schedule when you have finished 
one activity, to remind yourself of what you 
should be doing next. In the days when student 
nurses wore aprons, the inside hem of the apron 
often served as a memo pad (with the writing in 
pencil) for students. Today, most agencies pro- 
vide a form for nurses to use in planning and 
organizing their activities. 

You may find that you have to rearrange your 
time schedule if an activity takes longer than 
you anticipated, or if priorities change, as when 
one of your patients vomits and you need to 
change the bed right away. 

9. Get help when you need it. Many times, 
nurses will try to do things themselves when 
they really should have help, such as lifting a 
heavy person up in bed. Remember that your 
health is at stake, as well as the patient's, be- 
cause you may injure yourself performing these 
tasks alone. You will learn techniques for lifting 
and moving patients. Use them. Some of them, 
such as placing a semi-helpless patient in a 
wheelchair, require two or more people to be 
done properly. Be sure you wait until you have 
assistance before undertaking these tasks. 

If you are not sure how Mr. J.'s sling is sup- 
posed to go on—you may have never seen that 
kind before—be sure you get someone who 
knows the proper method to help you with it. 

Whom do you ask for assistance? Your instruc- 
tor is a good person to ask when you are doing 
procedures you are not sure of. Even if you have 
been supervised in it once, you may have not 
developed sufficient skill that you feel comfort- 
able in doing it yourself. Or, an agency may 
have equipment that is different from the equip- 
ment with which you have had previous expe- 
rience. Your team leader, or person responsible 
for your patients, is another good source of 
assistance, as are other team members. 

10. If you are concerned about a patient who 
seems to be having difficulty, get help at once. 
Reasons for summoning help may include that 
the patient is bleeding, has difficulty breathing, 
is in severe pain, displays sudden erratic behav- 
ior, has an ashen color, falls out of bed, or fails 
to respond to sound, light, or touch. A stopped 
IV or equipment failure may also indicate a need 
to summon help. Pressing the call bell in the 
patient's room is the best way to get help. Only 
if this fails to bring help, and if you think the 
patient can be left safely, should you leave the 
room to get help. Remember that the patient's 
safety is the most important consideration. 

11. If you make an error, such as giving the 
wrong medication or putting drops in the wrong 


eye, tell someone at once. Again, it is the pa- 
tient's safety that is most important. Fill in an 
incident report with exact details of what hap- 
pened. 

12. Be sure to follow basic health rules your- 
self. Be sure to eat a good breakfast. Nursing sick 
people is hard work. If you don't eat breakfast. 
you can hardly wait for coffee break, and it 
becomes the most important part of the morning. 
Also, your breath may be offensive if you don't 
eat and you are in close contact with your 
patients. Make sure you engage in a regular 
schedule of exercise. You really need to be in 
top physical condition to accomplish all the 
activities involved in the hard physical work of 
lifting and moving patients, making beds, and 
being on your feet for several hours at a time. 
(You will be glad to be able to sit down and do 
your charting at the end of the morning.) Be sure 
to maintain a balance of work and recreation. 

13. Enjoy the rewards of helping people. That 
is what you came into nursing for, after all. Even 
if your contribution is small, you will enjoy the 
feeling of at least doing something to' make a 
patient feel more comfortable. This is mainly 
where the rewards come from in nursing. People 
are the most interesting creatures on this earth, 
and you will find yourself enriched by the wide 
variety of interesting people you meet in the 
course of your work. 

14. Avoid coffee room chatter about patients 
or discussing your patient's personal affairs with 
your classmates, family, or friends. You may be 
excited over something you have done on the 
ward and want to tell everybody about it when 
you see them at coffee break or lunch in the 
agency cafeteria. Remember, however, that most 
agency cafeterias are open to patients and to 
visitors as well as to staff. The unthinking re- 
mark that Mrs. X really doesn't look as if she is 
Boing to make it, or Mr. B is an awful corn- 
plainer, or the like may be overheard by Mrs. 
X's daughter or Mr. B's wife. Snatches of coffee- 
time conversations among nurses (or other 
health professionals) can be very disturbing to 
patients, relatives, and other visitors. 


SUMMARY 


Meeting the patient's learning needs is a pri- 
mary responsibility of nurses. The topic de- 
serves much more extensive coverage than it has 
been possible to give in this short chapter. Like 
the subject of communication, the nurse's role 
in teaching patients merits a book on its own. 
The nurse is therefore directed to the books and 
articles included in the Suggested Readings for 
more thorough coverage of this topic. 
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GUIDE TO EVALUATING YOUR TEACHING OF PATIENTS 


The following questions will help you in evaluating how you conduct a teaching 
session with one patient or a group of patients. The questions are organized under 
:ne headings that correspond to characteristics of the teacher that we discussed as 
2Hecting teaching and learning, although not in the order we discussed them. 


Planning Skills 


t. Did you have a written plan? 


2. Did you state the objectives for the session clearly and specifically, in behavioral 
terms? 


3. Were the objectives attainable in the time available for the session? 
+. Was the content you included relevant to the patients’ needs? 
5. Was it appropriate in terms of what the persons already knew or were able to do? 


$. Did you include appropriate material and strategies? 
Organizing Skills 


1. Were the time and place for the teaching adequate? Appropriate? 

=. Did you make sure the place for teaching was ready? 

3. Did you have all your equipment and supplies ready before the session? 

1. Did you make sure that all participants had a clear, unobstructed view of equipment ; 
and materials used? 

3. Did you make the objectives clear to participants at the beginning of the session? 

5. Did you develop the lesson logically and sequentially? 


. Did you stop to see if the participants understood and were clear on one point 
before you proceeded to the next? 


5. Did you emphasize key points in your conclusion? 


ub 


. At the end of the session, did the participants have a clear idea as to what it was 
all about? 


Skill in Using Teaching Strategies 
1. Do you feel the strategies you used were effective in gaining and holding the 
attention of participants? 
2. Do you feel they were appropriate for the content of the session? 
. Did you use teaching aids effectively (blackboard, diagrams, audiovisuals)? 


3 
4. Was the language you used clear and precise? Was it appropriate for the 
participants? 


. Did you explain any technical terms you used? 


go oc 


. Did you project your voice clearly so that everyone could hear you? 
. Do you think the participants found the session interesting? 


8. Were the patients attentive? 


A 
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9. Did the patients participate in the session? 


10." Did you use appropriate techniques to evaluate the extent of the patients’ learning? 


Mastery of Subject Matter 


1. Was subject matter correct in terms of current theory and practice? 


2. Did you explain basic concepts clearly and simply? 


3. Did you explain to the patients how this session related to the total program? How 


it was related to their needs? 


4. Did you use approved technique in demonstrating a skill? 


5. Do you feel you answered the patients' questions appropriately? 


STUDY SITUATION 


Jimmy Smith, who is 8 years old, has an infected cut on his thigh. He is at home and 
his physician has asked you as the community health nurse to visit his home and 
teach his mother how to apply hot compresses to the cut. Jimmy's mother is Spanish 


and speaks very little English. 


1. What factors would you consider before initiating any teaching? — 
. What methods would best be used for teaching in this situation? 


. What factors might inhibit learning? 


2 
3 
4. What aids could you use to facilitate learning? 
5 


. How could you evaluate the learning of the patient and his mother? 
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The Nurse Should Be Able to: 


Explain the principal purpose of the patient's record 

List types of information that are kept on this record 

Describe ways in which the record is used 

Discuss the nursing audit as a means of monitoring the quality of 
care 

Describe the following parts of the traditional patient's record, 
including the type of information contained on it and nursing 
responsibilities in regard to it: 
1. Fact sheet 
2. Doctor's order sheet 
3. History sheet 

Outline pertinent data that should be included in the nurse's notes 
for each of the six categories of information recorded 

List information included in the data base of the POMR 

Write a patient profile based on the data collected in the nursing 
history 

Discuss the use of the problem list as an index to the patient's 
record 

Write narrative notes using the SOAP format 

Discuss the initial plans portion of the POMR as a source of 
information for the nurse 

Name four guiding points to keep in mind when recording 


RECORDING SKILLS 


INTRODUCTION 


Recording is the communication in writing of 
essential facts in order to maintain a continuous 
history of events over a period of time. Reporting 
is the communication of information to another 
individual (or group of individuals) and may be 
either written or oral. A number of different 
records and report forms are kept by various 
health agencies, and the nurse will find that 
these vary from one agency to another. All types 
of health agencies maintain a patient's record or 
chart, however. The form of the record formerly 
depended on the type of agency—that is, hos- 
pitals used one type of patient record, public 
health agencies another, and extended care in- 
stitutions yet another. 

The introduction of the system called Prob- 
lem-Oriented Medical Records has, however, 
caused a revolution in the recording practices 
of many agencies. Since the POMR, as it is 
usually abbreviated, can be utilized equally ef- 
fectively in all types of agencies, it is doing 
much to bring about greater uniformity in health 
records. In fact, the day may be coming when 
each individual carries a list of his health prob- 
lems and record of therapy with him and pre- 
sents it to whatever health practitioner or agency 
he has engaged to undertake his health care.' 

Not all agencies have yet adopted the problem- 
oriented system of records, however, and the 
nurse may work in a hospital or other agency in 
which the traditional type of patient record is 
used. We will, therefore, describe briefly both 
systems of recording. There are, of course, some 
similarities in both systems; the purpose of the 
patient's record remains the same, and there are 
some general rules for recording that are appli- 
cable in both systems. 


THE PURPOSE OF THE PATIENT'S 
RECORD 


A person's record or chart is a written record 
of his health history, his health problem(s), the 
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preventive, promotional, diagnostic, and thera- 
peutic measures used to assist him in meeting 
his health needs, and his response to these 
measures while he is a patient in the agency. In 
other words, it is a record of the events that took 
place during the period of time he was receiving 
care in a particular agency. 

Hospitals and other types of health agencies 
are required to keep records by state or provin- 
cial laws and by regulatory agencies such as 
those concerned with accreditation. A variety of 
records are kept by health agencies in addition 
to patient records. For example, there are finan- 
cial records, records of births, details of com- 
municable diseases, and records relevant to leg- 
islation regulating narcotics. The nurse is 
concerned chiefly with the patient's health care 
record, which contains information regarding 
his nursing care as well as the care he has 
received from the physician and other members 
of the health team. 

The chief purpose of the patient's record is to 
provide a written record of data that have been 
gathered about the patient. Thus, it serves as a 
means of communication among those whose 
professional talents are directed towards his 
care. This concise compilation of data serves as 
the basis upon which the physician plans his 
diagnostic and therapeutic regimen for the pa- 
tient and the nurse plans her care. Physicians 
other than the one primarily responsible for the 
patient's care (such as specialists—e.g., the ra- 
diologist, the pathologist, and other consultants 
called in by the attending physician) contribute 
information to the patient's record, as do a 
variety of other members of the health team. The 
patient's record, as we have already noted, is a 
valuable source o: information for the nurse in 
the development of her plan of care for the 
patient. 

The patient's record is a legal document and 
is admissible as evidence in court. Some juris- 
dictions, in recognition of the confidentiality of 
communications between the patient and his 
physician, have ruled that information gathered 
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in such a setting is inadmissible in court if the 
patient objects. Although the record is the prop- 
erty of the health agency, it is generally felt 
nowadays that the patient has a right to the 
information contained on his record.? The cur- 
rent emphasis on the patient's rights has 
strengthened this viewpoint, although in many 
agencies it is still not considered right or proper 
for the patient to read his own record. Some 
people contend, however, that if the patient is 
to be considered an equal partner on the health 
team, it is essential not anly that he have access 
to the information on his record, but that he also 
check the accuracy of it. The nurse will have to 
be guided by the policy of the agency in which 
she is working in regard to the matter of whether 
the patient does or does not see his chart. 

With the increasing stress on the accountabil- 
ity of all health professionals to the people they 
serve, the function of the patient's record as a 
means of documenting Ihe care he has received 
has become very important. The POMR is very 
helpful in this regard in that all members of the 
health team must, im this type of recording 
system, not only state the care the patient has 
received but alsa give their reasons for that care. 
The patient's progress is systematically noted, 
so thal if ts casy t review the record to make 
sure that al! the things that should have been 
done for the patient have, in fact, been done. 
Thus, the record provides a means of checking 
on the quality of care that the patient has re- 
ceived. 

Patients’ records also provide material for re- 
search. Many disciplines in the health field avail 
themselves of this source of information in a 
diversity of research prowrams—for example, to 
show trends in the utilization of the services of 
a community health agency. The records main- 
tained by health agencies are also a source of 
statistical information used by governments in 
the compilation of information about the health 
status of people and health conditions in the 
municipality, state or province, or country (see 
Chapter 4), Statistical information, such as the 
number of births, deaths. or hospital admissions 
in a health agency, also serves as a basis for 
making plans for the future and anticipating the 
health needs of people in a given area. Some of 
the statistics are required by law; for example, 
the record of births must be filed with a govern- 
ment agency. 

Another use of the patient's record is in the 
education of students in the health disciplines. 
The record provides learners with a comprehen- 
sive picture of the patient, his problems, and 
the care planned for him. Nursing students, 
medical students, interns, residents, and stu- 
dents in virtually all of the health disciplines 


The patient's record is a valuable source of information 
for all members of the health team. 


utilize patient records as reference sources. The 
records enable them to see the application of 
theory in a practical situation. 


Nursing Audit 


The nursing audit consists of a review of 
patient records to evaluate the quality of nursing 
care as documented in the record. It may be 
retrospective, that is, looking back at the care 
received by patients who have been discharged 
or concurrent, looking at care that is currently 
being given. In either case, it is looking to see if 
nursing care meets established standards. The 
process of care, as documented in the record, i« 
compared with criteria for good nursing care as 
determined by members of the nursing profes- 
sion. 

A nursing audit may be undertaken to evaluate 
either the quality of care given by individual 
nurses or the care provided by the entire agency. 
In either case, it is individual patient records 
that are reviewed. A nursing audit committee 
within the agency is responsible for determining 
the standards of care to be met. If the agency's 
quality of nursing care is being evaluated, an 
outside committee would be established. Rep- 
resentatives on this committee might include 
members of the state or provincial nurses' asso- 
ciation and other nursing organizations, nurses 
from an accrediting agency, and, possibly. 
nurses employed by a government agency. Be- 
cause these audits are done by members of the 


same professional group, the procedure is often 
referred to as peer review. 

Criteria for evaluation are established through 
such aspects of care as the data base; the iden- 
tification of problems; the expected outcomes of 
care; the selection of nursing interventions; and 
the degree to which the plan of care was carried 
out, as evidenced by the nurse's notations on 
the patient's record. In measuring the quality of 
the process of care, one asks: “Was everything 
done that should have been done?" In evaluating 
the outcomes of care, one asks: "What were the 
results of care in terms of changes in the pa- 
tient’s health status?" So far, auditing proce- 
dures for judging the quality of care have been 
developed to a greater extent than those for 
evaluating the outcomes of care. 

Another mechanism for establishing quality 
assurance in nursing care is the development of 
standards for nursing service, which outline 
criteria in respect to the structure of services 
provided. Are the facilities, equipment, and per- 
sonnel adequate to permit nurses to give good, 
high-quality nursing care? The ANA has devel- 
oped standards with respect to both nursing care 
and nursing services, and the CNA is currently 
in the process of developing similar standards. 


MEDICAL TERMINOLOGY 


The nurse may find it helpful at this point to 
have a knowledge of some of the terminology 
used by physicians (and others) in their nota- 
tions on the patient's record. 

Pathology refers to the disease process itself; 
it is generally classified as either organic or 
functional. Organic pathology refers to diseases 
that can be identified physically—a tumor or a 
communicable disease, for example. Functional 
pathology refers to diseases that have no appar- 
ent physical basis; emotional disturbances fre- 
quently come under this heading. With the in- 
tensive research that is being conducted at the 
present time, the line between organic pathology 
and functional pathology has become less dis- 
tinct and their frequent interrelatedness is rec- 
ognized. The term psychosomatic illness is used 
to refer to the connection between emotional 
factors and organic illness, as, for example, be- 
tween anxiety and a peptic ulcer. 

A medical diagnosis is the physician's opin- 
ion of the nature of the disease. Prognosis means 
the medical opinion as to the final outcome of 
the disease process. A prognosis can be de- 
scribed as negative, positive, or uncertain, and 
as good, poor, or fair. 

A symptom is evidence that there is a disease 
process or disturbance in body function. Subjec- 
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tive symptoms are those symptoms that can be 
perceived only by the patient. For example, the 
patient is really the only person who can de- 
scribe his pain. Through her observation of the 
patient’s facial expression or his body position, 
the nurse may interpret that a patient has, or 
does not have, pain, but only the patient himself 
can actually describe this symptom. An objec- 
tive symptom is one that can be observed and 
described by others. A flushed face, a swollen 
ankle, and rapid respirations can all be observed 
and described objectively. Subjective and objec- 
tive symptoms are, in fact, the same things as 
the subjective and objective observations we 
noted in Chapter 9. 

A sign is an objective symptom that is detected 
through special examination. For example, fever 
is detected by the clinical thermometer, an ab- 
normal heart beat by the stethoscope. 

Prefixes and suffixes commonly used in med- 
ical terms are listed in the Appendix. 


THE TRADITIONAL PATIENT RECORD 


The traditional patient record still used in 
many health agencies generally has the follow- 
ing components: 


An admission sheet 

A face sheet 

A doctor's order sheet 

A history sheet 

Nurses’ notes 

Other reports and records, such as reports 
of laboratory and x-ray findings, preoperative 
anesthetic record and surgical reports, and the 
results of other diagnostic and therapeutic meas- 
ures the patient has. 


PoP WN 


The traditional patient record is sometimes 
referred to as a source-oriented record (as op- 
posed to the problem-oriented record). Material 
in it is organized in sections, with each section 
being compiled by a different source. For ex- 
ample, there is a separate nursing section, a 
separate section for laboratory reports, and so 
forth. 


The Admission Sheet 


Most agencies have an admission sheet upon 
which are recorded basic biographical and some 
social data about the patient. This sheet is gen- 
erally completed upon admission to an agency 
and then sent to the nurse or to the nursing unit 
to become a part of the patient’s chart. Admis- 
sion sheets contain accurate information which 
the nurse can transcribe to other records when 
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necessary. The material on this sheet, like all 
the material in the chart, is confidential, to be 
disclosed only to professional people. 

Often admission sheets record a unit number 
for the patient. This number serves as one means 
of identification and, also, as a basis for catalog- 
ing medical records. The information on the 
admission sheet generally includes: 


1. Patient's full name, including maiden 
name 
2. Address 
3. Classification number 
4. Nursing unit or agency 
5. Date and hour of admission 
6. Date of birth 
7. Name of physician 
8. Details of financial responsibility 
9. Sex and marital status 
10. Nearest relative 
11. Occupation and employer 
12. Diagnosis 
13. Previous admission or previous call 
14. Religion 


The Face Sheet 


The face sheet is the front sheet of a chart; it 
has a number of uses. Frequently it is used to 
record allergies, but it may also be used to record 
the history at discharge, in which case it is 
completed by the physician at the end of the 
patient's care. 

The nurse's responsibilities are generally min- 
imal with respect to the face sheet. Usually the 
headings and the notation of a patient's allergies 
are recorded when a patient is admitted to the 
agency. 


The Doctors' Order Sheet 


The doctors' order sheet is a written record of 
the orders given by the physician for the pa- 
tient's treatment. The sheet may be kept with 
the patient's chart. However, in some hospitals 
it is kept in a central book on the nursing unit. 

Doctors' order sheets are checked regularly by 


chart to indicate that a new order has been 
written. When the nurse has noted an order and 
put it into effect, she indicates this in the pre- 
scribed manner on the order sheet. 

In some hospitals, when the physician orders 
a medication that is not kept on the nursing 
unit, he writes his order on a prescription pad 
as well as on the chart, so that the order can be 
sent to the pharmacy and a record kept on the 
nursing unit. 


the nursing staff for new orders. Frequently a ~ 
nursing unit has a method of flagging a patient's w 


When the physician telephones an order to 
the nursing staff, the nurse so indicates on the 
order sheet. She also enters the name of the 
doctor, the time of the order, and her own 
signature. Doctors are usually asked to counter- 
sign their telephone orders within 24 to 48 
hours. 


The History Sheet 


The history sheet is a record of the personal 
and medical history of the patient; it is filled in 
by the attending physician. Frequently the doc- 
tor also outlines the therapeutic regimen for the 
patient and makes notes on the medical progress 
of the patient after each visit. 

The history sheet can be a valuable reference 
for the nurse in making her nursing care plan 
for the patient. It provides information about the 
patient's present medical condition, previous 
illnesses, family history, and current medical 
therapy. 


The Nurses' Notes 


The nurses' notes in a patient's chart can serve 
as a record of the medical and related therapies, 
including nursing, and the responses of the 
patient to these ministrations. In some agencies 
only nurses record these notes, whereas in oth- 
ers auxiliary nursing staff, which includes or- 
derlies and nursing aides, also record their care 
and observations of patients. 

Generally the nurses' notes serve to record 
and convey six categories of information: 


1. Therapeutic measures carried out by var- 
ious members of the health team 

2. Measures ordered by the physician and 
carried out by nursing personnel 

3. Nursing measures that are not ordered by 
the physician but that the nurse carries out to 
meet the specific needs of a patient 

4. Behavior and other observations of the pa- 
tient that are considered to be pertinent to his 
general health 

5. Specific responses of the patient to therapy 
and care 

6. In many agencies a record of the teaching 
the patient has received is also kept in the 
nurses' notes 


1 many situations the nurses’ notes serve as 
e. ecord o'! the therapeutic measures that are 
n;ried ou v various members of the health 

im. For 1ple, when the physician changes 
^ dressin; / »; a patient's wound, it is recorded 
oy the n^i: in these notes. She includes not 
only thr ne of the doctor performing the 
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procedure but also relevant deta ifs such as the 
appearance of the wound, the amount and na- 
ture of any discharge, the application of a med- 
ication, and the removal of sutures. In some 
agencies, the nurse also records visits by the 


doctor and other members of the health team, 
such as the physical therapist and dietitian. This 
type of charting serves chiefly as a record of care 
and therapy and therefore as a communication 
tool for all members of the health team. 


222 THE NURSING PROCESS 


Nurses also record measures that are pre- 
scribed by the physician and for which the nurse 
has the primary responsibility. For example, the 
nurse records the administration of medications 
ordered by the physician and the time they were 
given. She also notes any unusual difficulties 
she encountered in administering the medica- 
tion or unusual reactions observed in the pa- 
tient. If a patient refuses to take a medication 
that has been prescribed, this fact is noted, 
together with the patient's stated reason’ for 
refusal if possible. 

The third type of recording comprises the 
nursing measures that are independent nursing 
functions. These are the measures not ordered 
by the physician, but rather those the nurse 
judges to be necessary for the patient's care. 

The nurses' notes also serve as a record of 
behavior observed in the patient that the nurse 
considers pertinent to his health problems or 
that constitutes a problem in itself. Behavior in 
this sense includes not only body action but 
emotional tone, verbal communication, and 
physiological reactions. In this type of recording, 
objective observations are made and then re- 
corded, the description being as complete and 
concise as possible. In describing verbal com- 
munication that reflects emotional tone, the 
nurse uses direct quotations rather than a para- 
phrase. 

Often, the lack of a bodily reaction can be 
significant, and this information should also be 
recorded. For example, the lack of shortness of 
breath in a patient who sits in a chair after 
spending 4 weeks in bed can be significant in 
determining the ability of the patient to tolerate 
increased activity. 

The fifth area of charting is the specific re- 
sponse of the patient to therapeutic and nursing 
care measures. This includes the effect ol an 
analgesic on pain, of a sponge bath on a fever, 
and of the application of cold to a swollen joint. 
In recording such reactions, the nurse records 
the perceptions of the patient and objective 
observations, such as a reduction in temperature 
or in the swelling of a joint. When the patient's 
perceptions are recorded, this fact should be 
made clear in the record. For example, the nurse 
may write, "The patient says..." Often, the 
words "The patient" are omitted, since it is 
inferred that the notation refers to the patient. 
The abbreviation c/o, for "complaining of" is 
frequently used, as in “c/o pain in left shoulder." 

It is important to note accurately the date and 
time that a patient receives a treatment or a 
medication. Time is often denoted by the use of 
a.m. or p.m., although most agencies use the 24- 
hour clock to avoid ambiguity. Each entry in the 
nurses' notes is accompanied by the legal sig- 
nature of the person who does the recording. 


THE PROBLEM-ORIENTED MEDICAL 
RECORD 


The POMR is simply a method of document- 
ing the problem-oriented approach to patient 
care. Adoption of this system of recording in 
more and more health agencies reflects the in- 
creasing use of the problem-oriented approach 
by all members of the health team in all aspects 
of patient care. 

The student who has understood the problem- 
oriented approach to nursing care used in the 
nursing process and is able to apply this in the 
clinical situation should have no difficulty in 
understanding the POMR nor in learning to 
record in the format prescribed. We have delib- 
erately introduced some of the terminology that 
has developed in regard to the POMR in Chapter 
B in order to acquaint the student with the 
language used. We have also discussed some of 
the forms used in the POMR because they serve 
a dual purpose of assisting in the planning and 
implementation of nursing care and in the doc- 
umentation of care. 


Components of the POMR 


The problem-oriented medical record has four 
components: 


1. A data base 

2. A problem list 

3. Initial plans or orders 
4. Progress notes 


The Data Base. The data base contains the 
information that is considered necessary for the 
development of a comprehensive plan of care 
for the patient. It is a “defined” data base in that 
there usually are specific instructions on what 
information is to be gathered. Questionnaires 
have been developed and are used by most 
agencies to ensure that the needed data are 
gathered. What is included depends on the type 
of patient with whom the record is being used. 
For example, if the record is intended for use 
with patients who have one particular health 
problem such as hypertension, the information 
gathered will probably concentrate on factors 
particularly relevant to this condition. 
The data base usually includes: 


1. Information about the patient's chief com- 
plaint, or reason for admission to the health 
agency 

2. A description of his present health status 
and a systems review 

3. The patient’s medical history and family 
history 

4. A patient profile 


5. Findings from the initial physical exami- 
nation. 

6. Baseline laboratory data and x-ray findings 

7. The nursing history 


Most of this information is gathered by the 
physician and the nurse in their initial assess- 
ments of the patient. If special data have been 
requested to be gathered by other members of 
the health team, this information is also in- 
cluded in the data base. 

The nurse who took the nursing history is 
usually responsible for preparing the patient 
profile. The profile is intended to give members 
of the health team working with the patient a 
"thumbnail sketch” of this person as an individ- 
ual. The information contained in the profile 
varies somewhat from one agency to another. 
Generally, however, it includes some of the basic 
social data the nurse has collected about the 
individual, pertinent information about his life- 
style and personal habits that may be significant 
in his care, any physical disabilities that he has, 
his ability to communicate, and the availability 
of family or significant others. The following 
patient, for example, has been referred to a 
rehabilitation center from.an acute care hospital. 


Mrs. Doe is 72 years old and was admitted to the 
Center on referral from Hospital. She has 
right hemiparesis and aphasia due to left cerebral 
accident on 5/5/71. Historian is husband, aged 83 
years, a retired civil servant on.limited income. He is 
attentive and protective towards his wife; seems in- 
terested in learning about her care. States his goal is 
*o assist his wife to return home and have some 
pleasure in life. They are proud of their four well- 
educated children, three sons and one daughter, all 
of whom live a major distance from them. Mr. and 
Mrs. Doe have a modern, two-bedroom, one-floor 
house in (city) (state). Mr. 
Doe plans to rent an apartment near the Center so he 
can visit his wife daily.’ 


The patient profile is usually affixed to the 
iront of the patient's chart. In many agencies, 
the nurse also includes the profile as part of her 
admission notes on the chart. 


The Problem List. Problems are identified from 
the data base of information collected about the 
patient. If the data base is incomplete, this be- 
comes the first problem on the list. The patient's 
physician is responsible for developing the ini- 
tial problem list. The nurse and other members 
of the health team contribute to its development. 

The identified problems are listed in order of 
priority; each problem is dated and assigned a 
number. The problem list becomes an index for 
the rest of the patient’s record and is placed at 
the beginning of the record. All subsequent no- 
tations made are referred to the numbered prob- 
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lems. Problems that are resolved are identified 
with the date of their resolution. 

The problem list is kept current and up-to- 
date by the dating of resolved problems, new 
statements of those that have changed, and the 
addition of new problems that have arisen since 
the original list was compiled. Erasures usually 
are not permitted. If new information causes a 
change in the index, the new problem (with a 
different number) is added to the list, and ref- 
erence is made to the previous number. 

As we stated earlier, a problem has been 
defined as anything with which the patient re- 
quires help. The statement of the problem may 
be a diagnosis, a symptom, or a finding. Psycho- 
social, economic, and demographic problems 
(such as excessive smoking or eating) are in- 
cluded, as well as physical ones. 

An example of a numbered patient problem 
list is shown on page 224. 

Problems are identified as either active or 
inactive. Active problems are those the patient 
has now and inactive ones are those he had 
previously. The inactive ones are usually shown 
in a separate column and usually are not num- 
bered. An arrow is often placed after an active 
problem that requires resolution. When it is 
resolved, the date of resolution may be written 
along the line of the arrow, or in a separate 
column. 

Potential problems—those that are suggested 
by findings but have not yet developed into 
actual problems, such as an initial occurrence 
of vomiting—are not included in the problem 
list but are written up in the progress notes. If 
they do turn out to be actual active problems, 
they are then added to the active problem list. 


Initial Plans or Orders. The initial plans for 
the patient's care are made relative to each 
problem on the active list. The plans are num- 
bered to correspond with the number of the 
problem. The plan for each problem contains 
three parts: the diagnostic measures, therapeutic 
measures, and a plan for patient education. The 
doctors' order sheet is an extension of these 
plans. Orders are written, again being numbered 
to correspond with the number of the problem 
to which the order relates. 

This system makes it much easier for the nurse 
to understand the reasoning behind the physi- 
cian's diagnostic and therapeutic regimens for 
the patient and also the doctor's orders for med- 
ications and treatments. It also provides her with 
a better basis for planning nursing care. She is 
able to anticipate some of the patient's reactions 
and is guided in her observations in knowing 
better what to look for and what is important in 
her assessments of the patient. Knowing wae: 
the physician has planned in the way oí pate=: 
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PROBLEMS: 
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Decreased Activities 
of Daily Living 


Discharge Planning 


Subluxation Rt 
Shoulder 


education and what information he or she has 
told (or is going to tell) the patient is of consid- 
erable assistance to the nurse in planning her 
teaching program for the patient. 


INITIAL PLANS 


PATIENT: Jane Doe 
(DATE, TIME) 


#1 Lt. CVA 
a. Passive range of motion to Rt. U.E. with posi- 
tioning. 
PROM. to Lt. L.E. to tolerance. 
. Padded foot board. 
. Confer with physiatrist. 
. Teach patient and husband the exercises. 
phasia due to #1 
. Record extent of language deficit. 
Use very short sentences or phrases. 
. Test response to communication in panto- 
mime only. 
. Maintain frequent sensory input. 
. Omit distractions when trying to communi- 
-ate. 
f. Plan constant daily routine. Write schedule on 
patient's bulletin board for team information. 
g. Confer with speech pathologist.* i 


Doang 


#2 


nrw 


oA 


Progress Notes. The progress notes provide a 
record of the progress made by the patient to- 
ward the resolution of his problems, as one 
would anticipate from the name of this compo- 


Inactive 


Problem list on patient Jane 
Doe. (From Rosemarian Berni 
and Clyde Nicholson: Nursing 
Clinics of North America, 
9:266, 1974.) 


nent of the record. Therefore, notations made by 
the physician, the nurse, and other team mem- 
bers, laboratory and x-ray reports, the record of 
surgical intervention and of other diagnostic and 
therapeutic measures all form part of the prog- 
ress notes. More strictly, however, the term 
“progress notes” is usually taken to refer to three 
parts of the overall record of progress: narrative 
notes, flow sheets, and the discharge summary. 


Narrative Notes. These are the notations made 
by the physician, the nurse, and other members 
of the health team relative to the patient’s prob- 
lems. The narrative notes are numbered accord- 
ing to the problem to which they refer; they are 
dated; and the person making the notation af- 
fixes his signature and title at the bottom end of 
his notation. A specific format has been devel- 
oped for the writing of narrative notes; it is 
usually referred to as the SOAP format because 
it contains subjective observations, objective ob- 
servations, assessments, and plans. 

The subjective notation is the problem (or 
sign or symptom) as the patient perceives and 
expresses it. It is not the observer's interpreta- 
tion of what he or she thought the patient meant. 
The patient's own words should be used, rather 
than an interpretation of what the observer 
thinks the person meant. If the patient is unable 
to communicate his thoughts or feelings, or does 


not do so, this section of the notation is left 
blank. 

The objective notation is what the observer 
sees, hears, or feels, or it includes observations 
made through the senses of seeing, hearing, 
touching and smelling, or with the aid of various 
tools, such as the thermometer, the stethoscope, 
and so forth (as described in Chapter 9). Labo- 
ratory and x-ray findings, and the findings from 
other diagnostic and therapeutic measures, are 
also included in the objective notation. 

Assessments are the observer's impressions, 
interpretations, and conclusions drawn from the 
subjective and objective observations. All per- 
sons making notations are urged to state their 
assessments honestly, that is, at their level of 
skill and understanding of the situation. This is 
quite a change from the days not so long past 
when nurses were told not to write any impres- 
sion or interpretations on the patient's chart, but 
to confine their comments to factual data. 

The plan communicates the specific action 
the observer intends to take to work toward the 


Fiowsheet for recording bow- 
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resolution of this particular problem. As in the 
initial plans, the observer is encouraged to think 
in terms of diagnostic, therapeutic, and teaching 
actions. 


$5 Bowel Incontinence (date, time)? 

S: Husband reports enemas given about every 
three days. Last accident—yesterday. Pt. 
erg to go to the bathroom right after break- 
ast.” 

Rectal sphincter tone present. Very soft stool 

on rectal glove. Rectum empty. 

Loss of normal bowel function due to too 

many enemas. 

P: 1. Evaluate bowel function for possible initi- 
ation of structured bowel program. Start 
daily record on flowsheet. 

2. Omit enemas. 
3. Order bedside commode and commode 
cushion. 


Mary Smith, R.N. 
Flowsheets. The purpose of the flowsheet is 


to show in graphic form interventions or obser- 
vations in respect to one particular problem. 


Start Suppository — Toileting Rectal B.M. Description: 
el program. (From Rosemar- Related Time Time Massage Time Amount, Color, 
ian Berni and Clyde Nichol- Date — Meal Time Consistency Place 
son: Nursing Clinics of North Break- 
America, 9:269, June 1974.) Fist 
6/10/71 --- ~=- — — 7 PM Smearing, brown Bed 
6/11/71 7:15 AM --- 7:45 AM — 10AM  Sniearing, brown Bed 
6/19/71 7:15 AM 7:45 AM 8:00 AM 8:15 AM Noon Smearing. brown W.C. 
6/13/71 7:15 7:45 AM B:00 8:15 AM 8:20AM Small, brown, Commode 
hard 
6/14/71 7:15 7:45 8:00 8:15 B:30 AM Moderate, brown, Commode 
hard 
6/14 PM — - - — 9:00 PM Smearing Bed 
6/15/71 7:15 7:45 8:00 8:15 8:20 AM Large, brown, Commode 
formed 
6/16/71 7:15 7:45 ^ 8:00 8:15 AM 8:20 AM Moderate, brown, Commode 
formed 
6/17/71 7:15 7:45 8:00 D.C. B:15 AM Small, brown, Commode 
formed 
6/18/71 7:15 7:5. 8:00 — 8:15 AM Moderate, brown,  B.R. 
formed 
6/19/71 7:15 7:45 8:00 - 8:20 AM Small, brown, B.R. 
formed 1 
6/20/71 7:15 D.C 8:00 - 8:20 AM Moderate, brown, | 84.2 
formed 
6/21/71 7:15 - 8:00 =- 8:15 AM Moderate, brown, B.R. 
formed 
6/22/71 7:15 - 8:00 -—- 8:20 AM Small, brown, B.R. 
formed 
6/23/7| 7:15 - 8:00 - 8:05 AM Moderate, brown, B.R 


formed 
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Flowsheets are usually developed for use for a 
designated period of time. They may cover a 
week or a 24-hour period. The TPR form used 
in most hospitals is an example of a flowsheet 
that is used to record vital signs for a week at a 
time. When it is necessary to monitor vital signs 
more frequently than every 4 hours, as allowed 
for on the usual TPR form, a separate flowsheet 
would be used. The minute-to-minute monitor- 
ing of vital signs of patients in the intensive care 
unit of a hospital serves as an appropriate ex- 
ample. 

Flowsheets are helpful in ensuring continuity 
of care in that each nurse caring for the patient 
knows exactly what is to be done and when it 
is to be done. She can also note quickly the 
results of previous nursing interventions and 
assess the patient's progress in relation to the 
expected outcome. The flowsheet also serves to 
document the care that has been given. Nota- 
tions made on it are not repeated on the narrative 
notes. 

An example of a flowsheet developed for a 
patient on a bowel retraining program is shown 
on page 225. This particular flowsheet covers a 
15-day period. 

The Discharge Summary. The physician in 
charge of the patient's care is usually responsible 
for writing the discharge summary when an 
individual leaves the agency. With the increas- 
ingly widespread use of the POMR system in 
community agencies, such as a visiting nurse 
agency, it is often the nurse who prepares the 
discharge summary. The summary follows the 
format used elsewhere in the record—thal is; 
notes are made concerning the progress attained 
in regard to each of the problems identified on 
the problem list. Again, the discharge notes are 
numbered by problem. 


GUIDES TO CHARTING 


The nurse may work in an agency in which 
the problem-oriented system of patient records 
has been implemented, or in one in which a 
traditional type of patient record is used. In 
either case, she will find that every agency has 
specific policies regarding charting on the pa- 
tient's record. 

Each nurse should be aware of the regulations 
for the agency for which she works. The follow- 
ing guides, however, will help a nurse in her 
recording, no matter what the particular policy 
happens to be. 


Accuracy 


The nurse records all factors accurately and 
truthfully. The omission of a recording is as 


inaccurate as an incorrect recording. Time is 
recorded accurately in the notations the nurse 
makes; all treatments and medications are re- 
corded immediately after their administration, 
never before. Observations are specific and ac- 
curate; for example, the pain of a patient is 
described in detail as to type, exact location, 
duration, and any precipitating factors and ac- 
companying signs and symptoms. 

Because the chart is a legal document, most 
agencies do not permit the use of erasures when 
an error is made in recording. Each institution 
has its own method of correcting mistakes. Often 
the error is crossed out, and the word "error" is 
added and initialed by the writer. The correct 
information is then inserted immediately follow- 
ing the error. 

Headings on the chart sheets are entered ac- 
curately. Many health agencies use Addresso- 
graph plates, which print data about the patient 
directly on the sheet. An Addressograph plate 
usually prints the patient's name, date of admis- 
sion, nursing unit (if applicable), agency unit 
number (some agencies have a classification sys- 
tem in which each patient has a number), and 
the name of the attending physician. The Ad- 
dressograph has the advantage of recording this 
information quickly and accurately. 


Brevity 


All recording is concise and complete. Vague- 
ness is to be avoided. Extra words such as 
"patient" can usually be eliminated from chart- 
ing because it is obvious that it is the patient 
about whom the nurse is recording. 


Charting is an important part of the nurse's daily re- 
sponsibilities. 


Legibility 

Most agencies permit either printing or script 
on a patient's chart, provided that the script is 
legible. Ink is used because pencil does not 
provide a permanent record. 

In making entries on the patient's record, the 
nurse is required to sign her name following her 
notations. Her signature includes her first initial 
and full last name. In most health agencies the 
nurse is also required to record her status, for 
example, R.N. or, for a student nurse, S.N. 


Format 


There is usually a standard format for record- 
ing, which ensures consistency and facility of 
communication. For example, all medications 
and treatments might be recorded on separate 
flowsheets (or in one column of the nurse's notes 
if the traditional type of record is used). 

Most agencies use blue or black ink for all 
charting, but occasionally red ink is used for 
night charting (2400 to 0700 hours). 


COMMONLY USED TERMS AND 
ABBREVIATIONS 


It is an important part of charting that only 
correct spelling and acceptable abbreviations be 
used. Some hospitals provide a list of abbrevia- 
tions that are acceptable; others accept the com- 
monly used abbreviations. The list below illus- 
trates only a small portion of abbreviations in 
use. The student is advised to refer to medical 
terminology books and dictionaries that special- 
ize in this type of material. She should also 
become familiar with the abbreviations that are 
accepted in the agency in which she is having 
clinical experience. 


abd. abdomen 

a.m. morning 

amb. ambulatory, walking 
amt. amount 

approx. approximately (about) 
ax. axillary (armpit) 

B.M. bowel movement 

B.P. blood pressure 

B.R.P. bathroom privileges 

C Celsius (Centigrade) 

C with 

ca cancer 

CBC complete blood count 
cc cubic centimeters 

C.D. communicable disease 
CHF congestive heart failure 
c/o complains of 

COPD chronic obstructive pulmonary dis- 


ease 


CVA 

DC 

dist. 

ECG (EKG) 
E.R. 

exam 


q. 
r (resp.) 
RBC 
R.L.E. 
R.L.Q. 
R.U.E. 
R.U.Q. 
5. 
S.C. 
Sp. gr. 
stat 
staph 
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cerebrovascular accident 
discontinue 
distilled 
electrocardiogram 
emergency room 
examination 
Fahrenheit 
gastrointestinal 
genitourinary 

1% grains 

10 grains 

hour 

high calorie 

high vitamin 

water 

bedtime 

intake and output 
intramuscular 
involuntary 

irrigate 

intravenous 
kilogram (weight) 
laboratory 

left lower extremity 
left lower quadrant 
left upper extremity 
left upper quadrant 
middle 

minute 

milliliter 

number 

night 

nothing by mouth 
oxygen 

obstetrics 

out of bed 

operating room 

right eye 

left eye 

each eye 

pulse 

pediatrics 

by or through 

per os (by mouth) 
when necessary 
psychology (psychiatry) 
patient 

physical therapist 
every 

respirations 

red blood cell 

right lower extremity 
right lower quadrant 
right upper extremity 
right upper quadrant 
without 
subcutaneous 
specific gravity 

at once 


staphylococcus (microorganisz 
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TL team leader 

TPR temperature, pulse, respiration 
V.D venereal disease 

via by way of 

WBC white blood cell 

wt weight 


STUDY SITUATION 


times 
greater than 
less than 
increase(d) 
decrease(d) 


——^AMx 


Mrs. J. Rossten is a patient who has undergone abdominal surgery. She has been on 

the nursing unit three days postoperatively. Her orders from the physician include 

dressing changes once a day as necessary and Demerol, 100 mg. I. M. p.r.n., for pain. 
Her dressing is soaked through with reddish brown fluid and she complains of 

pain. As her nurse you give her 100 mg. of Demerol and change her dressing. 

The following questions should be answered for recording on: 


a. A problem-oriented medical record 
. A traditional patient record. 


b 
1. Where should you check for Mrs. Rossten's orders? 
2 


. Give a sample of the charting for the Demerol, including what should be recorded 


about the patient. 


3. What should be included in recording the dressing change? Give an example. 


4. Where are these data recorded? 


5. How would a change in the physician's orders be indicated to nursing personnel? 
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The Nurse Should Be Able to: 


Discuss the nature of Maslow’s hierarchy of needs 

Discuss Kalish’s adaptation of Maslow’s hierarchy of needs 

Discuss Freud’s Psychosexual Development Theory 

Describe the four stages of Piaget’s Theory of Cognitive Dew 
opment 

Explain Kohlberg's Theory of Moral Development 

List the stages and conflicts in each stage of Erikson's Theory 
Psychosocial Development 

Discuss the different Passages of Adulthood described by Shee 

Describe growth and development inside the womb 

Discuss needs requiring special attention during pregnancy ai 
factors affecting needs 

Describe the development of an individual through the vario 
stages of the life cycle from birth to old age 

Identify factors affecting basic needs during each stage of the | 
cycle 


MEETING BASIC NEEDS 
THROUGHOUT THE LIFE 


CYCLE 


—13 


INTRODUCTION 


In Unit 1, we discussed some of the basic 
concepts that underlie our current beliefs about 
health and illness. One of the concepts we talked 
about briefly in Chapter 2 was Maslow's theory 
of a hierarchy of human needs. Maslow, as you 
will recall, suggested that everyone has certain 
basic needs that must be fulfilled if an individual 
is to attain an optimal level of well-being. These 
needs, he felt, are common to all human beings 
and include: 


1. Physiological needs, such as the need for 
air, for water, for food, for elimination, and the 
like 

2. Safety and security needs 

3. Needs for love and belonging 

4. Esteem needs 

5. Needs for self-actualization 


Much of nursing is concerned with helping 
people to meet their basic needs when they are 
unable to do so by themselves because they are 
ill or because they lack the necessary knowledge, 
skill, or motivation. This part of nursing is 
embodied in the caring aspects of the nursing 
role and^ includes basic nursing measures that 
are applicable in the care of patients of all ages, 
regardless of their medical diagnosis. 

The concept of basic needs is the framework 
ior Unit 3. In the chapters that comprise this 
unit, you will learn to apply the nursing process 
in the care of patients who, for one reason or 
another, are unable to fulfill their basic needs. 

It is generally agreed that people have the 
same basic needs throughout the life span. How- 
ever, the nature of these needs and their relative 
importance to an individual's well-being vary, 


with a person's age and his stage of physical 
and psychosocial development being important 
variables affecting these needs. A growing 
child's nutritional needs are different, for ex- 
ample, from those of a middle-aged adult; the 
child needs more protein, for instance, to build 
bones and muscle tissue. Both the very young 
and the very old have increased safety needs. 
The very young have not vet learned to be 
aware of danger, and so need the help of others 
to protect them from harm. The elderly have 
bones that age mose fragile and break more easily 
than those ef younger people. Their sensory 
faculties ame also usually not as efficient in 
alerting the imdividual to dangers in the envi- 
ronment. Therefore, they are more likely to trip 
and fall over a stool in their path, for example, 
and suffer a broken wrist or ankle as a result. 
In this chapter, which serves as an introduc- 
tion to Unit 3, we will explore the nature of 
man's basic needs. We will also look at some of 
the theories of growth and development that 
contribute to our understanding of differences 
in basic needs, and their relative importance, at 
various stages in the life cycle. Finally we will 
try to put it all together in a discussion of 
changes that occur as an individual grows and 
develops throughout his life, and the needs 
requiring particular attention at each stage. 


THE NATURE OF THE BASIC NEEDS 


The basic needs identified by Maslow were 
listed at the beginning of this chapter. Maslow 
believed that there is a certain prioritization to 
these needs—hence, his concept of a hierarchy. 
According to Maslow, the more fundamental 
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needs must be satisfied first before a person can 
proceed to seek satisfaction for needs of a higher 
order. 

Physiological needs, of course, take prece- 
dence over all others because they are essential 
for survival. These include the need for water, 
for food, for air, for elimination, for rest and 
sleep, for temperature maintenance, and for the 
avoidance of pain. When a person is starving, 
life revolves around the need to obtain food. 
Similarly, a person deprived of water for a long 
period of time is concerned above all else with 
relieving his thirst. The fulfillment of certain 
needs is so essential that if there is interference 
with attainment of them, immediate action must 
be taken to save the person's life. If there is 
interference with breathing, for example, and a 
person's air supply is cut off, prompt measures 
must be initiated to restore adequate respiration 
or the person will die within a matter of minutes. 
The relief of pain is also a priority item. If pain 
is severe, a person cannot rest, he cannot sleep, 
and he can think of nothing else until he obtains 
relief from it. 

Next in order of priority, according to Maslow, 
are the safety and security needs. These include 
such fundamental components as adequate shel- 
ter from the elements and protection from harm- 
ful factors im the environment. But a person 
must also fee! that he is secure and protected 
from both real and imagined dangers. People 
usually feel more secure when they are in fa- 
miliar surroundings, with accustomed routines, 
with people they can trust, with things about 
them that they know. Conversely, they feel 
threatened when they sre in strange places, 
when their usual pattern of living is disturbed, 
or when they are among strangers or have no 
familiar objects around them. Often, inanimate 
objects assume a symbolism that represents 
safety and security for an individual. Linus's 
blanket (in Charles Schulz's cartoon "Peanuts", 
which he carries everywhere with him, has be- 
come a symbol of security that is recognized by 
most North Americans. Almost all children have 
a toy, or other object, that has become important 
to them; they often like !o take their favorite 
Teddy bear, car, blanket, or pillow with them 
wherever they go. The familiar object helps to 
give them a feeling of security when they are in 
strange surroundings or unfamiliar situations. 
Many adults, too, have their lucky charms, tal- 
ismans, or other objects that they feel give them 
special protection against harm. Maslow has 
suggested that many of our religious rituals, our 
superstitions, and our traditions have their 
origins in this basic need for safety and security. 

Maslow placed the needs for love and belong- 
ing as next most important. There is little ques- 
tion that these are very basic needs indeed. 


s 


Most children have a favorite toy that provides them 
with a feellng of security when they are in strange 
surroundings or unfamiliar situations. This little girl has 
Dolly ready for her injection when the nurse has finished 
with hers. 


Infants deprived of love and affection just do 
not thrive, even if all of their physiological and 
safety needs are met. But adults, too, need love 
and affection. They need to have people who 
are close to them to share their joys and sorrows, 
their anxieties, and their doubts. People who do 
not have close ties with other people often have 
pets—a cat, a dog, or a canary, for example—on 
whom they lavish all the love and affection they 
do not have the opportunity to share with other 
people. > 

Next in the hierarchy Maslow put the esteem 
needs. A person has to feel that he is worthwhile 
as a human being—that is, he must have self- 
esteem—and he must also feel that he is consid- 
ered a person of worth and dignity by his family 
and by other people. Maslow has suggested that 
many of the problems of people in our imper- 
sonalized society, particularly in big cities, are 
due to failure to satisfy the two basic needs of 
love/belonging and esteem. If people do not have 
these needs satisfied, they come to have a low 
regard for themselves, and feelings of inade- 
quacy, frustration, alienation, and hopelessness 
result.' 

Finally, in Maslow's hierarchy, are the needs 
for self-actualization. These include the need to 
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attain one's highest potential and achieve one's 
arnbitions in life. Maslow included here also the 
need for knowledge and the aesthetic needs, that 
is. the need for something beautiful in one's life. 

Subsequent theorists have suggested modifi- 
cations to Maslow's hierarchy. Richard Kalish, 
for example, believed that the need for knowl- 
edge, as exemplified by man's curiosity, is a 
more fundamental need than Maslow depicted 
in his hierarchy. He placed it second, after 
physiological needs, and included in this cate- 
gory sex, activity, exploration, and novelty.” 
Again, to use an example drawn from childhood, 
infants who do not have sufficient opportunity 
to explore their surroundings and to manipulate 
objects, or who are kept in a monotonous envi- 
ronment, do not attain their optimal develop- 
ment physiologically, emotionally or socially. 
Older children and adults will often forget about 
safety and security in a desire to obtain stimu- 
lation or, sometimes, just to satisfy their curi- 
osity. 

The sex drive is also, of course, very funda- 
mental and very strong, since it is essential for 
the survival of the species. However, it is a drive 
that can be sublimated; that is, it can be chan- 
neled into other forms of activity, such as a 
career. Or, its gratification can be delayed. It 
may sometimes be delayed indefinitely, as, for 
example, in the case of people in some religious 
orders who take vows of chastity. 

In using the concept of basic human needs as 
a framework for Unit 3, we have essentially 
followed Kalish's adaptation of Maslow's hier- 
archy. We have, therefore, started with a section 
on physiological needs, and followed this with 
one on activity needs. Safety and protection 
needs logically accompany activity of any sort, 
so the chapters covering these needs are third. 
We have concluded with a section on love, 


Maslow's hierarchy of needs, as 
adapted by Kalish. (From Kalish, 
R A: The Psyehology of Human 
Behavior. Belmont, California, 
Wadsworth Publishing Company, 
1966). 


Safety 


Activity 


security, and self-esteem needs. You will note 
that we have deviated somewhat from the Kalish 
model, in incorporating sexual needs as a com- 
ponent of the love, security, and self-esteem 
needs rather than including it with activity 
needs. This is our own personal bias. We have 
also not developed a separate chapter on self- 
actualization needs, because we feel that a dis- 
cussion of these needs more rightly belongs in 
a senior text on psychiatric nursing or one on 
rehabilitation nursing. 


THEORIES ABOUT GROWTH AND 
DEVELOPMENT 


In Maslow’s hierarchy (and others subse- 
quently developed) the individual is seen as 
constantly striving to fulfill his basic needs. As 
one set of needs is gratified, others of a higher 
order emerge and become more powerful. A 
person who seemingly has all his needs fulfilled 
still looks for something further. He may develop 
his aesthetic needs and hunt for rare art objects, 
for example, or he may seek to increase his 
knowledge and become a scholarly authority on 
a particular subject. 

The concept that is presented in Maslow's 
theory, then, is not of man as a static entity, 
trying simply to maintain his equilibrium in a 
changing world, but of man as a developing 
being, constantly reaching out for things beyond 
his immediate grasp. This concept embodies the 
idea of comitinnous growth and development of 
the human organism, which begins at the mo- 
ment of birth and continues until death. 

The study of human development has re- 
ceived a great deal of attention in recent years 
from educators and social scientists, as well as 
from people in the health field. Our knowledge 


Self- 
actualization 


Esteem Self-esteem 


Security Protection 


234 MEETING BASIC NEEDS 


of physical growth and development has in- 
creased tremendously with advances in scien- 
tific technology that permit us to measure, with 
a great deal of accuracy, the changes occurring 
in most body tissues and processes throughout 
the life span. Our understanding of man's social 
and psychological development, however, has 
to be derived from studies of observable behav- 
ior. Since the range of possible human behaviors 
is enormous, a wide variety of theories have 
been developed, each stressing one or more 
aspects of development. 


Freud and Psychosocial Development 


One of the pioneers in the field of personality 
dev.10pment was Sigmund Freud. His theory of 
p:ychosexual development shocked the scien- 
tific and lay community of the early 1900's and 
still evokes controversy whenever it is dis- 
cussed. According to Freud, each individual 
must progress through five stages from infancy 
through puberty, and it is the quality of his 
experiences in each stage that determines his 
adult personality. Deprivation, or overindul- 
gence, of the individual's needs in any one of 
the stages may cause him to become “fixated” 
at that stage. The five stages identified by Freud 
were: 


1. Oral Stage (birth to 18 months). Freud be- 
lieved that during this stage, the infant derives 
his greatest sensual satisfaction through his 
mouth. Behavioral traits that may develop as a 
result of too little or too much oral satisfaction 
in infancy, he felt, included aggression, a preoc- 
cupation with food or drink, cigarette smoking, 
and nailbiting. 


2. Anal Stage (18 months to 3 years). Freud 
felt that the toddler's greatest pleasure comes 
from moving his bowels. The management of 
toilet training during this stage is therefore cru- 
cial to one's development. If this training is not 
handled correctly, the individual may show be- 
havioral characteristics as an adult that include 
hoarding, an obsession with cleanliness, or the 
reverse, that is, slothfulness. If training is too 
rigid, Freud felt, the parent might even stifle the 
child's creativity. 


3. Oedipal Stage (3 to 6 years). During this 
stage, it was felt that the child identifies with 
and derives sensual satisfaction from the parent 
of the opposite sex, and views the parent of the 
same sex as a rival. Behavioral traits that Freud 
felt may develop from overindulgence or depri- 
vation at this stage include competitiveness, 


seductiveness, and a preoccupation with older 
partners. 


4. Latent Stage (6 to 11 years). The child at 
this stage identifies with the parent of the same 
sex, and learns to assume the appropriate social 
role. Behavioral characteristics that Freud be- 
lieved were formed at this stage include the 
development of a conscience as well as the seeds 
for later rebellion if this stage is not handled 
properly by parents. 


5. Genital Stage (11 to 14 years). Freud be- 
lieved that the adolescent derived his most plea- 
surable experiences through his genital organs. 
Personality traits felt to result from mishandling 
of this stage include a tendency to rationaliza- 
tion and a preoccupation with sex. 

The terms coined by Freud are still widely 
used, although most people feel that his theory 
of psychosexual development is too restrictive, 
focusing as it does on only one aspect of growth 
and development. 


Piaget and Intellect Development 


Looking at growth and development from a 
different perspective, Jean Piaget formulated a 
theory of cognitive, or intellectual, development 
based on four sequential stages. Subsequent 
studies have confirmed that although the rate of 
development may vary, children do indeed seem 
to progress through the stages of intellectual 
development in a sequence such as Piaget out- 
lined. These stages are briefly described below: 


Sensorimotor Stage (birth to 2 years). During 
this stage the infant is concerned mainly with 
actions and sensations that affect him directly. 
He begins to relate to outside events, at first 
tentatively, then actively experimenting with his 
environment. He develops object permanence 
(knowledge that an object exists even though it 
is not visible to him). At birth, the infant's 
response range is basically limited to reflex ac- 
tions. By the age of two he is capable of thinking 
through a problem before taking action. 


Preoperational Stage (2 to 7 years). At this 
stage a child's thinking is still egocentric, that 
is, concerned mainly with himself. He believes 
that everyone sees the world as he does. Lan- 
guage becomes an important vehicle of com- 
munication. Piaget has divided this stage into 
two distinct periods: 


Preconceptual Period (2 to 4 years). Thechild 
at this point is not yet capable of reason, al- 
though he is able to form general concepts. He 
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may call all soft, stuffed toys "bear," for exam- 
sie. or he may use a facecloth (with which he 
=as just wiped his face) to polish the furniture. 


Perceptual (Intuitive) Period (4 to 7 years). 
Children at this stage are capable of reason, yet 
: is not a logical, adult form of thinking. They 
zan only concentrate on one aspect of an object 
ar idea at a time. For example, if a child at this 
stage of development saw you put an equal 
aumber of candies in each of two jars, one tall 
and narrow, the other short and stout, he would 
think there were more candies in the tall narrow 
ar because the level of candies was higher. 


Concrete Operational Stage (7 to 11 years). 
During this stage, the child's reasoning becomes 
:ogical but is limited to his own experiences. He 
:s now able to understand concepts and to con- 
zentrate on more than one aspect of an object or 
idea. For example, if you asked a 7-year-old 
zhild to describe a coin, he could probably tell 
vou that it is round, that it is shiny, and that it 
:s a form of money. At this point the child 
acquires the ability to reverse his thinking, learn- 
:ng the relationship of cause and effect. 


Formal Operational Stage (11 to 16 years). Dur- 
:ng this stage the individual acquires the ability 
z:o develop abstract concepts for himself. His 
thinking is oriented towards problem-solving 
and transcends concrete experience; that is, he 
20 longer has to experience things before he can 
understand them. Science fiction has a great 
appeal for persons at this stage. 

Piaget's Theory of Cognitive Development is 
currently well accepted, although some feel that 
it is incomplete because Piaget believed that the 
nighest level of cognitive development is 
reached by the end of adolescence. Subsequent 
studies indicate that an individual does not 
reach his full mental capacity until about age 
25, and that he continues to learn throughout 
his life span. Another criticism of Piaget's theory 
is that he does not give enough consideration to 
the effects of environmental factors on intellec- 
tual development. 


Kohlberg and Moral Development 


On a different theme, Lawrence Kohlberg has 
presented a theory of moral development, defin- 
ing three stages that, like Piaget's, are inflexibly 
sequential, but are attained at varying rates. 
According to Kohlberg, the individual's progres- 
sion through these stages occurs as conflict is 
encountered, often through interaction with a 
person at a higher stage. Progression through 


these stages is not necessarily age-related; in 
fact, it may be more dependent on socioeco- 
nomic status. According to one study, more 
middle-class adolescent boys reached stages 2 
and 3 than did their lower class peers.? Kohl- 
berg's stages are defined as follows: 


1. Preconventional Stage. During this stage the 
individual's main concern is with himself. He 
is occupied only with satisfying his own needs, 
without regard to others. An individual in this 
stage will obey an authority figure, although only 
to avoid punishment. 


2. Conventional Stage. During this stage the 
individual is concerned mainly with pleasing 
others and maintaining order. He shows great 
respect for rules and socially accepted authority 
figures, such as policemen. 


3. Autenomous Stage. During this stage an in- 
dividual's morality is based on personal consci- 
ence, dictated by the desire to avoid self-con- 
demnation. The individual shows a profound 
respect for human dignity and life. He is able to 
think abstractly and to take another's point of 
view. 


Erikson emd Psychosocial Development 


Erik Erikson formulated a theory of psycho- 
social development that, like Kohlberg's theory 
of moral development, is based on conflicts. 
According to Erikson's theory, however, a per- 
son encounters the conflicts within himself. Al- 
though, ideally, the individual resolves each 
conflict as it is encountered, failure to do so 
does not mean that he will forever be burdened 
with it. It is possible to resolve the conflict at a 
later stage. According to Erikson, there are a 
number of developmental tasks, related to the 
principal conflict, that an individual must com- 
plete at each stage. 

Resolution of the conflicts during the stages 
of infancy through the preschool years is largely 
dependent on the parents. During middle child- 
hood and the adolescent years this responsibility 
is shared with the child's teachers. Beginning in 
adolescence and continuing through the adult 
years, the individual assumes responsibility for 
his own development. A brief outline of Erik- 
son's stages of development, including the prin- 
cipal conflict and some related developmental 
tasks, is given below. 


Infancy (birth to 18 months). Principal Con- 
flict: Trust vs. Mistrust. During this stage the 
infant develops either a basic trust or mistrust 
of others, depending on the relationship he de- 
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velops with his mother (or other principal care- 
giver) and the quality of care he receives. 

Tasks: Mother and infant adjust to each other. 
Infant learns to take solid foods, to walk, and to 
talk. 


Early Childhood (18 months to 3 years). Prin- 
cipal Conflict: Autonomy vs. Shame. During this 
stage the child either develops a sense of pride 
in his independence and new accomplishments 
or he develops feelings of shame and doubt 
concerning his abilities to deal with other people 
and the world. 

Tasks: The child seeks independence in his 
actions, learns to control elimination, learns to 
communicate through language, and learns to 
differentiate between right and wrong. 


The Preschool Years (3 to 6 years). Principal 
Conflict: Initiative vs. Guilt. In this stage the 
child learns to initiate activities, and it is the 
response he receives to these activities that de- 
termines whether his sense of initiative will 
remain intact or whether he will feel a sense of 
guilt for his actions. 

Tasks: The child establishes relations with his 
peers, begins to form concepts based on reality, 
refines his motor control, and learns a social 
role based on gender identification. 


Middle Childhood (6 to 11 years). Principal 
Conflict: Industry vs. Inferiority. During this 
stage the child divides his time between home 
and school. A negative response received at 
home to his new sense of industry can be neu- 
tralized by a positive response at school, or vice 
versa. If the child encounters consistent failure 
or discouragement, however, he will experience 
feelings of inferiority. 

: Tasks: The child learns autonomy, refines his 
coordination, learns cooperation and self-con- 
trol, develops social skills, learns to view the 
world objectively, and forms values. 


Adolescence (11 to 18 years). Principal Con- 
flict: Identity vs. Role Confusion. During this 
stage the adolescent ideally develops a positive 
and stable sense of identity, or self-image, in 
relation to his past and future. Lacking this, he 
will experience a sense of confusion with regard 
to his social role. 

Tasks: The adolescent accepts his changed 
physique, seeks and achieves independence 
from adults, forms close peer relations, defines 
his social role, and reasons logically. 


Early Adulthood (18 to 35 years). Principal 
Conflict: Intimacy vs. Isolation. During this stage 
the individual establishes close relationships 


with others of the same and opposite sex. If the 
individual is not close to anyone, he will expe- 
rience feelings of isolation. 

Tasks: The individual decides on a career 
path, chooses a marriage partner, raises children, 
and assumes social responsibilities. 


The Middle Years (35 to 65 years). Principal 
Conflict: Generativity vs. Self-absorption. Gen- 
erativity means being concerned with the future 
of society and the world in general. A person 
lacking in this quality is overly concerned with 
himself. 

Tasks: The individual adjusts to physical and 
physiological changes, accepts the needs of his 
children and of his aging parents, and attains 
his career and social goals. 


The Later Years (65 plus). Principal Conflict: 
Integrity vs. Despair. During this stage most 
adults take stock of their lives and their accom- 
plishments. If they are content with what they 
have done, they experience what is called “in- 
tegrity," or a sense of “wholeness.” A person 
who is dissatisfied with his life, who wishes he 
could do it over again, yet knows that it is 
impossible, succumbs to despair. 

Tasks: The individual accepts the aging proc- 
ess, adjusts to retirement, and adjusts to the 
death of his spouse and friends. 


Sheehy and the Passages of Adulthood 


Erikson was one of the earliest of the devel- 
opmentalists to go beyond the realms of child- 
hood and incorporate changes occurring during 
adulthood into his life cycle theory of growth 
and development. His work has subsequently 
been extended by others in the field. Notable 
among those who followed Erikson is Gail 
Sheehy, who has contributed much to our un- 
derstanding of the nature of the inner changes 
taking place as a person passes through the 
various turning points of adulthood.* Sheehy 
preferred to call these turning points “passages,” 
rather than crises, because people so often think 
of a crisis as something bad. The passages, 
Sheehy felt, are very normal, as well as being 
highly predictable. Although the individual ex- 
periences a period of instability as he passes 
each turning point, it is not necessarily a “bad” 
experience. Rather, it is an essential factor in 
his growth and development as a person. 

In her research, Sheehy found that, although 
men and women both reported going throbgh 
the same passages in adult life, they did’ ot 
necessarily do so at the same ages, or in ‘the 
same sequence. À woman who has spent her 
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young adult years at home raising a family, for 
example, may be just entering the labor force at 
the age of 40. On the other hand, a man who 
has been the bread-winner of the family since 
his early 20's may feel that he has reached just 
about the peak of his career at age 40 and be 
looking for something else to round out and 
enrich his life. 


Early Adulthood. Sheehy divides the early 
adult period (from 18 to 35 years) into four 
stages, Or passages: 


1. Pulling Up Roots (after age 18). In our 
North American society, an individual usually 
begins to sever dependence on his family some- 
time in his late teens or early 20’s. Most young 
people like to move out of the family home 
about this age and establish a social and sexual 
role based on peer relationships (rather than on 
family expectations). This is the time when the 
individual makes decisions regarding a career 
and takes steps to prepare himself for the one of 
his choice. It is also a time when countless hours 
are often spent in serious consideration of social 
and moral issues as the young adult seeks to 
develop his own personal philosophy of life. 


2. The Trying Twenties. During the 20's dec- 
ade, the individual actively sets about. achieving 
his goals. For the man, the choice is usually 
clear-cut—this is the time to get started on a 
career. At this point, the young adult is ready 
for an intimate relationship, usually with a per- 
son of the opposite sex. However, joined with 
the urge to settle down is an equally strong 
desire to experience as much of life as possible. 
Many young people like to travel or experiment 
with different jobs before settling down. For the 
man, settling down usually involves seriously 
embarking on a career. A young woman, how- 
ever, has options. She may opt for marriage and 
babies in her 20's to fulfill her nurturing role, or 
she too may decide to get started on a career 
and defer children and/or marriage until later. 
When a person is in his 20's, there seems to be 
a lot of time ahead to do all the things he wants 
*o do in life. Everything seems possible, and the 
individual is convinced he is invincible—that 
ne is not going to get hurt if he drives his car at 
100 miles per hour down the freeway or climbs 
the highest mountain in the Andes. 


3. Catch-30 (approaching age 30). As the in- 
dividual approaches ‘he age of 30, he usually 
fee's a need to reassess and change many aspects 
af ais life. Often he finds his present lifestyle 
xæ ricting—he is caught in a bind, and he wants 
zo free himself. He discovers that the decisions 


made previously are not necessarily irrevocable. 
A large number of divorces take place around 
age 30. Many men cbange jobs or career paths 
at this time. Women who are childless often 
decide to have a baby (before they are too old, 
is the usual rationale). Those who have spent 
the 20's engrossed in their nurturing role may 
suddenly feel they have been missing something 
and decide to resume their education or career. 


4. Rooting and Extending (to age 35). During 
the first half of the 30's, most individuals settle 
down in earnest and begin to put out roots in 
the community. This seems to be an instinctive 
action that is coupled with all-out efforts to 
achieve success in a career. The early 30's is 
usually a stable age when responsibilities are 
taken seriously. This is the time when many 
couples are buying homes, raising a family, and 
making a place for themselves in the commu- 
nity. The single 30's also seem to crave stability. 
They want their own “nest,” and become serious 
about achieving their career goals. 


Later Adalthood. Erikson grouped together the 
years from age 35 to age 65, calling them the 
“middle years." Sheehy, however, divides these 
years into two distinct "passages." The period 
from age 35 to 45 she calls the “Deadline Dec- 
ade." It is a crossroads, a time when the individ- 
ua] must come to terms with himself and set a 
life course before time runs out. Daniel Levinson 
has coined the term “BOOM” (becoming one's 
own man) to describe this maturational crisis. 
According to Sheehy, women often feel this 
push around age 35, and men feel it around age 
40. 

“Renewal or Resignation” is the term Sheehy 
uses to describe life after age 45. If the individual 
has responded to the urge to reorganize his life 
during the preceding decade, he will experience 
a feeling of happiness or renewal during the 
remainder of his life. If he has simply continued 
on in the same course he set earlier, he will 
experience a feeling of stagnation, becoming 
resigned to the idea that now it is too late to 
change. For men, the late middle years are often 
a period when they become actively involved in 
community organizations. They are on planning 
committees for the local community, for exam- 
ple, the board of the community center, their 
union executive, church council, or other board, 
or they may become active in a service club, 
such as the Rotary, Lions, Kiwanis, or the like. 
Many women pursue like activities at this age. 
but many others go back to school or get a full- 
time job once the children are grown up. Some 
women today experience a new sense of freedom 
when they are in the 40's, with household re- 
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sponsibilities minimized and opportunities for 
a career outside the home opening up new 
horizons for them. Sheehy presents a much more 
optimistic picture of adulthood than the strictly 
physical point of view that everything is down- 
hill after the age of 25, or even Erikson's rather 
depressing premise that the later years are filled 
with compromise and adjustment to lessening 
abilities. Sheehy, indeed, paints with vivid clar- 
ity an exciting portrait of continued growth and 
development throughout the adult years as an 
individual enlarges his experiences and enriches 
his personality. Unfortunately, she did not ex- 
plore the period from 65 years onward, when 
many individuals report enjoying a new freedom 
and a renewed zest for life that they had not 
anticipated. 


GROWTH AND DEVELOPMENT INSIDE 
THE WOMB 


There is a great deal of controversy, particu- 
larly in regard to.the debate over abortion, as to 
whether the fetus is legally a human being. 
However, for the purposes of this discussion, 
we will take it that human life begins at concep- 
tion when the male sperm unites with the female 
ovum (or ova) during its journey down the 
fallopian tube. Gestation is the term used to 
describe the development of new life that takes 
place in the womb between conception and 
birth. This development normally takes 9 
months and can be divided into three stages. 


Germinal Stage (Fertilization to 2 
Weeks) 


During this stage, the cells of the fertilized 
ovum, now called a zygote, multiply rapidly and 
the new cell mass moves down the fallopian 
tube and into the uterus. Approximately 2 weeks 
after fertilization the zygote attaches itself to the 
uterine wall. 


Embryonic Stage (2 to 8 Weeks) 


After the zygote has attached itself to the 
uterine wall, the cells continue to multiply, 
forming three distinct layers. The ectoderm, or 
outer layer, will later form the nervous system 
and sense organs; the mesoderm, or middle 
layer, becomes the skeletal, muscular, and cir- 
culatory systems; the endoderm, or inner layer, 
becomes the digestive system. 

It is during the embryonic stage, also, that the 
amniotic sac and the placenta are formed. The 


amniotic sac is a protective membrane filled 
with fluid that surrounds the developing em- 
bryo, providing warmth, moisture, and relative 
freedom of movement. The placenta is an organ 
that attaches to the uterine wall and to the fetus 
by means of the umbilical cord. Through the 
umbilical cord, the unborn child receives nour- 
ishment and oxygenated blood and disposes of 
wastes. The placenta also serves as a barrier 
protecting the developing child from potentially 
harmful agents. 

By 8 weeks gestation, the embryo is recogniz- 
ably human, with distinct arms, legs, fingers, 
and toes, although the head comprises about 
half its length. It is only about 1 inch long, but 
already its systems are beginning to function. 


Fetal Stage (8 Weeks to Birth) 


The most striking change that occurs during 
the fetal stage is the dramatic increase in size 
from approximately 1 to 1% inches to an average 
length of 18 to 20 inches at birth. The systems 
that began to form in the embryonic stage in- 
crease in complexity and maturity. The fetus 
begins to move by the third month, although 
this is not usually felt by the mother until the 
fourth or fifth month when its actions become 
more vigorous. By the sixth month, the eyelids 
open and the fetus begins to take amniotic fluid 
into its lungs as a rudimentary form of breathing. 

The greatest brain development occurs during 
the last few months of the fetal stage. Until the 
seventh month, the fetus is virtually incapable 
of living outside the womb owing to the imma- 
turity of its nervous system. 

The 7-month fetus is neurologically mature 
enough to survive in the extrauterine world in 
a controlled environment. It can breathe, al- 
though the lungs are not fully developed until 
approximately 36 weeks gestation, or just before 
birth in a full-term infant. Also, the fetus at 7 
months has not accumulated the layers of fat so 
noticeable in a full-term baby, which protect 
him from temperature changes and enable him 
to go without nourishment for the first day or 
two after birth. 

The eighth and ninth months of fetal devel- 
opment are devoted primarily to maturation of 
the lungs and nervous system and to the accu- 
mulation of fat, as mentioned above. Toward the 
end of the ninth month, activity often dimin- 
ishes as the fetus becomes cramped for space. 
Shortly before the onset of labor the fetus be- 
comes “engaged” in the pelvic cavity, normally 
with its head down, in preparation for birth. 

During its period of development inside the 
womb the fetus is totally dependent on the 
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mother to satisfy its basic needs. She provides 
autrients, oxygen, warmth, and protection and 
disposes of fetal wastes. Although the placenta 
provides some protection from harmful agents, 
many others pass through the placental barrier 
zo the fetus. As the fetus is very vulnerable to 
:xection and the effects of noxious stimuli, 
zarticularly in its early developmental stages, 
the mother must take care to protect her unborn 
zhild from such dangers. Studies have suggested 
that maternal emotions affect the developing 
fetus, too, and can have long-range effects on 
»ersonality. To date, the results of such studies 
mave been inconclusive, largely owing to the 
difficulty of collecting data over a period of 
several years, and of separating out other influ- 
ences that may affect a person's psychological 
make-up. 


PREGNANCY 


Although pregnancy, as a chronological event, 
occurs traditionally during the stage of early 
adulthood, we feel that it belongs more logically 
in a discussion on fetal development. While the 
unborn child grows and develops inside the 
womb of the mother, many other changes are 
occurring that affect the pregnant woman her- 
self. The duration of an average pregnancy is 38 


weeks from conception, or 40 weeks from the 
last menstrual period, divided into trimesters of 
3 months each. 


First Trimester 


A woman's first indication that she is pregnant 
may be the cessation of menses, or swollen and 
tender breasts. Or, she may feel generally “out 
of sorts." During the first trimester of pregnancy 
there is a marked increase in the production of 
hormones, particularly estrogen and progester- 
one. These hormonal changes account for many 
of the early signs of pregnancy. As mentioned 
above, the woman usually (but not always) 
misses a menstrual period. She may feel tired 
and her breasts may swell, tingle, and feel tender 
as the milk glands prepare to produce milk. She 
may experience nausea and vomiting, especially 
first thing in the morning (usually called morn- 
ing sickness). 

The pelvic structure begins to widen to accom- 
modate the growing uterus. During pregnancy, 
the uterus will increase its weight from approx- 
imately 60 grams (pre-pregnant weight) to ap- 
proximately 1100 grams at full term. Many 
women feel the need to urinate more frequently 
owing to pressure of the uterus on the bladder 
as well as to hormonal changes. The increase in 


PREGNANCY 


Needs Requiring Particular Attention 
Nutrition 


Eliminalion 


Circulation 


Comfort, rest, and sleep 


Pain avoidance 


Movement and exercise 


Protection and safety 
Hygiene 
Infection control 


Love, security, and self-esteem 
Sexuality 


Factors Related to These Needs 


Growth of new tissue, requiring additional 
nourishment 

Fetus nourished at expense of mother 

Hormonal changes affecting kidney function and 
digestion 

Expansion of uterus in pelvis and into abdominal 
cavity 

Increase in total fluid volume 

Increased body mass 

Weight gain, increasing body bulk 

Altered body proportions, making some resting 
positions difficult 

Medications may cross placenta and have harmful 
effects on the fetus 

Awkwardness due to 

(1) Weight gain, (2) increase in fluid volume, (3) shift 
in center of gravity, affecting balance, and (4) 
relaxing of ligaments 

Slowing down of body processes 

Dependence of fetus’ well-being on mother 

Shift in center of gravity, affecting balance 

Hormonal changes affecting skin texture and 
secretions 

Placenta only a partial barrier to harmful agents 

Possibility that strong emotions may affect the fetus 

Note: There are conflicting beliefs regarding possible 
harm to the fetus from intercourse 

Altered body proportions 

New role of "mother" 
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progesterone has a relaxing effect on smooth 
muscle, which causes bowel irregularity and, in 
many cases, constipation. 

The degree to which these changes are felt 
depends on the individual—on her physiologi- 
cal make-up and on her emotional response to 
her pregnancy. While one woman may experi- 
ence nausea every day for the first trimester, 
another may simply feel tired, while yet another 
may feel no different from the way she felt before 
she became pregnant. Then;-too, no two preg- 
nancies are exactly alike, as any woman with 
more than one child will tell you. 


Second Trimester 


During the fourth to the sixth month of preg- 
nancy, the future mother usually experiences a 
feeling of overall well-being. Her body has ad- 
justed to the hormonal changes and she has 
more energy. She can feel the baby move, which 
usually has a positive effect. Many women take 
on a "radiant glow” at this time. 

By the fourth month, weight gain is usually 
evident. There is a thickening of the waist as 
the uterus expands and rises out of the pelvis. 
The amount of body fluid increases by approxi- 
mately 7 liters, about 3 liters of which is in- 
creased blood volume. The cervix softens and is 
closed by a mucous plug. The breasts, including 
the nipples, enlarge and may begin to produce 
colostrum (a thin, yellowish substance rich in 
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maternal antibodies). The nipples may become 
darker, and a vertical line of dark pigment. 
called the linea nigra, appears between the pu- 
bic area and the navel. Some women develop 
stretch marks (reddish streaks) on their breasts 
and abdomen. 


Third Trimester 


During the third trimester, the future mother 
again often experiences fatigue and a new feeling 
of heaviness. A general relaxation of all bodv 
ligaments occurs in late pregnancy, and the 
continually enlarging uterus pushes her center 
of gravity backward. The enlarged uterus is re- 
sponsible for much of the discomfort the wornan 
feels at this time. It may press on the lungs or 
the diaphragm or both, causing shortness of 
breath; on the bladder, causing urinary fre- 
quency; or on the stomach, causing indigestion. 

Approximately 1 month before birth the baby 
"drops" as its head settles into the pelvic cavity. 
This makes the mother generally more comfort- 
able, although the uterus may now be pressing 
on the bowel, causing constipation. During this 
stage Braxton-Hicks contractions, that is, tight- 
ening of the uterine muscles in preparation for 
labor, often occur. 

The loss of the mucous plug (often called a 
"show") and the appearance of amniotic fluid 
are generally good indications that labor is im- 
minent. Labor is the process by which the baby 


The future mother contem- 
plates the arrival of her baby 
as she prepares the baby's 
room. 


MEETING BASIC NEEDS THROUGHOUT THE LIFECYCLE 241 


:s expelled from the uterus. It consists of a series 
2 strong contractions, and can be divided into 
-nree stages. 

During first stage labor the cervix shortens 
and becomes thinner (effacement) and opens 
dilation) to allow the baby to pass through. 
Second stage labor begins as the baby's head 
"crowns" or becomes visible, and ends with the 
>irth of the infant. During third stage labor the 
2lacenta is expelled. 

During pregnancy and labor many women 
sense a diminution of their self-image, a loss of 
-espect on the part of others for their needs and 
wishes. All too often, especially during labor, 
the pregnant woman's wishes have been over- 
ruled or ignored in favor of the convenience of 
hospital personnel. It should be remembered 
chat while the health and safe delivery of the 
infant are important, so are the needs and wishes 
3 the parents. 


INFANCY (Birth to 18 Months) 


The first sight of a newborn baby comes as a 
shock to most of us. Expecting to see a plump, 
-osy-cheeked, bright-eyed infant (as often de- 
>icted on television), we are instead presented 
with a squalling bundle with reddish or blue- 
anged wrinkled skin, a puffy face, a flat nose, 
znd. often, a misshapen head. He is covered 
with a creamy white substance called vernix, 
which protected his skin in the womb and eased 
zis passage through the birth canal. He may also 
2e covered with lanugo, a thick downy hair, and 
2e may be splattered with blood. Upon closer 


Nurse with newborn. (From the Canadian Nurse 
75(10):30. November, 1979. Courtesy Canadian 
Nurses Assockation, Helen K. Mussallem Library.) 


inspection you may notice that his skin is peel- 
ing in some places or he may be bruised from a 
forceps delivery. As if that weren't enough, his 
legs may be bowed and his toes bent in odd 
ways from his cramped position in the womb. 


INFANCY y 


Needs Requiring Particular Attention 


Nutrition 


Elimination 


Temperature regulation 

Comfort, rest, and sleep 

Sensory stimulation 

Movement and exercise 

Protection and safety 5 
Hygiene 


Infe c control 


ity and self-esteem 
«e and belonging 


Factors Related to These Needs 


Immaturity of gsstrointestinal system 
Rapid growth of al! body tissues, requirimg increased 


nutrition 


Appearance of teeth 
Immaturity of gastrointestinal system 
immaturity af neuromuscular structures mecessary for 


control 


Immaturity of temperature regulation system. 
Rapid growth, requiring increased rest amd sleep 
Quality of environment 

Mobility status 

Neuromuscular development 

Opportunity for exploration of environment 
Lack of experience to perceive danger 

Inability to protect self 

Vulnerability to infection 

Sensitivity of skin 

Maternal antibodies in young infants—prolonged by 


breast-feeding 


Immunization schedule 

Mother-infant adjustment or primary importance 
Mother-infant “bonding” important 

Quality of care, extent of cuddling, affection important 


~~ 


f 
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At birth the infant must make immediate ad- 
justments in order to survive. Accustomed to 
having his needs met automatically in the 
womb, he is now forced to rely on his own 
systems to satisfy many of his basic needs, such 
as nutrition, elimination, oxygen, and circula- 
tion. Newborns typically fall into a deep sleep 
shortly after birth, and this sleep can last up to 
12 hours. During the first few months of life in 
this world, they spend most of their time sleep- 
ing or resting. 

The first 18 months of life are a period of 
rapid growth. By the end of their first vear, most 


Age Anatomic Progression 


Birth 
(full term) 


3 Months 


infants have tripled their birth weight and in- 
creased their length again by half. Normally born 
without teeth, they begin teething around 5 or 6 
months. Most infants have 6 to 8 teeth by 1 year 
and 4 to 6 more by 18 months. Babies have a 
relatively immature gastrointestinal system at 
birth. For the first few months they can handle 
only breast milk or formula; anything else passes 
through them without being absorbed. By 18 
months, however, the gastrointestinal system 
has matured to the point at which toddlers can 
handle most adult foods. 

Newborns and young infants generally have 


Mnemonic for motor devel- 
opment. (From Sells, C. J.: In- 
fancy—The First Two Years. In 
Smith, D. W., Bierman, E. L. 
and Robinson, N. M. (eds.): 
The Biologic Ages of Man. 
2nd ed. Philadelphia, W. B. 
Saunders Company. 1978, p. 
113. 


Motor Skill 


Suck, breathe, and swallow in a 
coordinated fashion” 


6 Months 


9 Months 


12 Months 


Dwected vision—reaching for 
objects with eyes 


Sit with head erect when hips 
are supported; reach for objects, 
though grasp of them is imma- 
ture 


Sit unaided indefinitely; grasp, 
using opposition of thumb and 
fingers (pincer grasp)** 


Walk unaided 


‘This motor skill can be better appreciated if compared to the necessity of 
Passing a feeding tube into the stomach of an infant born at 28 rather than 38 


weeks of gestation. 


**Sitting unaided indefinitely is but one of the skills children acquire with control 
over movement at the hips. Creeping (moving on hands and knees); getting 
from a prone into a sitting position and back to prone—all of these become a 


part of the child's activities about this age. 
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am sensitive skin. It breaks down easily, pro- 
"—z an ideal site for bacteria and other orga- 
uses to grow. Skin rashes on the face and 
ascecially in the diaper area are common. Young 
-ecies are also very sensitive to even mild fluc- 
"a:—2n2s in temperature, as their temperature 
~4z_.3ting system is immature and does not 
: quickly. They do not shiver; instead their 
=#*2Do0lic rate increases when they are cold. 

—iants receive some protection from disease 
-.nzg their first 2 to 3 months through their 
cucner's antibodies that remain in their system. 
* .s possible to prolong this immunity through 
rrzastteeding, as breast milk is high in maternal 
izutodies. In the United States and in Canada, 
zs recommended immunizations are usually 
tesa when the infant is 2 or 3 months old and 
z* continued throughout his childhood years 
S+ Chapter 25). 

Tze newborn has very little motor control; 
st of his movements are reflexes, that is, 
:-:zmatic responses to stimuli. He will with- 
-—2w from a pinprick, turn toward a sound, 
==sp vour fingers or startle at a loud noise. 
`“ zen his cheek is stroked he will turn his head 
= that direction and begin sucking movements. 
Tzis reflex is called rooting. Many of the reflexes 
-eesent at birth disappear as the infant achieves 
:catrol over his actions. He progresses from 
izaple movements, such as watching his mother 
—ove around a room, to complex skills within 
2 relatively short time. By 18 months, an infant 
= capable of negotiating stairs, for example, or 
Timing the pages in a favorite book. Develop- 
—ent of motor skills appears to progress in a 
zead to foot, central to peripheral direction.’ By 
:2 months most infants have learned to walk, 
22d by 18 months they are running and climb- 
ag. 

In the area of communication, the infant pro- 
zesses from just crying to smiling in a few short 
weeks. Soon he begins to vocalize. By 1 year, 
nost infants have two or three words with many 
meanings; at 18 months they may have an “un- 
zerstandable" vocabulary of about a dozen 
words. An infant can understand his own name 
sv about 8 months, and by 1 year he knows and 
zan say the names of those close to him. He is 
zapable of understanding more than he can say 
and enjoys being read to, although his attention 
span is very short. 

Erikson identified the principal conflict of this 
stage as "Trust vs. Mistrust.” Perhaps the most 
important task during infancy is the adjustment 
that mother and child must make to each other. 
The bonding, or attachment, that occurs between 
parent and newborn is important in creating a 
sense of security in the infant. When the mother 
cares for her infant in a loving and consistent 
manner, meeting his needs as they arise, the 


infant develops a sense of trust in others. This 
sense of trust also appears to be à motivational 
force. Studies have shown that in institutions 
such as orphanages, where there is not always 
sufficient staff to deal with each infant's needs 
as they arise and on an individual basis, the 
infants are generally anxious and display little 
curiosity about their environment. This passiv- 
ity has the effect of slowing their rate of devel- 
opment. 


EARLY CHILDHOOD (18 Months to 3 
Years) 


During the early childhood stage, the child 
continues to grow, although not quite so rapidly 
as during infancy. The proportions of his body 
begin to change—his head does not appear quite 
so large, and his limbs begin to lengthen in 
relation to his trunk. The body systems continue 
to mature, and mental functions increase in 
complexity. For example, between 18 and 24 
months, most children have the neuromuscular 
capacity for sphincter control; that is, they are 
capable of controlling elimination. This is the 
time whem most patients initiate "toilet train- 
ing." 

Language plays an important role for children 
at this stage. They are learning to make their 
wants and meeds understood by others. By 2 
years, the average child has a vocabulary of 50 
to 100 wands; by the age of 3 he is capable of 
forming complex semfences to express his ideas. 

The chats motor coordination improves 
greatly damiimg this stage. He can hold a crayon 
to draw, amd ke can manipulate buttons to put 
on and take-off his clothes. There is a new sense 
of mobility as he learns to ride a tricycle or push 
himself im his wagon. 

Small wonder, then, with all his new abilities, 
that the cisilid seeks to employ them. This stage 
is often referred to as the "Terrible Two's" as 
the charming and compliant child of one is 
transformed into a veritable monster. At this 
stage he seems to be ‘‘on the go" all day. His 
new abilities, combined with an insatiable cu- 
riosity about his world, turn him into a little 
dynamo, busily exploring everything within his 
reach. He wants to do things himself, without 
his parents' help, and he can be very vocal when 
expressing his disapproval of their interference. 
Unfortunately, children of this age have little 
concept of danger, and even less understanding 
of cause and effect. It is often necessary to curtail 
their activities for their own protection. 

Erikson identified the principal conflict of this 
stage as "Autonomy vs. Shame." The child is 
actively seeking independence, yet he also needs 
approval for his actions. It is important, then, in 


2444 MEETING BASIC NEEDS 


EARLY CHILDHOOD 


Needs Requiring Particular Attention 
Nutrition 
Elimination 


Sensory stimulation 


Movement and exercise 
Protection and safety 
Hygiene 

Infection control 


Security and self-esteem 


Love and belonging 


Sexuality 


setting limits, to help the child to understand 
the distinction between right and wrong, with- 
out discouraging him in his activities. 

Before age 3, children take little notice of one 
another, They will play side by side, (parallel 
play), but there is little interaction. Around age 
3, however, children begin to have more contact 


Factors Related to These Needs 


Continued growth and maturation of systerns 

Proportional fluid constituency of body is great 
compared with that in adults 

Achievement of control of elimination 

Increased mobility and improved motor control, 
making exploration further afield possible 

Developing sense of autonomy 

Independence of movement 

Increasing neuromuscular maturation 

Improved motor control 

Development of motor skills 

Developing independence 

Insatiable curiosity 

Improved motor control 

Inability to understand danger 

Parental teaching 

Toilet training 

Increased contact with other children 

Immunization schedules 

Developing sense of autonomy 

Home atmosphere 

Quality of parent-child interactions 

Stability of relationships with parents, siblings 

Development of trust 

Gender identification 

Relationships with parents and siblings important 


with others their age, and they learn to play 
together as a sense of cooperation emerges. The 
primary influence on a child of this stage, how- 
ever, is still his immediate family. He learns 
mainly through observation and imitation of his 
parents and siblings. The home atmosphere has 
a profound effect on a child's image of himself. 


All the world is new to the toddler who 
enjoys her explorations. 
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THE PRESCHOOL YEARS 


Needs Requiring Particular Aftention 
Nutrition 

Elimination 

Sensory stimulation 

Movement and exercise 

Protection and safety 


Infection control 
Sexuality 
Love and belonging 


Security 


Self-esteem 


THE PRESCHOOL YEARS (3 to 6 Years) 


During the preschool years, the child’s rate of 
zrowth begins to slow down, although he will 
continue to gain 2 to 3 inches a year until he 
reaches puberty. In appearance, his proportions 
resemble more closely those of an adult. His 
5ones become harder and his muscle control 
and coordination improve noticeably. In general, 
boys of this age have better large muscle control 
and may enjoy such sports as soccer or baseball. 
Girls usually have better fine motor coordination 
and may be more interested in crafts such as 
painting or sewing. 

By the age of 3, most children have all their 
primary teeth. Their body systems have reached 
functional maturity. For example, they can han- 
dle adult foods, and they are capable of control- 
ling their elimination and taking care of their 
various toilet needs. Although infants are capa- 
ble of seeing at birth, full visual maturity does 
not occur until about age 5. 

Children develop active immunity through 
exposure to disease. From the time they start 
playing with other children on a regular basis, 
at preschool or kindergarten, for example, they 
seem to catch whatever is going around, be it a 
cold, the flu, or a disease such as measles, 
mumps, or chicken pox. Immunization pro- 
grams, usuall begun in infancy, continue 
throughout the childhood years. Although in- 
ocule'.ons do not guarantee that a child will not 
succumb to a particular disease, they usually 
mean a less severe attack and a quicker recovery. 

The preschool stage is a time when children 
begin to actively socialize with each other, as 


Factors Related to These Needs 


Continued growth and maturation of systems 
Functional maturity of systems 

Maturation of vision 

Improved muscle control making exploration easier 
Improved neuromuscular control 

Developing motor skills 

Lack of awareness of danger 

Expanding horizons 

Increasing contact with others 

Development of active immunity to infection 
Immunization schedule for communicable diseases 
Nutritional status affects vulnerability to infection 
Gender identity with parent of same sex 

Home environment 

Development of initiative 

Parents' and siblings' attitudes toward child 
Development of initiative 

Support and guidance from parents 

Stability of home 

Accustomed routines 

Interaction with peers 

Family atmosphere 


mentioned above. Many children attend pre- 
school or nursery school at age 3 or 4, and 
almost all school systems now incorporate a 
kindergarten class for 5-year-olds. The child's 
world expands beyond his home and family, 
although the family is still a major influence on 
his development. During this stage, the child 
begins to identify with the parent of the same 
sex, learning a social role based largely on imi- 
tation of this parent. He practices these new- 
found social skills during play with his peers; 
the differences between the sexes become ap- 
parent. 

Language continues to play a major role 
throughout this stage. It is a means by which " 
the child can capture the attention of others and 
assert himself. As his horizons broaden and he 
is capable of doing more and more for himself. 
every day, the child wants to tell people about 
it. Sometimes children of 3 and 4, especially, 
just can't seem to stop talking. They have fertile 
imaginations and often get reality and fantasy 
mixed up. Children at this stage are highly 
impressionable; that is, they will take to heart 
what others, particularly adults, tell them. It is 
important to recognize, in talking with young 
children, that they are not always capable of 
detecting teasing or sarcasm. 

According to Erikson, the principal conflict of 
this stage is "Initiative vs. Guilt.” A child's 
delight as he explores the world and discovers 
his own emerging capabilities is truly wonderful 
to see. He is so proud of his accomplishments. 
However, not all his endeavors may fall into the 
category of "acceptable behavior," and often it 
may be necessary to redirect his energies. Chil- 
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Preschoolers often enjoy playing with older siblings. 


dren of this age are mainly motivated by a sense 
of discovery, and it is important to discourage 
unacceptable behavior without discouraging in- 
itiative or making the child feel guilty. 


MIDDLE CHILDHOOD (6 to 11 Years) 


.During middle childhood, the child's growth 
continues at a slow and steady rate. Boys are 


generally heavier and taller than girls of the 
same age. The child's body proportions now 
resemble those of an adult. There is further 
maturation of the body's systems and brain de- 
velopment is virtually complete by puberty. 
Neuromuscular coordination is further refined, 
and team sports become a major activity for 
children of this age. As they continue to develop 
their active immunity, school age children are 
prone to the various "childhood diseases." Im- 


MIDDLE CHILDHOOD 


Needs Requiring Particular Attention 


Nutrition 

Movement and exercise 
Protection and safety 
Infection control 


Sexuality 
Self-esteem 


Security 


Love and belonging 


Sexuality 


Factors Related to These Needs 


Continued growth and maturation of systems 

Further refinement of neuromuscular control 

Understanding of relationship of cause and effect 

Increased contact with others (school and 
extracurricular) 

Development of active immun'ty 

Immunization schedule 

Nutritional status 

Adoption of social role based on sex 

Establishment of independence 

Home atmosphere and school atmosphere 

Relations with peers, adults outside home 

Success in endeavors 

Parental support 

Teachers' support 

Stability of home environment 

Continuity of school environment 

Routines and schedules 

Development of social role based on gender 

Role model (parent or parent-substitute of same sex) 
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munization schedules generally continue 
throughout this stage. 

In the schoolroom and through participation 
in team activities, the child develops an attitude 
of cooperation and self-control. His thinking and 
actions are no longer so completely self-centered 
as he learns that not everyone shares his view- 
point. He begins to think about things that do 
not necessarily affect him directly and to express 
his thoughts and feelings about himself and 
others. He learns that there is a relationship 
between cause and effect. 

The period of middle childhood is a critical 
one in terms of psychosocial development. This 
is when the child firmly establishes his sense of 
independence and defines his social role. Ac- 
cording to Erikson, the principal conflict of mid- 
dle childhood is "Industry vs. Inferiority.” The 
child is on a quest of discovery throughout both 
his inner and outer selves. He asks many ques- 
tions, seeking to understand every aspect of the 
world. He may want to know where he came 
from, for example, or who made the world. He 
might enjoy taking things apart to see what 
makes them work. (He may not be so successful 
in putting things back together again, though.) 

If the child is encouraged to try new things 
and taught to learn from his mistakes, he will 
develop a positive image of himself and his 
capabilities. If, on the other hand, he is contin- 
ually discouraged in his endeavors through fail- 


Playing an electronic game in this high technology world. 


ure of his ideas or negative comments from 
others, he will soon feel incapable of anything 
worthwhile, assuming what is commonly called 
an “inferiority complex." Success in any en- 
deavor, no matter how small, is necessary for an 
individual to feel good about himself. 

As mentioned above, the child during this 
stage establishes his independence from his fam- 
ily. He spends a large part of his day now away 
from home. As well as attending school, he may 
also participate in such community activities as 
Scouts or team sports. Although the home and 
family remain a primary factor in his develop- 
ment, other adults and his peers are beginning 
to play an important role in his life, too. 


ADOLESCENCE (11 to 18 years) 


Much has been written about the "turbulent" 
adolescent years. The notion that adolescence is 
an unsettling (or unsettled) period in one's life, 
however, seems to be peculiar to the modern 
Western world. In Samoa, for example, where 
adult roles are clearly defined, the transition 
from childhood to adulthood is gradual and 
serene.® Even in our own Western society less 
than a century ago, children gradually assumed 
adult responsibilities at home and then appren- 
ticed at an early age in a vocation that, as often 
as not, was chosen for them. Perhaps these davs 


248 MEETING BASIC NEEDS 


ADOLESCENCE 


Needs Requiring Particular Attention 


Factors Related to These Needs 


Nutrition 


Oxygen 

Movement and exercise 
Protection and safety 
Hygiene 


Infection control 
Sexuality 


Self-esteem 


Growth spurt 

Maturation of systems 

Rapid increase in vital capacity of lungs 
Change in body proportions 
Risk-taking behavior 

Excessive sebum production 
Attainment of puberty 

Sexual experimentation 
Maturation of reproductive system 
Establishment of social role 
Physical appearance 

Peer relations 

Attainment of independence 
Establishment of identity 


there are just too many options open to the 
adolescent. 

Adolescence has been defined as "the period 
of psychobiologic maturation during which the 
secondary physical growth spurt is completed 
and sexual maturity and the ability to reproduce 
are achieved. It is a stage involving many 
changes for the individual. As mentioned above, 
there is a growth spurt during adolescence, in- 
cluding an increase in both height and weight. 
Girls usually attain their maximum height ear- 
lier, but boys are generally taller. Also, there is 
a rapid increase in the vital capacity of the lungs 
during adolescence, greater in boys than in girls. 

Body proportions change—girls develop 
breasts and hips, and boys’ shoulders become 
broader. Other physical changes are apparent as 
the reproductive system matures. There is an 
increased production of the hormones testoster- 
one in males and estrogen in females, which are 
primarily responsible for the appearance of the 


Usual male pubertal development Voriability 


10.5-16 yr 
Facial and axillary hair ® 
Voice change a 
Testes D------7142-135yr 
Penis — QNO 00000 nay 
Pubic huir =s ^ - - -10-15 yr 


10 


12 14 
Age in years 


in_onset 
E um a ee Peok height velocity 


secondary sex characteristics. (See Chapter 28. 
Puberty is marked by menarche (the onset of the 
menstrual cycle) in girls, and by the productior 
of sperm in boys. The increased production d 
hormones also results in the secretion of excess 
amounts of sebum, a thick, oily substance thx 
can plug the hair follicles, often resulting in skir 
eruptions called acne. 

Most adolescents enjoy general good health. 
having already established immunity to mos. 
contagious diseases. The principal infections 
suffered by adolescents these days are sex-re- 
lated. In the past 25 years, over half the cases œ 
gonorrhea reported in the United States have 
involved persons between the ages of 15 anc 
24.5 

As the adolescent takes on the appearance of 
an adult he wants to be treated as one also. He 
can be very critical of his parents, partly because 
he is dependent on them, partly because he feels 
that they do not understand him. This is 


Diagram of sequence of events at adolescence 
in males. (From Hammar, S. L.: Adolescence. ir 
Smith, D. W., Bierman, E. L., and Robinson, N 
M.: The Biologic Ages of Man. 2nd ed. Phila- 
deiphia, W. B. Saunders Company, 1978, p. 172. 
Adapted from Hammar S. L.: Adolescence. ir 
Kelley, V. C. (ed.): Brenneman's Practice of Pe- 
diatrics. Hagerstown, Maryland, Harper & Row. 
Publishers, Inc., Vol. 1, Chapter 6, 1970.) 
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Usual female pubertal development 


Variability 
in onset 


———————--- Peok height velocity 


95-14.5 yr 
Menarche . a\---------- 10-16.5 yr 
Axillary hair 
Sequence of events at adolescence in females. | Breqct — — alm ____ 4 
*rom Hammar, S. L.: Adolescence. /n Smith, D. Breost d d 
^. Bierman, E. L., and Robinson, N. M. (eds.): The Pubic hair — alam --------- 8-14 yr 


Sologic Ages of Man. 2nd ed. Philadelphia, W. 
> Saunders Company, 1978, p. 173. Adapted 
—om Hammar, S. L.: Adolescence. In Kelley, V. C. 
ad): Brenneman's Practice of Pediatrics. Hagers- 
—wn, Maryland, Harper & Row, Publishers, Inc., 
+ou 1, Chapter 6, 1970.) 


:ommon complaint of adolescents. As they seek 
.adependence, they also desire parental guid- 
zace and approval—contrary to popular belief. 

Communication with parents is difficult at 
zais stage, and so the adolescent turns to his 
zeers. The importance of peer relations during 
:dolescence cannot be overemphasized. The 
zeer group provides the individual with a sense 


*>pearance and peer approval are 
portant to adolescents. 


10 12 14 16 
Age in years 


of belonging. Conformity is the order of the day, 
as no one wants to be “different.” Peer pressure 
is an important influence on an adolescent, af- 
fecting all aspects of his life. For example, the 
attitude of the group usually decides the degree 
to which am individual will engage in sexual 
experimentation, the leisure activities in which 
he will participate, how long, or short, he will 
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wear his hair, and what style of clothes he will 
buy. Adolescents are particularly concerned 
with their physical appearance, often spending 
literally hours in front of a mirror (as any parent 
of a teenager knows). 

Adolescence is characterized by experimen- 
tation as the individual seeks to gain knowledge 
about himself and about the world around him. 
During this stage many adolescents engage in 
risk-taking behavior, often pushing themselves 
and each other to test their limits. For example, 
they may drive at high speeds, experiment with 
drugs or alcohol, or engage in sex without taking 
precautions against pregnancy. Experimentation 
with their new-found sexuality is a major con- 
cern of most adolescents, both boys and girls, 
although boys have the stronger sex drive at this 
stage of development. 

Adolescents also experiment with their own 
self-image, trying on various roles in an effort to 
establish a true sense of self. For example, a 
parent may watch his teen-age son drive off with 
his friends in a great roar on his motorcycle one 
moment, and yet later in the same day, he may 
find this same son strumming his guitar and 
singing quiet folk songs. Erikson has defined the 
principal conflict of this stage as "Identity vs. 
Role Confusion." The individual who does not 
have the opportunity to try on different roles 
may ultimately be unable to settle on one iden- 
tity. This leads to role confusion and can disrupt 
one's relationships with others. 

In the area of intellectual development, the 
adolescent differs from younger children in his 
ability to think and reason in a logical manner. 
Also, he is capable of understanding and form- 
ing abstract thoughts. Values acquired in child- 
hood are questioned and new ones formed. The 


adolescent is often critical of the stage of the 
world in general, and actively seeks to change 
it. He strives for perfection, yet often gets carried 
away by his emotions. 


EARLY ADULTHOOD (18 to 35 years) 


As they enter adulthood, most people have 
reached their physical maturity and their body 
systems are functioning at their optimum level 
Sensory and intellectual perception and mus- 
cular strength are at their peak. 

Young adults comprise the healthiest segment 
of our population. They rarely succumb to con- 
tagious diseases, and when they do, their illness 
is generally brief and without complications. As 
with adolescents, however, the major causes of 
infection are sexually transmitted diseases. Gon- 
orrhea, nongonococcal urethritis and vaginitis. 
venereal warts, trichomoniasis, and genital 
herpes have reached epidemic proportions in 
the young adult age group.’ owing largely, it is 
felt, to the general relaxing of sexual mores in 
our society. 

There is a tendency, among young adults, to 
view themselves as indestructible and as having 
limitless physical capabilities. The notion that 
"It can't happen to me” is very prevalent among 
this age group. Consequently, as with adoles- 
cents, there is much risk-taking. High-risk activ- 
ities may also provide a release for the individ- 
ual from the many stresses he encounters at this 
stage of his life. 

Initiation to adulthood involves many major 
decisions. For the first time, probably, the indi- 
vidual needs to make a plan and set goals for 
the future. He must decide whether to continue 


EARLY ADULTHOOD 


Needs Requiring Particular Attention 
Nutrition 


Movement and exercise 


Protection and safety 
Infection control 


Sexuality 


Security and self-esteem 


Love and belonging 


Factors Related to These Needs 


Continued growth and development in early adult 
years 

Establishment of own dietary habits (early training 
and habits formed in childhood important here) 

Time and work pressures 

More sedentary lifestyle 

Development of own lifestyle 

Gradual decline in physical performance from peak 
fitness 

Feelings of indestructibility 

Risk-taking behavior common 

Strength of sexual drive 

Choice of sexual partners 

Self-image 

Ability to establish close relationships 

Choosing a marriage partner 

Decline in physical performance 

Relationships with others 

Ability to make major decisions 

Ability to forrn close ties with others 
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Young adults take on new responsibilities, including 
raising a family. 


with his education, or find a job immediately 
ziter completing school; whether he will remain 
ia his parents’ home or move out. There are also 
the questions of whether to settle down, choose 
a marriage partner, and have children. 

The numerous major decisions an individual 
must face can make this stage of his life an 
extremely stressful one. Often a person literally 
leaves his home, family, and friends as he moves 
to a different city to pursue his education or a 
career goal. Or, he may be unable to make a 
definitive career choice. He may want to travel, 
vet feel pressured by his family and friends to 
settle down and get married. A major factor 
contributing to the stress an individual experi- 
ences at this stage in his life is his own convic- 
ction that the decisions he makes at this time, 
ance made, are irrevocable. He wants to be sure 
-o make the right decision now. 

Another cause of stress for the individual in 
the later years of this stage may be the realization 
that his physical performance is diminishing. 
He can no longer match the strength and endur- 


ance of which he was capable just a short year 
or two ago. If he is unwilling to accept these 
new physical limitations in his activities, he 
may push himself to succeed, causing more 
harm than good in most cases. If he does accept 
them, he may feel that he has compromised his 
image of himself. 

According to Erikson, the principal conflict of 
this stage is "Intimacy vs. Isolation." The indi- 
vidual needs to establish a close relationship 
with one or more persons with whom he can 
share his innermost thoughts and feelings, and 
who will accept him as he is. Many individuals 
achieve such closeness only with their marriage 
partner. Others may have several good friends 
on whom they can rely for emotional support. 
A person who has no one to share his intimate 
thoughts experiences a feeling of profound lone- 
liness or isolation. He may feel worthless, lack- 
ing in positive qualities. An individual's rela- 
tionships with others during this stage—that is, 
family amd, especially, friends—are important 
in the development of his self-esteem. He looks 
to them for advice and support as he seeks to 
establish his own personal lifestyle. 


THE MIDDLE YEARS (35 to 65 Years) 


During the first decade of this period (Shee- 
hy's "Desdline Decade"), the physical changes 
accompanying the aging process may be almost 
impereeptible, Individuals who have partici- 
pated in 3 regular exercise program, maintained 
good nutritional habits, and had a generally 
healthy lifestyle throughout their young adult 
years often look, feel, and are remarkably fit in 
their late 39's and early 40's. Many young adults, 
however. are too busy—climbing the corporate 
ladder, raising children, or just earning a liv- 
ing—to look after their health. They are often, 
then, suddenly brought up short by the realiza- 
tion that the odd gray hair is beginning to show, 
the waistline has thickened, or wrinkles have 
suddenly appeared around the eyes or mouth. 
A person may notice a decrease in the percep- 
tion of taste and smell, or find that he needs to 
wear glasses for the first time in his life. Some- 
times, the change in health status is more seri- 
ous. For example, there has been an alarming 
incidence of heart attacks among men around 
the age of 40. As part of the general reassessment 
of one's lifestyle that is done sometime between 
the ages of 35 and 45 years, health is usually an 
important consideration. An increasing number 
of people of this age group are joining fitness 
programs as they begin to realize that their 
health is not indestructible and that it is time to 
take action to safeguard it. 
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THE MIDDLE YEARS 


Needs Requiring Particular Attention Factors Related to These Years 
Nutrition More sedentary lifestyle 


Greater intensity of stimulation required 

Decline in physical performance 

Awareness of preventive value of regular exercise 
program 

Availability of programs 


Sensory stimulation 
Movement and exercise 


Hygiene Decrease in skin integrity 
Sexuality Elimination of fear of pregnancy for women 
Decrease in fertility 
Self-image 
Attainment of career and social goals 
Self-esteem Attainment of career and social goals 
Decline in fertility and sexual function 
Security Visual signs of aging process 


Mid-life crisis 

Decline in sexual function 
Teen-aged children 

Aging parents 


Love and belonging 


The physical changes of the aging -process 
inevitably catch up with people in the late 
middle years. The "change of life" usually be- 
gins when the person is in his early to mid-40's. 
Generally, this means the menopause, or end of 
the childbearing years, for women. The onset 
and duration of menopause varies with each 
individual. It may start and end abruptly, or it 
may be a gradual process. There is a decrease in 
the production of estrogen, causing the ovaries 
to cease releasing ova. Other changes directly 


the need to compensate by wearing loud clothes. 
driving flashy sports cars, and seeking involve- 
ment with younger people— particularly of the 
opposite sex. It is not uncommon for a man in 
this age group to abandon his wife of many 
years, and all he has worked hard to achieve, 
for a new life with a younger woman. 


This woman, in her middle years, had decided to returr 
to college now that her children are grown. 


related to decreased estrogen production are 
"hot flashes," a thinning of the vaginal linings, 
and urinary dysfunction.* 

Some women experience other symptoms 
such as fatigue, dizziness, or nervousness, for 
example, which, although not directly attribut- 
able to estrogen reduction, may result from a 
combination of factors at this stage in a woman's 
life. We do not seem to be hearing so much 
about the dreaded female menopause these days, 
however. Many women, indeed, look forward to 
the cessation of menstruation as a blessed end 
to an inconvenience, and view the last child's 
leaving home as an opportunity to assert their 
individuality and seek their own fulfillment. 
Perhaps the new lease on life being experienced 
by so many women as they go back to school or 
work in their late 30's (and on through the 40's 
and 50's) has taken the sting out of nature's 
withdrawal of the ability to reproduce. 

There has been much written lately, however, 
about the “male menopause." Although men do 
not lose their ability to reproduce, they do ex- 
perience a decrease in the production of testos- 
terone, which reduces fertility and the ability to 
achieve orgasm. Impotence can also be a prob- 
lem. In our youth-oriented North American so- 
ciety, many men seem to have difficulty accept- 
ing the "change of life" process. They may feel 
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THE LATER YEARS 
Needs Requiring Particular Attention 


Factors Related to These Needs 


Nutrition 


Elimination 

Circulation 

Oxygen 

Temperature regulation 
Comfort, rest, and sleep 
Pain avoidance 


Sensory stimulation 
Movement and exercise 


Protection and safety 


Hygiene 


Infection control 


Sexuality 


Self-esteem 


Security 


Needs related to terminal illness 


Fixed or diminished income 
Reduced caloric intake 

Oral problems 

Loneliness, depression 
More sedentary lifestyle 
Loss of muscle tone 

Poor eating habits 

Slowed heart rate 

Fatty deposits around heart 
Chronic conditions 

Decrease in vital capacity of lungs 
Chronic conditions 
Diminished adaptation to extremes of heat and cold 
Loss of skin integrity 
Reduced sensitivity to pain 
Diminished perception in all areas 
Loss of muscle tone, mass 
Loss of cartilage 

Limited range of motion 
Slower coordination 

Loss of cartilage 

Bones more fragile 

Presence of osteoporosis 
Slower reflexes 

Diminished sensory perception 
Loss of skin integrity 

Loss of teeth 

Dentures, gum disease 

Loss of skin integrity 
Decreased isoimmunity 
Immunosuppressive drugs 
Chronic conditions 

Privacy 

Past sexual patterns 
Financial status 

Leisure, social activities 
Dependency status 

Attitudes of family, others 
Financial, social status 
Dependency status 

Death of spouse, friends 
Attitudes of family, others 
Death of spouse. friends 
Inevitability af own death 


There are also other adjustments associated 
with the middle years. Often, an individual finds 
-imself, at this stage, caught in the middle of 
-hree generations. While coping with the prob- 
‘2ms of teen-aged children and adjusting to their 
eventual independence, the individual is often 
faced with the realization that his own parents 
zæ getting old. They may now need his help 
22d support with their physical, emotional, or 
Z3ancial problems. 

In spite of the many changes and adjustments 
zne experiences, the late middle years are often 
-eferred to as the “prime of life." It can be a 
-me of general good health and relative stability, 
when the individual attains the goals he has set 
sor himself. This is often the most productive 
zeriod in a person's life. Through his various 
ife experiences, the individual has achieved a 


measure of self-assurance and will feel satisfied 
as he reaches the peak of his career and earning 
power and attains his most influential role in 
society. As the children grow up and leave 
home, many married couples find that they have 
more time to devote to leisure activities and 
more time for each other. Many women report 
having a renewed interest in and considerably 
more enjoyment from sex at this time of their 
lives than at any other. 


THE LATER YEARS (Age 65 Plus) 


The final stage in an individual's development 
has been called the “golden age." It is a time 
when the individual no longer has to strive to 
achieve—when he can relax and enjoy the fruits 
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Mrs. julla Hemphill being “piped in" to her 90th birthday 
party. 


of his labor. In the United States and in Canada, 
we believe that the state has a responsibility to 
care for its older people, who have already made 
their contribution to society. Through our social 
security program, older people are assured of an 
income sufficient to meet their basic needs, at 
least minimally (although the size of the check 
always seems to lag behind the increases in 
inflation). Senior citizens are also provided with 
health care, largely at government expense. 
The latter is important because a person's 
health typically diminishes as he gets older. This 
is characterized by a general decline in the 
functioning of all body systems. The body, in 
this respect, is rather like a motor that begins to 
show the effects of long usage. Various body 
parts start to wear out (luckily, an increasing 
number of them can be replaced these days) and 
the different systerns are unable to tolerate the 
wear and tear they did when a person was 
younger. An individual may have to be a little 
more selective in the food he eats, for example, 
or pay the penalty of indigestion. Like a vintage 
model car, the older person's body needs gentle 
handling, and preventive maintenance to ensure 
that all systerns are kept functioning as well as 
possible, for as long as possible. The physiolog- 


ical needs, then, assume a great deal of impor- 
tance for people in their later years. 

Protection and safety needs are also increased. 
There is a diminishing of sensory perception 
with aging, so that an individual is not so aler: 
to danger. There is also a lessened physice: 
ability to cope with it. The reflexes are not a 
fast as they were, for example, and coordinatior 
is not as good. Thus, the person's reaction tc 
dangerous situations is slower and less effective 
Combined with these changes is an increasec 
fragility of the bones, This is due to a loss of 
cartilage (which in many parts of the body pro- 
vides a cushion to protect bony structures) and. 
also, a loss of calcareous material from the 
bones. The elderly are, therefore, more likely to 
suffer a fracture when they fall than a younger 
person would. Healing is also slower, largely 
because circulation is not as efficient, and the 
elderly do not bounce back from an illness as 
rapidly as younger adults do. 

In the psychosocial realm, the later years are 
marked by many lifestyle changes. Retirement. 
for men especially, involves a major adjustment. 
Most companies in the United States and Canada 
require that their employees retire by age 70. 
Even though it is expected, many people finc 
retirement a traumatic experience. Often, it 
means a reduced income, a loss of self-esteem 
(one no longer feels useful) and diminishec 
social status. (Ours is, unfortunately, not a cul- 
ture in which old age is revered for its wisdom.; 
It may also mean dependence on one's family 
or others, or on the state for financial, physical 
or emotional assistance. Increasingly, however. 
companies are helping their employees to pre- 
pare for retirement. Those who have prepared 
for their withdrawal from the work force can 
find it a very rewarding period. In an article on 
"Pre-Retirement Counseling," Diekelman has 
suggested that there are six areas an individual 
should consider as he plans for his later years: 
income, activities, living arrangements, role 
change, health, and legal matters." 

Income affects many aspects of a person's 
life—the food he eats, the activities in which he 
participates, and his self-esteem, to name a few 
Most people contribute to pension or retirement 
plans during their working years in order to 
supplement the state-provided pension. In mos! 
communities in the United States and Canada, 
senior citizens also benefit from a number of 
financial concessions such as reduced fares fos 
bus, train, and ferry transportation, special rates 
for admission to movies, concerts, sports events 
and other entertainment, and reduced tuition 
fees at colleges and universities. Often, tuition 
fees are waived completely for senior citizens. 
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Financial considerations such as these help peo- 
2ie to stretch a fixed income and also enable 
‘hem to participate in a great many activities 
-nev would otherwise not be able to afford. The 
secret of a happy old age, according to many in 
“hat age bracket, is to keep active, and certainly 
-nere is no dearth of activities for people over 
55 these days. 

Living arrangements are also an important 
consideration for older people. It is important 
zhat they can retain their independence as long 
2s they are physically capable of doing so. An 
:acreasing number of services are helping people 
:3 remain in their own homes, such as ''meals 
»n wheels," homemaker services, “good neigh- 
Sor” programs, and the like. In New Zealand, 
»ven laundry services are provided for older 
people who find this job too much of a chore. 
inevitably, however, the stairs become too much 
:o climb, the house becomes too much to keep 
zp. or illness strikes, and the older person is no 
longer able to manage alone. Many people, at 
“his stage, decide to go into a smaller house or 
an apartment, or they may move in with rela- 
tives. A wide variety of alternative housing ar- 
-angements for senior citizens have developed 
:3 recent years, including the very expensive, 
privately developed “retirement communities" 
complete with golf course, swimming pool, and 


other amenities, the publicly financed low-rent 
apartment complexes, the housing projects 
sponsored by church groups and service clubs, 
and boarding and personal care homes both 
private and state-run. Regardless of the type of 
accommodation, however, the move is always a 
difficult one for the older individual. It is less 
painful if the individual can retain an essence 
of privacy and if steps are taken to ensure that 
he is always treated with dignity and respect. 

One of the major adjustments for the older 
person is the reversal of roles that takes place 
with one’s children, as the individual becomes 
more dependent on them. Another role change 
that many elderly must face is that of being 
widowed. The sense of loss experienced by an 
elderly person at the death of a spouse is often 
overwhelming. Although the support of family 
and friends can be a great comfort, the surviving 
spouse may never recover from his despair. 
Many who have become widowed do, however, 
recover and remarry, and indeed weddings in 
senior citizen communities are becoming quite 
common. 

As a person ages, he must accept not only the 
death of those close to him, but his own death 
as well. In preparation for this eventuality, many 
individuals make out a will (see Chapter 7). 
Often, the older person is able to discuss the 


Many elderly people who cannot look after themselves are in extended care facilities. Here, the residents 
are celebrating the birthday of an elderly lady. ' 
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disposal of his worldly assets with relative 
equanimity, but his family become upset at the 
thought of the parent's death. Many older indi- 
viduals like to have a “squaring up" of their 
accounts—-to get all their affairs in order. Often, 
too, there is a renewed interest in religion as 
one gets older. The individual's spiritual coun- 
selor can usually provide much solace and sup- 
port. Counseling in matters related to death and 
dying has been developed in recent years largely 
as a result of work done by Elisabeth Kübler- 
Ross in this field. This matter will be further 
discussed in Chapter 30. As science continues 


SUGGESTED READINGS 


to extend the time we mortals spend on this 
earth, we are becoming wiser about how to 
enrich the later years. In your clinical experi 
ences on the medical-surgical wards of acute 
care hospitals, in nursing homes and extended 
care units, and in your work in community 
agencies, you will undoubtedly meet many 90- 
year-olds and even 100-year-olds. If you take the 
time to talk with some of your older patients 
you will find that a rapidly growing number of 
people continue to lead full, active, and inter- 
esting lives long after the traditional retiremem 
age of 65 years. 
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The Nurse Should Be Able to: 


Discuss the role of food in meeting basic human needs 
Outline nutrient and energy requirements in health 
Discuss variations in nutritional needs throughout the life cycle 
identify factors affecting the nutritional status of an individual 
Assess his nutritional status 
Identify common nutritional problems 
Identify situations requiring immediate intervention in the care of 
patients with nutritional problems 
e Apply relevant principles in planning and implementing nursing 
interventions in patients 
a. to promote optimal nutritional status 
b. to prevent potential nutritional problems 
c. to restore optimal nutritional status in patients with nutri- 
tional problems 
e Evaluate the effectiveness of nursing intervention 


Section One PHYSIOLOGICAL 
NEEDS 


NUTRITIONAL NEEDS 


INTRODUCTION 


Food and the partaking of meals have a sig- 
zificance in human society that goes far beyond 
“ne provision of nourishment for the body. In 
addition to fulfilling a basic physiological need, 
:ood may also help to satisfy one or more of an 
:adividual's many other needs. It has long been 
recognized, for example, that food is closely 
7elated to feelings of security. This is not merely 
:ne presence or absence of food in sufficient 
zuantity to satisfy hunger, but the availability of 
specific foods. For many people, milk is a basic 
security food; for others, it may be meat, pota- 
‘oes, rice, or some other familiar food that helps 
nost to foster feelings of security. When a person 
:5 ill, it is sometimes necessary to-deprive him 
at certain foods. If any of these foods hold strong 
security meanings for him, it is understandable 
that the individual may feel threatened by its 
apsence from his diet. 

Food is often used to promote a feeling of 
social acceptance. Sitting down to eat with an- 
3ther person, even if the food that is taken is 
simply a cup of coffee, conveys to the person 
that you consider him your equal. Offering 
someone a cup of tea or coffee, our “ritual of 
nospitality," can do much to foster an atmos- 
phere of warmth and friendliness that is often 
difficult to attain in other ways. In some hospi- 
‘als, nurses use a ‘‘coffee-get-together” with new 
mothers to provide a relaxed and informal set- 
ung in which to teach about the care of their 
infants. 

Then, too, some foods are used for their pres- 
uge value, to enhance feelings of self-esteem. In 
many cultures, bread is a prestige food. For 
nany years, steak and roast beef were consid- 
ered prestige foods in North America. Now that 
the world has become a “global village," how- 


CHAPTER 


14 


ever, and we have been introduced to the de- 
lights of cooking from other countries, we tend 
to want our steak in the form of ‘“Chateau- 
briand,” and our fowl as “duck a l'orange" or 
"Tandouri" chicken. Steak or roast beef may no 
longer be the most expensive item on the menu. 
It may be flying fish imported from Barbados, or 
Arctic char from Alaska or Northern Canada. 
Food may also be used to express creativity. 
Many women and men enjoy using their creative 
talents to prepare gourmet meals to please their 
families and friends. 

The partaking of food in one form or another 
plays an important role in many religious cere- 
monies. One has only to think o£ the Christian 
ceremony of Communion to be aware of the 
significance af food in this regard. At Commu- 
nion, one partakes of bread, which symbolizes 
the flesh of Christ, and of wine, which symbol- 
izes His blood. In some religions, as for example 
in Judaism and in Islam, the preparation of food 
is in itself a ritual. There are also many food 
taboos associated with specific doctrines of other 
religions. The devout Muslim will not eat pork, 
for example, nor the Hindu, beef. 

Food is, in fact, interwined with the traditions, 
superstitions, and prejudices of virtually every 
culture. The Easter ham in our country and the 
Devali* gift of sweets in India are but two 
examples of the incorporation of food into tra- 
ditional customs. To spill salt is considered by 
many people to be bad luck—a common exam- 
ple of a superstition involving food. Most of us 
have prejudices against certain foods; yet these 
foods may be eaten with great enjoyment by 
others. Few North Americans would have eaten 
snails 15 years ago; today they are often included 


"Devali, the "Festival of Lights," is a major religious 
festival in India. 
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Being together for meals can help to strengthen family 
ties. 


on the appetizer list in expensive restaurants. 
The fruit bat is considered a delicacy in Guam, 
but few "'state-side" Americans relish it. 

Mealtime, in most parts of the world, js a 
significant aspect of family life. In many cul- 
tures, eating is considered a private affair, to be 
shared and enjoyed only with one’s family ar 
intimate friends. Meals often play an important 
role in reaffirming solidarity within the family 
group. In most North American homes, the 
mother likes to have all members of the family 
present for the evening meal. The traditional 
gathering of a family for Thanksgiving or Christ- 
mas dinner serves to strengthen ties within the 
extended family unit. Meals, too, may provide s 
time when family roles are defined and clarified, 
as when father (or mother, in many single parent 
families) sits at the head of the table, a tangible 
symbol of the role as head of the family. 

In our culture, we usually like to think of 
mealtime as a pleasant time—a period of relax- 
ation, when we can enjoy the company of others 
and engage in social conversation. Health agen- 
cies today are doing much to make mealtimes 
more pleasant for patients. Food is arranged 
attractively on trays; there is usually a menu 
from which the patient mav select the foods that 
he likes; and many hospitals now have small 
dining areas next to the nursing units, where 
patients who are able may gather to eat their 
meals. 

As well as having psychological, social, and 
cultural significance in our daily lives, food is 
vitally important to our physical well-being. 
Because all cells in the body require adequate 
nourishment for optimal functioning, all sys- 
tems of the body may be affected by nutritional 
problems. The synergism between poor nutri- 
tional status and infections was discussed in 


‘Chapter 4. The direct effect of malnutrition a= 


brain tissue is currently receiving considerable 
study. Listlessness and poor concentration re- 
sulting in poor performance in school childres 
are frequently linked to poor nutrition. Some 
researchers believe that hyperactive children are 
helped by alterations in diet. 

Many skin and gastrointestinal problems are 
directly attributable to poor dietary habits. Ne 
trition is certainly a factor in a person’s strength 
and endurance, as athletes prove. 

Nutrition is so vital to all aspects of health 
that nurses should be well versed in helping 
people to develop and maintain good dietary 
habits. 


NUTRITIONAL NEEDS IN HEALTH 


A person cannot exist for long without taking 
some form of nourishment. Food is the fuel witk 
which we run our human bodies. It is necessary 
for the growth and maintenance of bones and 
other tissues, and for the regulation of all body 
processes. In order for a person to function at 
his optimal level, he must consume adequate 
amounts of foods containing the nutrients essen- 
tial to human life. A nutrient is defined as any 
chemical substance found in foods that func- 
tions in one or more of the three ways mentioned 
above. The amount that is adequate varies from 
one individual to another, depending on age. 
sex, current physical status, lifestyle, physical 
environment, and many other factors. The essen- 
tial nutrients are carbohydrates, proteins, fats. 
vitamins, minerals, and water. 


Essential Nutrients 


Carbohydrates. Carbohydrates are composed 
of carbon, hydrogen, and oxygen and are used 
by the body primarily as a source of energy. 
They are the most common nutrients in the 
majority of diets because of their availability. 
Carbohydrates are found in most plants and fruit 
sugars, and in natural starches. The cellulose in 
plants is an important ingredient for digestion. 
Excess carbohydrates consumed are stored in 
the liver in the form of glycogen or changed into 
fat. 


Fats. Fats are also composed of carbon, hydro- 
gen, and oxygen, but in different ratios than in 
carbohydrates. They are also primarily a source 
of energy to the body, and because they contain 
less oxygen, they release their energy more 
quickly and in greater quantity than do carbo- 
hydrates. Fats are found in nature in animals 


zad in plant seeds. The most common sources 

i fats in our diets are butter, margarine, nuts, 
*ggs. and oils used for cooking and in salad 
zressings (for example, corn, peanut, olive, and 
soybean oils). It is thought that the saturated fats 
e.g.. butter, meat fats) are a contributing factor 
-z high blood pressure, arteriosclerosis, and 
:ther circulatory diseases. 


Proteins. Like carbohydrates and fats, proteins 
are composed of carbon, hydrogen, and oxygen, 
sut with the added element of nitrogen. Most 
zroteins also contain sulfur and some contain 
:ther minerals as well. The primary functions 
3t proteins in the human body are the release of 
:aergy and the building and repair of body 

-ssues. Protein is found in nature in animals 
z3d plants. The most common sources in our 
ziets are dairy products, meat, fish, eggs, leg- 
zznes (such as peas and beans), nuts, and seeds. 
Vidamins 

Vitamins are a natural component of most 
3x»ods. They are necessary for the growth, main- 
znance, and repair of body tissues and for the 
7eeulation of body processes. Since the body is 
-nable to manufacture vitamins, they must be 
»cxained from foods we eat. Vitamins are des- 
mated as A, B, C, D, E, and K and are classified 
=to two main groups, the fat-soluble and water- 
scauble vitamins. 

The fat-soluble vitamins (A, D, E, and K) are 
zensported throughout the body in fats. 

Vitamin A, often considered the most impor- 
zt vitamin, is essential for growth and main- 
:zmance of tissues, for proper development of 
zcnes and teeth, and for good vision. It is found 
= vellow and green fruits and vegetables, egg 
moik, butterfat, and liver. 

Vitamin D promotes the growth of teeth and 
zcnes. Called the “sunshine vitamin,” it is most 
:zxnmonly obtained through sunlight and in 
=criched foods. Other sources of vitamin D are 
2sn liver oils, egg yolk, and butterfat. Many 
izods on the market today are “fortified” by the 
acdition of vitamin D, as, for example D-forti- 
t<d milk, infant formula preparations, and mar- 
zarines. 

Vitamin E is important for normal creatine 
zvcetion and for the prevention of blood dis- 
:zZers. Taking large quantities of this vitamin 
zs become something of a fad—it is thought by 
xe to enhance sexual powers, prevent tissue 
scing, and increase sensory perception, 
zzuag other things. However, these claims are 
zu clinically proven. An excellent source of 
“zamin E is wheat germ oil; other common 
zvary sources are whole grains, salad and cook- 
=x oils, liver, and fruits and vegetables. 
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Vitamin K is necessary for blood coagulation. 
It can be found in liver, egg yolk, green leafy 
vegetables, and soybean oil. 

The water-soluble vitamins (the B complex 
and C) use water as their vehicle. For this reason, 
foods containing these vitamins are most effec- 
tive when eaten raw, since cooking tends to 
remove the vitamins. 

Particularly important for the formation and 
maintenance of healthy blood are pyridoxine 
(vitamin B,), vitamin B,,, and folic acid. The 
vitamins thiamine (vitamin B,), riboflavin (vita- 
min B,), and niacin are especially needed for 
normal growth and development and a healthy 
nervous system, and, together with vitamin B, 
and pantothenic acid, for promoting and main- 
taining a healthy appetite and good digestion. 

Vitamin C is essential for the building and 
maintenance of teeth, bones and joints, muscles, 
gums, and connective tissues. It also functions 
to protect the body from infection and promotes 
wound healing. Common sources of vitamin C 
are citrus fruits, tomatoes, and green leafy veg- 
etables. 


Minerals. Minerals are necessary to the body 
in the building and maintenance of bones, teeth, 
and the various body systems. The main essen- 
tial minerals are considered to be calcium, iron, 
phosphorus, and magnesium. Other minerals, 
called trace minerals, are equally essential, but 
are needed in much smaller amounts. Some of 
these other minerals required by the body are 
copper, iodine, manganese, zinc, and fluorine: 

Calcium is important for the proper formation 
of teeth and bomes, for muscle tone and nerve 
transmissioms, and for the coagulation of blood. 
The main sowrces of calcium in most diets are 
milk and other dairy products, but calcium is 
also found in dark green leafy vegetables, eggs, 
meat, and cereals. 

Phosphorus aids in the formation and 
strengthening of bones. It can be obtained from 
dairy products, meat, fish, poultry, nuts, whole 
grains, and legumes. 

Magnesium is an important factor in regula- 
tion of the body's temperature, nerve conduc- 
tion, and muscle contractions. Commonly die- 
tary sources of magnesium are green leafy 
vegetables, nuts, whole grains, and beans. 

Iron is important for building hemoglobin in 
red blood cells, and preventing nutritional ane- 
mia. The best-sources are liver, red meats, and 
egg yolk, but it is also found in lentils, green 
leafy vegetables, whole grain and enriched ce- 
reals, flours, bread and pastas. 


Water. Water is the single most important nu- 
trient in the human body. It is a component of 
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most foods, both liquid and solid. Water is a 
vehicle of absorption for most nutrients in the 
body and is present in all body excretions and 
secretions. Approximately 60 to 70 per cent of 
the adult body is composed of water. Because 


water is so important in the regulation and - 


maintenance of all body tissues and processes, 
it will be discussed in more detail in Chapter 
17. 


Energy Requirements 


Dietary requirements are generally considered 
in terms of both specific nutrients and energy 
requirements. The body's needs for energy are 
usually expressed in calories (a term taken from 
the physical sciences), which measure heat 
units. À calorie is the amount of heat required 
to raise the temperature of one gram of water by 
one degree Celsius. The calorie used in nutrition 
is often written as kcal (for kilocalorie) to indi- 
cate that it represents 1000 of the calories used 
in the physical sciences. 

The body's requirements for energy vary con- 
siderably from one individual to another, de- 
pending principally on age, sex, body frame, 
amount and kind of daily activity, and the se- 
cretions of endocrine glands. 


Basal Metabolic Rate. In discussing energy re- 
quirements, it is helpful to start with the basal 
metabolic rate, which represents the energy re- 
quirements of the body at rest—the amount 
required for the internal work of the body. A 
person's basal metabolic rate is influenced by 
body size, age, sex, and the secretions of endo- 
crine glands, principally the thyroid gland. It is 
higher in children and adolescents than in 
adults, the normal pattern showing an increase 
during the first few months of life, followed by 
a fairly rapid initial, then gradual, decrease 
through childhood and adolescence, with a still 
slower decline with advancing age in adults. 


The Effect of Activity. To the basal metabolic 
requirements are added the energy needs to 
carry out our daily activities. It is primarily the 
work of body muscles that demands the energy. 
Mental activity consumes very little, because the 
brain is always active in any case and is there- 
fore accounted for in the basal metabolic rate. 
Since it is muscular work that creates the need 
for additional energy, over and above the basal 
metabolic needs, it stands to reason that the 
heavier the workload, the more energy is re- 
quired (and, hence, the more caloric intake is 
needed). 

A great deal of research has been done, both 
to estimate the number of calories expended in 


the course of different activities and to work out 
average energy expenditures of people in differ- 
ent age groups. 

Common activities in which people engage 
have been categorized into levels according to 
the amount of energy expended in carrying them 
out. A commonly used categorization includes 
five levels:! 


1. Maintenance activities: sitting most of the day. 
with about 2 hours of moving or standing 

2. Light activity: typing, teaching, shop work, lab- 
oratory work, some walking but no strenuous exercise 

3. Moderate activity: walking, housework, garden- 
ing, carpentry, light industry, little sitting 

4. Strenuous activity: unskilled labor, forestry 
work, skating, outdoor games, dancing; little sitting 

5. Very strenuous activity: tennis, swimming, bas- 
ketball, football, running, lumbering; little sitting 


People whose work involves sitting most of 
the day and who do not engage in additional 
exercise require approximately 1.5 times their 
basal metabolic needs. Housewives, carpenters. 
and those others whose work is considered mod- 
erate activity, expend energy at 1.6 times their 
basal rate. Those engaged in strenuous activity, 
such as construction workers, use 1.7 times the 
energy they would at rest. Football players, lum- 
berjacks, and others whose occupations are in 
the very strenuous activity category expend en- 
ergy at twice their basal rate. 

One has to realize that these are only approx- 
imations. The vigor with which a person works 
and the amount of time per day he spends at 
the activities vary considerably from one indi- 
vidual to another. You would not expend as 
much energy in dancing a slow waltz, for ex- 
ample, as a fast square dance. You might play a 
leisurely game of tennis for an hour two or three 
times a week, but your energy expenditures per 
hour would not be as great as the professional 
who puts full effort into every point. There is 
also a wide variety of energy expenditure in- 
volved in the specific jobs that might be found 
in any given line of work. A person living alone 
in a small apartment usually would not expend 
as much energy in housework as one who has 
to clean an eight-room house and cook for a 
large family. A cabinet maker whose work in- 
volves small detail would not expend as much 
energy as a carpenter building houses. 


The Effect of Climate. Contrary to popular be- 
lief, the body's nutrient and energy requirements 
do not vary considerably with changes in cli- 
mate. There may, however, be a small amount 
of additional energy expenditure by people who 
live and work in cold climates. Certainly, a 
person feels hungrier in the cold, brisk air of 
autumn than in the hot, humid days of summer. 


ENERGY EXPENDITURE BY A 150-POUND 
PERSON IN VARIOUS ACTIVITIES 


Kilocalories 
Type of Activity per Hour 
Rest and light activity 50—200 
Lying down or sleeping 80 
Driving an automobile 120 
Standing 140 
Moderate activity 200-350 
Walking (2% mph) 210 
Gardening 220 
Bowling 270 
Swimming (% mph) 300 
Walking (3% mph) 300 
Vigorous activity zd over 350 
Chopping or sawing wood 400 
Tennis 420 
Squash and handball 600 
Cycling (13 mph) 660 
Running (10 mph) 900 


Adapted from Exercise and Weight Control, Committee on 


Fxercise and Physical Fitness of the American Medical 
Association and the President's Council on Physical Fitness 
— cooperation with the Lifetime Sports Foundation. Pre- 
zared by Robert E. Johnson, M.D., Ph.D., and colleagues, 
Department of Physiology and Biophysics, University of 
“inois, August, 1967. . 


Additional needs are possibly 2 to 5 per cent. 
The bulky, heavy clothing required for outdoor 
‘wear impedes movement and this increases the 
mount of energy used in moving. The muscular 
action of shivering also increases a person's 
energy needs. Shivering can usually be pre- 
vented by adequate clothing and exercise. If the 
5ody is chilled, additional energy is needed to 
-»warm it. Hence, the ravenous need for hot 
zourishing food when you come in out of the 
zold. (The energy you have probably expended 
-3 walking briskly or skating or skiing has some- 
-zing to do with it, too.) 


People who work at physical labor in environ- 


=ents where the temperature is above 30? C (86° 
= have additional energy requirements and re- 
zuire more energy-giving foods to offset the 
zzects of increased metabolism and lessened 
-echanical efficiency. The body's metabolism 
= speeded up with higher temperatures, and 
zore energy is required. There is also a lessening 
:i mechanical efficiency and there may be a loss 
:i fluids and electrolytes from sweating (see 
-—apter 17). People who live in hot climates 
—vopical or subtropical climates) usually find 
zz: it is a lot of work just to move about in very 
ict weather. They curtail their physical activi- 
zes. which effectively cuts down on their energy 
“quirements. The languor associated with 
south Sea Islands, then, has a physiological 
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Recommended daily requirements of specific 
nutrients have been established both in the 
United States and in Canada (and in many other 
countries). International standards have been 
issued by the United Nations Food and Agricul- 
ture Organization and the World Health Orga- 
nization (FAO/WHO). Food guides have also 
been developed to help people to select foods 
that will ensure that they have an adequate 
supply of essential nutrients in their daily diets. 

The Guide To Good Eating, developed by the 
United States Department of Agriculture, and 
Canada’s Food Guide, issued by the Department 
of National Health and Welfare, are shown on 
pages 264—265. Both guides recommend speci- 
fied amounts to be included in a daily diet from 
each of four basic food groups: (1) milk (and 
milk products), (2) meat (and alternates), (3) 
vegetables and fruits, and (4) breads and cereals. 
The two guides list essentially the same foods, 
and the recommended amounts are similar with 
minor variations. Both provide the foundation 
for a good diet. A practical guide to food selec- 
tion, based on the U.S. and Canadian guides, is 
shown on page 266. You will note that it shows 
the average percentage contribution of the dif- 
ferent food groups to nutrient requirements in 
North American diets, as well as some practical 
suggestions in applying the food guides. 


NUTRITIONAL NEEDS THROUGHOUT 
THE LIFE CYCLE 


Major factors affecting nutritional needs 
throughout the life cycle were included in the 
discussion of needs requiring particular atten- 
tion at each stage of the life cycle in Chapter 13. 
At this point, we are going to enlarge on these 
to discuss how changes in growth and develop- 
ment affect specific requirements in each age 


group. 


The Pregnant Woman and the Fetus 


The developing fetus receives its nourishment 
from the mother, in whose body the fertilized 
ovum is implanted. The fetus is supplied on a 
priority basis before the mother; in cases of 
severe malnutrition, both will suffer. Malnutri- 
tion, especially from the second trimester on, 
may cause fetal abnormalities and impair brain 
development. Some of the more common nutri- 
tional problems that affect the growing fetus are 
insufficient intake of calcium on the mother's 
part, insufficient intake of protein, and insuffi- 
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- A Guide to Good Eating 


This is the foundation for a good diet Use 
, more of these and ofher foods as needed for 
growth. for activity, and for desirable weight. 


(Courtesy of National Dairy Council, Chicago.) 


cient intake of calories. An insufficient intake of 
calcium will impair ossification (formation of 
bones and teeth), and will decalcify the mother's 
teeth as the needed mineral is drawn from the 
mother's existing supplies. If the expectant 
mother does not have a sufficient quantity of 


' Breads and E. 
Cereals «ms 


Use Daily: 


3 or more glasses milk — Children ; 
smaller glasses for some children under 8 


4 or more glasses — Teen-agers 
2 or more glasses — Adults 


Cheese, ice cream and other milk- 
made foods can supply part of the milk 


Include dark green or 
yellow vegetables; 
citrus fruit or tomatoes 


= 
= 


protein in her diet, the rate of.physiolog 
growth of the fetus is impaired. It is gener 
believed that if the pregnant woman's intak 
calories is insufficient, the fetus (and newt 
infant) are less resistant to disease. 
Numerous studies have shown that the que 


Eat a variety of foods from 
E PER 


milk and 
milk products 
Chiktren up to 

11 years 74 wnang 
Adolescents 3-4 senings 
Pregnant and suring 
women 3-4 senings 
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(Courtesy of Health and Welfare Canada.) 


5i the expectant mother's diet is a very important 
factor in the healthy mother and baby both 
>efore and after delivery. Women in these stud- 
.2s who had a good diet had fewer complications 
z: delivery and fewer miscarriages, stillbirths, or 
-cemature deliveries than mothers with poor 
iets. 

During the first few months of pregnancy nau- 
sea and early morning vomiting, which are be- 
-ved to be due to hormonal changes, may 
=serfere with an adequate intake of food. If these 
>essist into the second trimester, they can be 
serious problems. During pregnancy it is felt 
-=2t nutrient requirements for calcium are in- 


creased by 50 per cent and for most other nu- 
trients by 20 per cent. The expectant mother 
should have approximately 32 fluid ounces of 
milk (or the equivalent in alternate foods) daily, 
and should also have three servings of meat or 
its alternates daily. The pregnant woman should 
include a good supply of fruits and vegetables 
in her diet. Her caloric needs are increased, 
although the additional allowances suggested by 
various experts are not large, ranging from 200 
to 700 calories per day. 

Common nutritional problems of pregnancy 
include deficiencies of specific nutrients, partic- 
ularly calcium, protein, and vitamins A, B,, B,,, 
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PRACTICAL GUIDE TO FOOD SELECTION 


Recommendations 
Food Group United States Canada 
Milk and Milk Products 
Children up to about 11 3 glasses 2—3 glasses 
years (20 fl. oz.) 
Adolescents 4 or more 4 glasses (32 
glasses fl. oz.) 
Adults 2 or more 2 glasses (12 
glasses fl. oz.) 
Expectant and nursing 4 glasses 3-4 glasses 
mothers (32 fl. oz.) 
Fruits and Vegetables 
Fruit to include source of 4 or more 4—5 servings 
vitamin C, such as servings 
oranges, tomatoes, 
vitaminized apple juice 
Vegetables to include dark 
green or yellow 
vegetables, often raw 
Meat and Alternates 
Meat, fish, poultry, eggs, or 2 or more 2 servings 
cheese— with dried 
beans, peas, nuts, and " 


seeds as alternates 


(extra serving for expectant mothers) baked beans; 1 egg 


Breads and Cereals 


Enriched whole grain 4 or more 
(added milk improves 


the nutritional] value) 


3—5 servings 


Vitamin D 

400 international units (LU.) 
for all growing persons up 
to 22 years, including 
breast-fed babies, expect- 
ant and nursing mothers 


Average percentage con- 

tribution of food groups 

to nutrient requirements 
on North American 


Practical Hints Diets* 


7696 of calcium 
41% of riboflavin 
24% of protein 
12% of vitamin A 


For variety substitute the 
following for % cup of milk: 

Ys cup ice cream; vs cup milk 
pudding; % cup cottage cheese 

4 oz. yogurt; Y4 oz. cheddar 
cheese (1 in. cu. = Y4 02); 1 oz. 
processed cheese; 1 serving of 
cream soup made with milk 


m 


serving of fruit could be: 1 
orange, apple, or banana; ¥2 
grapefruit; v; cup canned fruit; 
V? cup fruit juices; 4 stewed 
prunes 


94% of vitamin C 
5496 of vitamin A 
1996 of iron 

2096 of thiamin 

1796 of niacin 

(applies to both fruits 
and vegetables) 

1 serving of vegetables could be 
1 potato; Y2 cup tomato juice: 
V» cup of canned or frozen 
vegetables, peas, green beans, 
etc.; 1 serving of vegetable 
soup 


4 


3 oz. of boneless cooked meat, 
fish, or poultry constitute 1 
serving. The following can be 
substituted for 1 oz. of meat: 
2 tbsp. peanut butter; % cup 


. 40% of niacin 


41% of protein 
30% of iron 

24% of thiamin 
22% of riboflavin 


18% of vitamin A 


The following are substitutes 40% of thiamin 
for 1 slice of bread (whole 32% of iron 
wheat, white enriched, rye, 25% of niacin 
etc): ^^ cup of oatmeal, cooked; 21% of protein 

1 cup ready-to-eat enriched 20% of riboflavin 
cereal; ya cup macaroni, 

spaghetti, noodles, cooked 

(enriched); v; cup rice, cooked 


400 I.U. in 30 fl. oz. of enriched 
milk or 4 tbsp. of fortified 
margarine. If enriched milk 
not available use vitamin D 
supplements ` 


*Based on Statistics Canada data. 


Adapted from Selected Nutrition Teaching Aids. Ottawa, Department of National Health and Welfare, 1976. 


C, D, and E. Many experts feel there is a link 
between protein deficiency and toxemia of preg- 
nancy. Other problems affecting an adequate 
nutritional intake include nausea and vomiting 
(as noted above) and dyspepsia. We will be 
discussing these problems in more detail later 
in the chapter. Most pregnant women find it is 


easier to tolerate small, frequent meals rather 
than three large ones. Regarding the food crav- 
ings reported by many women during preg- 
nancy, there is still no definite answer to 
whether these indicate a real physiological need 
or are prompted by cultural or psychological 
influences. 


The Nursing Mother and the Infant 


The woman who is breast feeding her infant 
has higher requirements for most nutrients than 
the expectant mother, including those for en- 
ergy, proteins, minerals, and vitamins. These are 
needed to cover the demands made on the moth- 
er's body for the production of the milk as well 
as the nutrients secreted in the milk that pro- 
vides nourishment to the infant. Energy require- 
ments are estimated to be between 600 and 900 
calories a day higher than for those of pregnant 
women, with the addition of 1000 calories over 
that for nonpregnant women recommended for 
the lactating mother. The need for additional 
nutrients increases as the infant grows and de- 
mands more nourishment. 

The diet recommended for lactating mothers 
is essentially the same as for pregnant women 
and should include plentiful supplies of milk 
and alternate calcium and protein sources. The 
nursing mother needs a lot of fluids to provide 
for the water content of breast milk (2 to 3 quarts 
are suggested). 

A common problem in nursing mothers is a 
deficiency of calcium and phosphorus, due to 
the high content of these minerals in the milk 
secreted. Because of the higher requirements, 
existing nutritional problems the mother may 
have had are likely to become more severe. This 
is not the time for the mother to go on a reducing 
diet. Her weight will normally stabilize without 
extra dieting. As most nursing mothers soon 
become aware, what they eat and drink affects 
the infant they are nourshing. It is recommended 
that they avoid highly spiced foods, alcohol, and 
artificial sweeteners. Drugs should be taken only 
on the recommendation of the physician, in- 
cluding those commonly sold over the counter 
in drug stores, such as laxatives, aspirin, and 
sedatives. 

The normal newborn infant usually loses ap- 
proximately 5 per cent of its birth weight during 
che first 2 to 3 days of life, owing to adjustments 
in total body water. With adequate nutrition 

120 calories per kg. per day), the normal healthy 
:nfant should gain 20 to 25 grams per day during 
che first 4 months of life. Adequate nutrition 
zuring infancy is important to prevent perma- 
aent damage to the central nervous system, as 
well as to promote the optimal growth and 
zevelopment of other body tissues. The gastroin- 
:estinal tract of infants is relatively immature. 
3zeast milk, which is the baby's natural food, 
zrovides the most easily digested source of nour- 
3hment. Breast milk is also the most complete 
720d, needing only to be supplemented by vita- 
Zin D for the first few months. However, many 
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babies have been raised to healthy adulthood on 
cow’s milk, goat’s milk, and formulas made from 
these or other substances (soybeans, for exam- 
ple). Many good formula preparations are avail- 
able on the market. The formula used must be 
tailored to the needs of each individual infant. 
Most nutrition experts now recommend that 
solid foods not be added to the infant's diet until 
he is 4 to 6 months of age. Until that time, the 
tongue projects, which makes swallowing food 
difficult. It is also believed that exposure to 
certain foods (especially those high in protein) 
in early infancy may lead to later allergies. 
Solids should be introduced gradually, with one 
new food at a time, in soft, or pureed form. 
During the first year of life, the infant’s rate of 
growth and development is quite remarkable. It 
slows down during the second year, however, 
and the mother may notice that the 1-year-old’s 
appetite is not as great as it was. She should be 
reassured that the loss of appetite of the typical 
1-year-old is normal. It is during the second year 
of life, too, that the child moves from breast or 
bottle feeding and soft food supplements, to 
drinking from a cup and eating table foods. 


The Child 


In the toddler and preschool years the child's 
physical and social skills related to eating de- 
velop rapidly. A summary of their skills from 
approximately 3 months to 6 years is shown on 
page 268. The child needs the same types of 
foods as the adult, with quantities adjusted to 
meet his smaller size. Because their independ- 
ence is rapidly developing also, small children 
much prefer foods that they can manage them- 
selves, usually foods that can be eaten with the 
fingers. Good eating habits can be established at 
this time, with a pattern of regular meals and a 
sufficient but not excessive intake of nutritious: 
food. 

Malnutrition in childhood results in growth 
failures and, as we have noted earlier, renders 
the child more susceptible to infections. In ad- 
dition, iron-deficiency anemia can occur. 

Excess intake of vitamins, particularly vita- 
mins A and D, has become a common problem, 
presumably because many mothers mistakenly 
believe that their children can only benefit from 
consuming large amounts of vitamins. A good 
diet can provide the minerals and vitamins the 
child requires, although physicians and baby 
clinics often recommend supplements when the 
child is going through a growth spurt, when his 
appetite is poor during illness, or if certain 
foodstuffs are not eaten because the child does 
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DEVELOPMENT OF A CHILD'S PHYSICAL AND SOCIAL SKILLS 


` Age Physical Skills Social Skills 
3-6 months Tongue projects so swallowing food is 
difficult. 
Fingers foods. 
6—12 months Uses hands. Perceives size, shape, weight, and texture. 
Uses tongue and lips when eating. Reads facial expressions and gestures. 
Chewing movements start. Very demanding of person who feeds him. 
Takes juice and water from cup but 
spills when cup is removed. 
12-18 months Grasps and releases finger foods. Demands everything in sight at table. 


Grasps spoon, inserts in dish but 
filling poor. 
Spoon often upside down when 


Refuses milk from bottle. 
Loves an audience. 


reaches mouth. 


Release of cup and spoon poor and 


drops frequently. 


18 months-2 years Drop in appetite. 


Uses both hands when feeding. 
Drinks well from cup but release still 


poor 
Tongue can lick off chin. 
Turns spoon in mouth. 


Ritualistic. 
Refusals and preferences. 
Easily distracted. 


2—3 years Drinks with small glass held with one Finicky and fussy eaters. 
hand. ` Spotless eaters may demand to be fed. 
Spoon is grasped between thumb and Messy eaters won't accept help. 
index finger and goes into mouth Food jags. 
without turning. Ritualistic. 
Considerable spilling. Dawdles. 
Demanding: 
— of whole foods; 
— of between-meal-snacks; 
— of candy if in home. 
Dislikes: 
— food mixtures; 
— vegetables. - 
Food is the most important part of second 
birthday. 
3—4 years Holds cup by handle. Conforming and assentive. 
Tilts head back to empty cup. Fair appetite: 
Pours from pitchers. — milk intake increase; 
Uses fork. — vegetables are slowly accepted. 
Little spilling. Asks for favourite foods! 
Little assistance needed. Able to choose between two alternatives. 
Chews more foods. Birthday cake is important part of third 
birthday party. 
4-5 years Use knife and fork. Assertive. Lively mind. 
Tilts cup to empty it. Very social. 
Fair to very good appetite. 
Food jags or strikes. 
Reacts to incentives, e.g., "eating to be big." 
Sets table and cooks. rem 
5-6 years Able to feed himself. Influenced by group and social pressures 
outside home. 
: Still prefers plain foods. 
From Selected Nutrition Teaching Aids. Ottawa, Department of National Health and Welfare, 1976. ` 
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not like them (or cannot tolerate them) or be- 
cause some foods are not available o ' too expen- 
sive, as for example, fresh fruits an . vegetables 
at certain times of the year. 

The school-age child's rate of growth is slower 
than it was in infancy or will be again in ado- 
lescence. However, it is critically important that 
his nutritional needs be met to promote his 
optimal growth and development. A nutritious 
breakfast that includes a good source of protein 


^ s pa; cularly important for the school-age child 
9 e sure good work performance and good 
concentration in the late morning hours. Teach- 
ers of special education classes for children with 
emotional ‘prob!2ms have found that the most 
troublesome youngsters were those who had 
come to school without eating breakfast. 
School-age children are also developing their 
social skills and enjoy inviting another child 
home to share meals with them. At this age 


children also begin to enjoy experimenting with 
different food tastes and add to the variety of 
foods they will eat, although they still prefer 
plain foods and those they can eat with their 
fingers. 

Among the common problems of childhood, 
iron deficiency is the most prevalent deficiency, 
and deficiencies in calcium and vitamins C and 
D are also problems in many children's diets. 
Socioeconomic factors play a large part in the 
dietary sufficiency of children, with those from 
higher income families generally having a more 
adequate intake of essential nutrients, and those 
with the least income and education having the 
most problems. Obesity is fairly common in all 
racial groups, and among rich and poor, during 
the pre-adolescent stage. It is often caused by 
poor eating habits such as eating too many non- 
nutritious snacks and overeating, particularly 
high carbohydrate foods. There is, however, 
some feeling now that one cannot rule out he- 
redity as a factor in obesity. 


The Adolescent 


During adolescence, both boys and girls 
undergo growth spurts, and their nutritional 
needs are greatly increased. Again, they require 
the same essential nutrients as other people, 
with increased quantities of those particularly 
required for growth. They especially need larger 
quantities of the milk food group. Parents may 
be amazed at the amount of food teen-agers, 


especially boys, can consume and, if they are 


active, remain slim. Adolescents, as they begin 
to assert their independence from parental con- 
trol, often begin to make decisions about the 
foods they will eat. Peer pressure is a very strong 
influence, and diet fads may be taken up by a 
group (or sometimes just by one adolescent) who 
may become vegetarian, or adopt a diet that 
contains only organically grown foodstuffs. 

Obesity is a major health problem in this age 
group. Diabetes, the onset of which often coin- 
cides with puberty, becomes a major cause of 
death and disability in the United States from 
the age of 15 years onward. The relationship 
between obesity and diabetes is curently 
undergoing considerable study. Obese ., Joles- 
cents, as a general rule, tend to be lest’ ctiv 
physically than those of normal weight, aud this 
seems to be especially true of girls. 

Some adolescents, particularly girls, develop 
an obsession with being thin,'and a condition 
known as anorexia nervosa (a loss of appetite 
due to emotional problems) has become a seri- 
ous problem in this age group. It may be caused 
by other problems, such as anxiety or depression 
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(which may, or may not, be related to obesity). 
If unchecked, anorexia nervosa can lead to ab- 
normal water and temperature regulation and 
deranged hormonal changes. (Whether the hor- 
monal changes are cause or effect is currently 
under study.) If severe, the anorexia can lead to 
death, as the teen-ager literally starves herself to 
death. 

Teen-age girls are particularly vulnerable to 
iron-deficiency anemia, as the monthly loss of 
blood begins to occur with puberty. Adolescents, 
both boys and girls, experience a rise in gastric 
acidity, which is felt to be caused by hormonal 
changes. They are also prone to abdominal pains 
of vague origin. It is not wise, however, to 
ascribe them always to “growing pains." Per- 
sistent or severe abdominal pain should always 
be investigated. 


The Adult 


Growth continues into the early years of young 
adulthood, although not at such a rapid rate as 
during adolescence. The young adult needs a 
good supply of proteins, minerals, and vitamins, 
although not in such large quantities as teen- 
agers. This is the age when good eating habits 
need to be strengthened to maintain health and 
to prevent illness in the future. Young adulthood 
is often a turning point, when the individual is 
setting up housekeeping away from parental 
influences. He is on his own, then, to make 
decisions regarding the foods he will eat or not 
eat, and to establish his own eating habits. Many 
young adults, because of pressures of work or 
other commitments, or just not bothering to 
make sure they eat properly, slip into poor 
dietary habits that will affect their future health. 
Good nutritional counseling is an important 
measure in helping young adults protect them- 
selves against problems such as obesity, heart 
attacks, hypertension, and the like in their mid- 
dle and later years. 

Caloric needs usually decline, as does the 
need for extra supplies of protein when a person 
reaches full adulthood, but his vitamin and 
mineral requirements do not. A common nutri- 
tional problem in adults is obesity, which is 
considered to be the most prevalent health prob- 
lem in N America. Anemia, due to inade- 
quate ajo of iron, is a common problem in 
women. Diabetes, which surfaces as a major 
killer in the adolescent years, is one of the 
leading causes of death in the United States in 
the 25- to 44-year-old group. The developmez: 
of gallstones, believed to be due to excessive 
intake of cholesterol, is another common pree- 
lem'that affects both men and women. Anorex 
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nervosa continues to be a problem in young 
adulthood, particularly in women, although it is 
not as. common a problem as in the teenage 
years. 

During the middle years there is usually a 
gradual slowing down of activity, and the indi- 
vidual requires fewer calories than he did in his 
young adult days. Often, people tend to eat the 
same amounts, however, with the result that 
they put on weight, and obesity is a major 
problem. As a person gets older, there is a 
decrease in digestive enzymes, and heartburn 
(dyspepsia) is a common problem among mid- 
dle-aged and older adults. If good oral hygiene 
has not been practiced, problems with teeth and 
gums may develop and lead to poor nutrition. 
Gallstones continue to be another major problem 
in older adults, as does diabetes. With the aging 
process, there is a loss of skeletal calcium (a 
condition known as osteoporosis), and a good 
intake of calcium and vitamins is required. 
Women are particularly prone to this problem 
after the menopause because of changes in hor- 
monal secretions. 


Older Adults 


The nutritional needs of the elderly are the 
same as those of other adults, although they do 
require fewer calories, again, because of lessened 
activity. Their nutritional problems usually stem 
from a lack of adequate intake. Older adults 
often have deficiencies of proteins, vitamins, 
and minerals in their diet. Calcium (for the 
reason noted above) is particularly important. A 
lack of Vitamin D leads to a condition called 
osteomalacia (softening of the bones). Vitamin 
D-fortified milk and margarines help to combat 
this problem 

The failure of many older adults to eat an 
adequate diet may be due to a number of factors 
including a lack of money for food, out-of-date 
nutrition information, physical handicaps that 
make shopping or cooking difficult, feelings of 
loneliness, rejection, or apathy, and physical 
changes such as a loss of appetite, poorly fitting 
dentures, and troubles with constipation. Good 
nutrition counseling is very important. Older 
adults can be helped to get the most out of their 
dwindling food dollar, and to prepare nutritious 
meals simply. They should be encouraged to 
share meals with friends and to engage in activ- 
ities that will stimulate the appetite, such as 
walking in the fresh air or mild exercise. The 
development of “Meals on Wheels" programs 
has been a boon for the housebound elderly and 
those who find preparing a substantial meal 
difficult. Volunteers who have participated in 
these programs often remark that the friendly 


visit of the person delivering the meal seems to 
mean as much to the individual as the food. It 
is sometimes difficult to get away and deliver 
the rest of the meals on time. 


FACTORS AFFECTING NUTRITIONAL 
STATUS 


A person's nutritional status reflects the bal- 
ance that is maintained between the body's re- 
quirements for nutrients and energy and the 
actual intake of food. It depends, then, on three 
major factors: the requirements of the individual 
for nutrients and energy, his intake of food, and 
the efficiency of his bodily processes for absorb- 
ing, storing, utilizing, and excreting nutrients. 
We have already discussed nutrient and energy 
requirements in health throughout the life cycle, 
and we will be talking about nutritional needs 
of the sick later in the chapter, so let us now 
look at the other factors. 


Intake 


If a person eats more food than the body 
requires, or, conversely, he does not eat enough 
to meet his energy and nutritional requirements, 
problems develop. A number of factors—eco- 
nomic, physical, and psychosocial—affect food 
intake. 

In Chapter Four, in discussing major health 
problems, we mentioned affluence as being a 
contributing factor in the widespread prevalence 
of overweight or obesity in North America. We 
also mentioned the serious poverty that exists 
in many countries, and in parts of our own, that 
prevents people: from having sufficient food to 
meet their nutritional needs. ` 

Among the physical factors affecting food in- 
take, the condition of a person’s teeth, gums, 
and the mucous membranes of the oral cavity 
are important factors for nurses to consider in 
assessing a patient’s nutritional status. A person 
with no teeth or with poorly fitting dentures, or 
one whose mouth is in poor condition, has 
difficulty in biting or chewing food and will 
limit his intake to those foods he can handle 
easily. Other physical factors to be considered 
are the person's general state of health and 
specific health problems he may have. (These 
are discussed in more detail in subsequent sec- 
tions.) There are also biological variations in the 
ability to tolerate certain foods. Many people 
have allergies to specific foods. Milk, chocolate, 
shellfish, and berries are some of the foods to 
which many people are allergic. 

The need for milk and milk products to pro- 
vide sources of protein and calcium is not the 


same for people in all racial groups. Adults in 
many racial and ethnic groups cannot tolerate 
milk. Research has indicated that the reason for 
this is the absence of the enzyme lactase (which 
digests thé milk sugar, lactose). Without this 
enzyme, lactose in milk ferments in the gastroin- 
testinal tract, and the individual may complain 
of diarrhea, a bloated feeling and discomforts 
due to the formation of gas. It is felt that one 
reason for the deficiency may be the dropping 
of milk from the diet after childhood in many 
cultures. It has been estimated that between 50 
and 75 per cent of blacks, Orientals, Hindus, 
Eskimos, and American Indians show lactose 
intolerance, as do approximately 10 to 25 per 
cent of adults of European descent. To improve 
nutrition for these people, sharp cheese (aged 
over 60 days), yogurt, and tofu (soy bean curd) 
may be used, since the lactose in these foods 
has been converted to lactic acid, which can be 
digested.” 

One has to be careful in recommending beans 
as an alternate source of protein, too. One type 
of bean, the fava bean (broad or horse bean) can 
cause hemolytic anemia in persons who have a 
deficiency in glucose-6-phosphate dehydrogen- 
ase (G-6-PD), which is an important enzyme in 
the breakdown of glycogen in red blood cells. 
An absence of this constituent in the blood 
evolved in people who lived in malaria-infested 
areas as a protection against that disease. It is 
estimated that over 100 million people have this 
deficiency in their blood—among them a large 
number of blacks. 

A person's emotional status will also affect 
his intake of food. We have already mentioned 
this point in connection with anxiety, such as 
the "knots" and "butterflies" in the stomach, 
and the pre-examination nausea or vomiting. In 
one psychiatric hospital setting, the dietetic staff. 
observed interesting correlations between food 
intake and the general anxiety level of both 
patients and staíf. When they were upset by 
changes in their environment, such as staff 
changes, hospital policy changes, and holidays, 
the consumption of such "security foods" as 
bread and milk went up, as did the amount of 
food left on plates. When things settled down, 
eating patterns returned to normal.’ 

Some people use food as a source of comfort 
and security; they may eat excessively because 
of their anxieties or because of a lack of fulfill- 
ment of the basic needs of love and belonging. 

Other emotions besides anxiety will also affect 
a person's appetite and, hence, his intake of 
food. The depressed patient does not want to 
eat; the happy individual usually does, unless 
he is too excited by happiness to eat. 

The attractiveness of a meal and the environ- 
ment in which it-is served also contribute to a- 
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person’s enjoyment of food, and encourage peo- 
ple to eat, as all restaurant managers realize. 

As we noted at the beginning of this chapter, 
cultural, moral, and religious values play a con- 
siderable role in the food people eat. Food habits 
are learned, and eating habits vary considerably 
in different cultures and among different reli- 
gious groups. They also vary from one family to 
the next, and from individual to individual. 

Among cultural groups, food habits usually 
have their origins in types of food that are 
available in the part of the world in which the 
group lived. Potatoes are plentiful in many parts 
of North America; hence, they form a staple of 
the diet in many homes. In many countries, rice 
is the staple food and forms a part of the culture. 
When people from one culture move to another 
part of the world, they usually carry their food 
habits with them. In North America, where peo- 
ple from all over the world have settled, it is 
important for the nurse to be aware of the cul- 
tural food heritage of patients and of their reli- 
gious backgrounds as well, since many religions 
have specific food rules. 

Many people are vegetarian in their diet 
choice, because of religious beliefs or personal 
preference. (It is not unusual in an East Indian 
household, for example, to find both vegetarian 
and non-vegetarian family members.) Orthodox 
Hindus subscribe to the doctrine of “ahimsa,” 
which means not killing. Many other religious 
groups also espouse vegetarianism. The largest 
group in North America are members of the 
Seventh Day Adventist Church. Other people 
are also becoming vegetarians for moral reasons 
(not wanting to kill animals for food), for health 
reasons (to reduce cholesterol, or because of a 
declining tolerance of meat with advancing age), 
or simply from personal preference. It {s possible 
to have a vegetarian diet that fulfills, or even 
exceeds, recommended nutrient requirements. 
A four food group guide for a balanced vegetar- 
ian diet suggests: 

1. Grains, legumes, nuts and seeds—6 or more 
servings daily (including yeast-raised, whole 
grain bread, beans and a few nuts and seeds) 

2. Vegetables—3 servings or more daily (one 
or more of dark, leafy greens) 

3. Fruit—1—4 servings daily (including a raw 
source of Vitamin C) 

4. Milk and eggs—2 or more glasses daily for 
adults, 3 or more for children (other dairy prod- 
ucts and an egg may make up part of the require- 
ment, with eggs optional—up to 4 per week) 

There are different forms of vegetarianism. 
Some people do not eat red meat, but will eat 
poultry and fish. Some will not eat any animal 
products, including poultry, fish, milk, and eggs. 
Because the cow is sacred in India to both 
Hindus and Sikhs, cow's milk and products 
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made from it are not consumed. (Milk from the 
water buffalo is used instead in India.) It is 
important in caring for people to find out the 
particular foods they do eat, as well as those 
they do not. The most common nutritional prob- 
lems among vegetarians include deficiencies of 
iron and vitamin D. Acceptable sources of pro- 
tein include milk and dairy products (if eaten), 
and the meat alternates. Soybeans and peanuts 
(and foods made from these) are a very important 
source of dietary protein in many parts of the 
world. To ensure an adequate intake of iron, it 
is good to encourage the use of eggs (if permit- 
ted), of fruits and vegetables containing iron, 
and whole grain and enriched cereals. To in- 
crease the Vitamin D content of vegetarian diets, 
eggs and vitamin D-fortified milk and margar- 
ine, or a regular intake of vitamin tablets, may 
be suggested. Children and expectant and lac- 
tating mothers are particularly vulnerable to 
nutritional disorders because of their additional 
nutrient needs. In addition to the problems men- 
tioned above, they may have a deficiency of 
calcium if milk and milk products are not in- 
cluded in their diet. It is often necessary to use 
calcium tablets as a supplement. 

Other dietary restrictions are found in differ- 
ent cultural groups. Many religious groups do 
not eat pork, as, for example, people of the 
Islamic, Jewish, Seventh Day Adventist reli- 
gions. Non-vegetarian Hindus and Sikhs will 
usually not eat beef or veal because of the 
sacredness of the animal from which these meats 
come. 

Then, too, there is the matter of food prepa- 
ration. For people of some religious faiths, the 
preparation of food is a ritual. Orthodox mem- 
bers of the Jewish sect will only eat foods that 
are kosher, that is, prepared according to pre- 
scribed ritual. Many Islamic people will eat meat 
only if the animal has been ritually slaughtered. 
Kosher meat may, however, be acceptable. 

Besides following formal restrictions, many 
people limit their diets to food prepared in styles 
customary to their own culture. In most Asian 
countries, meat, poultry and fish are usually cut 
up into small pieces and cooked (as you will 
probably have noted in meals prepared in 
Chinese restaurants). A large steak, or piece of 
chicken, or fish, then, may not be acceptable to 
the Oriental patient. Many people from other 
Cultures are used to foods that have been highly 
spiced, as, for example, the Indian curries, the 
hot Mexican chilis, and the kimchee* of Korea. 
People from these cultures often find the typical 
North American diet very bland and unappetiz- 


*Kimchee is known as the Korean salad, and contains a 
mixture of vegetables and large amounts of garlic and spices. 


ing. They usually like to add a very hot sauce 
to most foods to improve the flavor. 

Then, too, food habits vary from one family to 
another, even if all other factors are constant. In 
some households, breakfast is a sketchy or non- 
existent affair, whereas in others it is considered 
one of the main meals of the day. The patterns 
of eating that were learned in the home have a 
considerable influence on the food habits chil- 
dren maintain later in life, and are handed down 
from one generation to the next. 

There is, however, also the matter of individ- 
ual differences in taste and preference for food. 
as anyone from a large family knows. From the 
moment of birth, various factors, such‘as good 
or poor digestion, allergies, and differences in 
taste, imagination, education, and the food hab- 
its in the home, will influence the individual's 
set of eating habits. 

Health problems also affect a person's intake 
of adequate nourishment. In addition to allergies 
and poor digestion, most physical and emotional 
problems affect food intake in some way; often 
by bringing on anorexia or nausea and vomiting. 
We will be discussing these problems later in 
this chapter, but perhaps we should mention 
here three common health problems that can 
interfere with a person's taking sufficient nour- 
ishment to meet his requirements. These are 
alcoholism, drug addiction, and smoking. 

The alcoholic often drinks instead of eating. 
and his nutritional status suffers as a result. 
Serious nutritional problems are found in many 
alcoholics, and these require prompt interven- 
tion. 

Drug addicts too can have serious nutritional 
problems. The addict may opt to buy drugs 
instead of food with his limited funds, or he 
may not feel the need for food when he is "high" 
on whatever drug that he is taking. 

Smokers often substitute coffee and a cigarette 
for food at mealtime. Smoking diminishes the 
sense of taste and leaves a person with a bad 
taste in his mouth. People who have stopped 
smoking often remark on how good food tastes 
again. 


Efficiency of the Body in Processing 
Food 


Any factor that interferes with the body's 
ability to retain, absorb, store, utilize, or excrete 
nutrients will adversely aífect a person's nutri- 
tional status. Disease processes, congenital prob- 
lems, or injury to any part of the gastrointestinal 
system may therefore result in nutritional prob- 
lems. Probably the most common type of illness 
affecting the gastrointestinal tract is infection. 


especially gastroenteritis, which is a major cause 
of death in many underdeveloped countries, and 
a very common cause of illness in both the 
United States and Canada. A number of other 
disorders, which the nurse will learn about in 
her courses in medical-surgical nursing, are also 
specific to the gastrointestinal system. Congeni- 
tal problems are usually discussed thoroughly 
in pediatric nursing courses, so we will not go 
into these further at this point, except to note 
that there are both congenital malformations, 
that is, defects or abnormalities in the anatomi- 
cal structures of the system, and congenital dis- 
orders affecting the physiological processes in- 
volved in the digestion and absorption of food. 

Illnesses involving parts of the body other 
than the gastrointestinal tract may also cause 
disturbances in the processing of food, as well 
as altering the body's needs for energy and for 
specific nutrients. This aspect of nutrition will 
be discussed in the next few paragraphs. 


FOOD AND THE SICK PERSON 


Food as a source of nourishment is particu- 
larly important for those who are ill. Nearly all 
sick persons have some disturbances in gastroin- 
testinal functioning. They may lose their appe- 
tites or be unable to tolerate food and fluids; 
there may be a problem in the digestion of food 
or in the absorption of nutrients from the gas- 
trointestinal tract. Whatever the problem, the 
sick person's nutritional needs are usually dif- 
ferent from those of the well. Lack of exercise 
because of illness may decrease the body's need 
for energy-giving foods but, at the same time, 
there is a greater need for tissue-building nu- 
trients. 

The nutrients that are taken into the body, 
normally via the gastrointestinal tract, are di- 
gested and then absorbed into the blood stream 
and taken to the cells of the body. In the cells, 
metabolic activity takes place. Metabolism has 
two phases: catabolism and anabolism. In catab- 
olism the glucose derived from carbohydrates, 
and the ketones and glycerol derived from fat, 
are broken down into carbon dioxide, water, and 
energy. Proteins are broken down into carbon 
dioxide, water, urea, and energy. In anabolism 
this energy is used in the synthesis of enzymes 
and proteins needed by the body cells. The 
restructuring of amino acids to form protein 
2lements of the body is a particularly important 
part of anabolism. 

In the well person, the processes of anabolism 
and catabolism are normally equal. In the sick, 
particularly those who are incapacitated, the 
catabolic activities are increased, which leads to 
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a breakdown of cellular materials and a subse- 
quent deficiency of protein. Thus, there may be 
a decreased need for food to meet energy require- 
ments but an increased need for specific nu- 
trients in the person who is ill. Additional pro- 
tein foods are important for almost all sick 
people. There are, of course, some conditions in 
which a high-protein diet is contraindicated, but 
the foregoing statement is a good general rule. 

There are certain conditions, too, in which 
metabolic activity, both anabolic and catabolic, 
is increased, as in patients with a fever, and in 
these cases there is a need for additional energy- 
giving foods as well as proteins. 

In a good many disease conditions, the patient 
may be unable to tolerate food or fluids, or may 
lose these through vomiting, diarrhea, or other 
means. In these cases, the replacement of lost 
fluids and nutrients is an important part of the 
patient’s therapeutic care. In some disease con- 
ditions, there is interference with the absorption 
of food. These cases require special adaptation 
of the diet. 


Types of Diet for the Ill 


As a part of the patient’s therapeutic regimen, 
food is usually prescribed in the form of a diet. 
There are many kinds of diet. For example, the 
average patient is on a regular or full (normal) 
diet. This means that he eats any or all of the 
foods that he normally eats in health. Generally, 
fried and highly seasoned foods are not served 
to patients because of the difficulty many people 
normally have in digesting them. A modification 
of the full, or regular, diet is the light diet. The 
foods on this diet are cooked simply, with an 
avoidance of fried foods, rich desserts, and other 
fat-laden foods. Coarse gas-forming foods, such 
as corn, turnips, radishes, onions, cabbage, cau- 
liflower, and cucumbers, are also usually 
avoided. 

A third type of diet is the soft diet. This diet 
consist of food that requires little chewing and 
contains no harsh fiber or highly seasoned foods. 
Because soft-diet foods are easily digested, they 
are often indicated for people who have gastroin- 
testinal disorders or difficulty in masticating 
food. 

A fourth kind of diet is the liquid diet. There 
are usually three types of liquid diet: full liquid. 
clear liquid, and bland liquid. A clear liquid 
diet permits water, tea with lemon, coffee. 
juices, clear bouillon, carbonated beverages, and 
clear gelatin desserts. A full liquid diet is free 
of irritating condiments and cellulose. Oftez 
included in a full liquid diet are all the foods 
on a clear liquid diet plus such others as strain=< 
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soups, simple puddings or custards, refined 
cooked cereals, and milk. A bland diet is the 
same as full liquid but without coffee, tea, colas, 
and soups made with meat or those that are 
highly seasoned. 

Therapeutic diets are special diets designed 
for the needs of the individual patient and vary 
greatly in their composition and purpose. Many 
special diets are designed to eliminate sub- 
stances that are irritating to the gastrointestinal 
tract. The amount and kind of nutrients may be 
varied or certain nonnutritive compounds elim- 
inated. For example, restrictions may be placed 
on the flavoring or seasoning used or on the 
amount of cellulose to be consumed. There are 
also diets that restrict the amount of sodium, 
sugar, or protein. There are high calorie diets 
and low calorie diets, high protein diets and low 
protein diets. There are also diets which control 
the quantity and type of fats. Each therapeutic 
diet is ordered by the physician to meet the 
patient's specific needs. The quantity of each 
kind of food is calculated by the dietitian or 
nutritionist, and each meal is served carefully 
in the prescribed amounts of specific foods. 

Regardless of the kind of diet, it is important 
that the patient understand why he is served 
certain foods. The nurse and the nutritionist can 
help gain the patient's cooperation and thereby 
his acceptance of the specified food as part of 
his prescribed therapy. 


COMMON PROBLEMS 


We mentioned many of the common nutri- 
tional problems to which people in various age 
groups are vulnerable when we were discussing 
nutritional needs throughout the life cycle. Be- 
cause the problems of dyspepsia, anorexia, nau- 
sea, and vomiting are commonly seen in pa- 
tients, and because they are particularly open to 
nursing interventions, we will discuss these in 
considerable detail. 

On a global basis, the most common problems 
associated with nutrition throughout the world 
are malnutrition, starvation, and obesity. AI- 
though malnutrition is often regarded as an 
affliction of only underdeveloped and poor 
countries, it is also of great concern to health 
workers in North America. 

At least 30 per cent of the United States 
population have diets that fail to measure up to 
standards for one or more nutrients, especially 
iron, calcium, vitamin A, vitamin C, riboflavin, 
and calories. Malnutrition can show up as ane- 
mia or obesity, or in close association with 
diseases related to poor nutrition, such as heart 
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disease, hypertension, stroke, diabetes, severe 
dental and periodontal disease, and digestive 
diseases. Especially vulnerable to malnutrition 
are young children, adolescents, young pregnant 
women, families of the poor, handicapped per- 
sons, and people over 65 years of age. A national 
study? in Canada revealed many nutritional 
problems in that country also. Iron deficiencies 
were so widespread that remedial food enrich- 
ment practices and a national nutrition educa- 
tion program were recommended. Protein defi- 
cits were found in a substantially large 
proportion of pregnant women, and protein 
and/or calorie deficits among a small but note- 
worthy group of children under the age of 5 
years. Shortages of calcium and vitamin D were 
found to be a problem in the daily diets of many 
infants, children, and adolescents, and a mod- 
erate thiamine deficiency was revealed among 
adults. A deficiency of vitamin C was found in 
the Inuit (Eskimo) group, and, to a lesser extent, 
among the native Indian population. The survey 
also revealed that a large proportion of adults in 
the country have a problem of overweight. 

There are many causes of malnutrition. In 
poor and underdeveloped nations, the climate 
and terrain may be such that those crops that do 
grow well are neither sufficient in quantity nor 
nutritionally adequate for the resident popula- 
tion. Overpopulation is often a concomitant fac- 
tor in such cases. Most foods have to be imported 
and are, therefore, costly, so that only the very 
rich can afford to eat well. Indeed, the situation 
in some countries is so extreme that many peo- 
ple starve to death. The United States and Can- 
ada, with other countries and international or- 
ganizations (such as UNESCO, UNICEF, and 
WHO, for example), are participating in food 
distribution programs to countries in need and 
providing agricultural specialists to advise on 
food cultivation and processing. 

Nutritional problems are a major concern in 
industrialized nations as well. In countries 
where food is abundant, many people suffer 
from inadequate nutrition, often in the form of 
obesity. Obesity may be caused by simple over- 
eating, but more often than not it is a symptom 
of malnutrition. Contrary to popular belief, peo- 
ple do not necessarily choose naturally the foods 
their bodies need. In fact, most people choose 
their foods according to cost and preparation 
time. The so-called convenience foods, which 
are relatively expensive, are highly processed 
and take little or no preparation. They are also 
usually high in carbohydrates and low in pro- 
tein. Foods rich in carbohydrates occur abun- 
dantly in nature and therefore are usually inex- 
pensive in comparison with protein-rich foocs. 
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such as meat and dairy products. With the es- 
calating cost of living, therefore, the average 
person is likely to eat more rice and potatoes 
and less meat, and more canned and fewer fresh 
fruits and vegetables. 

Many common diagnostic tests and treatments 
for the ill interrupt a person's normal] dietary 
pattern, and as a result he may not have a 
sufficient intake of essential nutrients and en- 
ergy-giving foods. Meals may be withheld for 
tests that are ordered, the person may be allowed 
nothing by mouth for long periods of time and 
maintained on low-calorie infusions, or a nutri- 
tionally inadequate diet may be required in his 
treatment. The term hospital malnutrition has 
been applied to this increasingly prevalent nu- 
tritional problem. The nurse working in an acute 
care facility needs to be aware of the need for a 
careful assessment of her patients so that reme- 
dial measures can be instituted promptly. 


Dyspepsia, Anorexia, Nausea, and 
Vomiting 


Among the most common problems nurses 
will encounter in patients in their day-to-day 
practice are dyspepsia, anorexia, nausea, and 
vomiting. Dyspepsia is the technical term for 
indigestion. It is often the first indication that 
something is wrong with gastrointestinal func- 
tioning. ` 

A loss of the desire for food often leads to 
nausea and vomiting, unless the source of stress 
is removed and the body's normal equilibrium 
is restored. The inability to take in food and 
fluids, or the body's rejection of them, poses a 
serious threat to homeostasis and involves all 
areas of functioning of the human body. 

Indigestion is common among people of all 
ages, but most prevalent in older adults. It seems 
to be one of the annoying and, often, distressing 
accompaniments of the aging process. 

Gastroenteritis, which is a common cause of 
anorexia, nausea, and vomiting, still remains 
one of the most common types of short-term 
illness in North America. It is a very common 
problem in infants and small children. It is still 
one of the major causes of death in infants under 
one year in North America, and in children 
under 5 years in Middle and South America and 
in most developing countries throughout the 
world. It is also a distressing problem for many 
international travelers, whose gastrointestinal 
tracts are exposed to foods and fluids that are 
not a part of their normal diet. In addition, 
anorexia, nausea, and vomiting frequently ac- 
company so many health problems that the 
nurse should be acquainted with the physiolog- 


ical mechanisms involved in these disturbances. 
and be able to take appropriate interventions to 
assist patients with these problems. 


Physiological Considerations. Indigestion is 
characterized by pain and distress in the epigas- 
tric region. It may be accompanied by other 
symptoms, such as eructation (burping) or flat- 
ulence (the excessive formation of gases in the 
stomach or intestine; flatus is the term used for 
gas expelled through the anus). Many pregnant 
women and older adults complain of heartburn. 
which is characterized by a burning pain located 
behind the sternum. It is caused by a regurgita- 
tion of acid contents of the stomach into the 
esophagus, the burning sensation being due to 
irritation of the mucous membrane lining the 
esophagus. 

Anorexia, nausea, and vomiting are varying 
degrees of distress of the upper gastrointestinal 
tract. Anorexia means loss of appetite, or lack of 
desire for food, and it involves the subjective 
perception of a distaste for food. The individual 
often expresses this by saying, “I don't feel like 
eating." Anorexia may precede nausea. In nau- 
sea, not only is there a distaste for food but the 
mere thought of food becomes repelling. In ad- 
dition, the individual usually complains of an 
uncomfortable sensation in the region of the 
stomach. Vomiting, the forceful ejection of the 
stomach’s contents, is usually preceded by nau- 
sea. 

Although anorexia, nausea, and vomiting are 
considered by many to be sequential stages of 
the same physical phenomenon, any one of the 
three may occur by itself in the absence of the 
other two. 

Anorexia has been defined as a loss of appe- 
tite. Appetite is the pleasant sensation of a desire 
for food. Although appetite and hunger fre- 
quently occur together, they are not the same. 
Hunger is an uncomfortable sensation that in- 
dicates a physiological need for nourishment. 
whereas appetite is a learned response. As such. 
appetite is closely related to cultural and social 
values. To a large extent, one's appetite is con- 
ditioned by previous pleasant experiences with 
food. A number of different stimuli will arouse 
the appetite. These include olfactory stimuli. 
such as the pleasant odor of something cooking: 
visual stimuli, such as an attractively served 
meal; auditory stimuli, including the clatter of 
pots and pans in the kitchen as dinner is being 
prepared; or gustatory stimuli, as when one 
tastes a sample of food and finds it agreeable. 
and the appetite is whetted for more. 

When a person loses his appetite, specific 
visceral changes occur. There is usually a hy- 


pofunctioning of the stomach; gastric tone is 
lessened, and the secretion of hydrochloric acid 
is decreased. It has also been observed that the 
stomach of the anorectic patient is pale in com- 
parison with those of people with normal ap- 
petites. 

These same physiological findings have been 
observed in individuals suffering from nausea, 
except that in the case of the nauseated person, 
they are more pronounced. In nausea, there is a 
relaxation of the walls of the stomach, and 
gastric secretions and muscular contractions 
cease. Because of this relaxation, the stomach is 
usually situated lower in the abdominal cavity 
than it normally is. At the same time as the 
muscles of the stomach are in a relaxed state, 
the muscular wall of the intestine shows in- 
creased contractility, and contents from the duo- 
denum may be regurgitated back into the stom- 
ach. Retching—that is, an unproductive attempt 
at vomiting—may occur several times before 
vomiting actually takes place. 

The act of vomiting involves a sequence of 
events that culminates in the forceful ejection 
of the stomach's contents. Initially there is a 
relaxation of the upper portion of the stomach, 
including the cardiac sphincter. This is followed 
by strong contractile waves in the lower portion 
of the stomach, which effectively close off the 
pyloric sphincter and prevent the stomach con- 
tents from passing into the duodenum. Subse- 
quently, the diaphragm and the abdominal mus- 
cles contract. The strong contractions of these 
muscles during the act of vomiting account for 
the feeling of "soreness" that many people ex- 
perience as an aftereffect of vomiting. With the 
simultaneous contraction of the diaphragm and 
the abdominal muscles, intra-abdominal pres- 
sure is greatly increased and the stomach is 
literally squeezed between the two sets of mus- 
cles. The contents in the relaxed upper portion 
of the stomach are then forced upward through 
the esophagus and out through the mouth. Nor- 
mally, the glottis is closed and respirations cease 
during the act of vomiting in order to prevent 
the vomitus from being aspirated (entering the 
lungs). 

Indigestion is caused by the body's inability 
to process the foods that are taken into it. It may 
result from diminishing ability to chew food 
properly. Or, it may result from putting too 
much of a load on the system by overeating, by 
eating too quickly, or by eating highly spiced 
foods or foods that are foreign to the gastrointes- 
tinal tract. It is often associated with eating 
certain foods. Foods that contain a lot of fat or 
are cooked in fats or oils are particularly trou- 
blesome to many people, as are gas-forming 
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foods (lettuce, cabbage, and beans, for example) 
and milk in those unable to tolerate it. Smoking 
may be a factor because it stimulates the secre- 
tion of acid gastric juices in the stomach. 


Factors Causing Anorexia, Nausea, and Vomit- 
ing. The primary center controlling vomiting 
is located in the medulla oblongata. It is thought 
that stimulation of this center may give rise to 
anorexia, nausea, or vomiting, depending on the 
degree or intensity of the stimulus. Thus, a 
person who does not feel like eating may become 
nauseated at the sight of food and may vomit if 
he tries to eat it. However, vomiting is not 
always preceded by nausea, and it is believed, 
therefore, that only certain areas in the vomiting 
center are directly involved with nausea. The 
vomiting center may be stimulated by a number 
of factors. These include chemical stimuli (drugs 
and other toxic substances), impulses from the 
cerebral cortex (strong emotions), and impulses 
arising from receptors in the viscera (internal 
factors). 


Drugs and Other Toxic Substances. Two of 
the most common causes the nurse may see in 
community practice and in the emergency unit 
of acute care facilities are food and drug poison- 
ings. Toddlers and small children are particu- 
larly vulnerable to both because they will often 
eat or drink food that is left on a counter or 
table, or ingest household products (such as 
bleach or insecticides) or their parents’ pills, if 
these are within reach. 

A number of different chemical agents may 
give rise to anorexia, nausea, and vomiting. 
Many common drugs also cause anorexia, nau- 
sea, and vomiting, including digitalis (frequently 
used in the treatment of people with heart con- 
ditions); a number of the narcotics, such as 
morphine; and many drugs used as anesthetics. 
When giving a patient any medication, in fact, 
it is important to note whether nausea and 
vomiting are listed as possible side effects of the 
drug, and, if so, to watch for these symptoms in 
the patient. The drugs apomorphine and syrup 
of ipecac, because of their specific action on the 
vomiting center, are often administered when it 
is considered desirable to rid the stomach of its 
contents—if, for example, the individual has 
ingested a poisonous substance. Other toxic sub- 
stances that are circulating in the blood stream, 
such as bacterial toxins in infections or in food 
poisoning, may also stimulate the vomiting cen- 
ter. 


Food Poisoning. Every year, a number ci 
deaths from food poisoning receive a great dez- 
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of publicity, but countless more cases occur, 
many of them unreported. Food poisoning is 
always a potential problem in large gatherings, 
such as picnics, where food may be held for 
long periods of time at temperatures conducive 
to the growth of bacteria. 

If food poisoning is suspected, it is important 
to find out what the person has eaten and also 
whether any other person who ate the same food 
is affected as well. The symptoms of food poi- 
soning usually occur within 1 to 5 hours after 
the contaminated food is eaten. They usually 
develop abruptly and may include nausea, vom- 
iting, abdominal cramps, and diarrhea. Most 
cases of food poisoning last no more than 5 to 6 
hours, or 24 hours at the most. They will usually 
subside on their own as the body rids itself of 
the offending substance. The individual should 
be watched for signs of shock and for the devel- 
opment of neurological symptoms, which occur 
with certain types of food poisoning, including 
botulism, shellfish poisoning, and mushroom 
poisoning. Shock may be caused by excessive 
food loss (from vomiting and diarrhea), by bac- 
terial toxins, or by an allergic reaction to the 
food ingested. Shock is discussed in Chapter 17. 

Botulism (caused by the Clostridium botu- 
linum organism) is the most serious food poi- 
soning because it is fatal in about 60 per cent of 
cases. Although cases receive a great deal of 
publicity, fortunately its occurrence is relatively 
rare. The most frequent cause is improperly 
horne-preserved vegetables, although preserved 
fruits, fish, and meat products may also be 
sources of botulism. 

Thé organism releases gas as it grows and is 
sometimes evidenced by a bulging can or lid of 
a jar. The symptoms of botulism usually develop 
12 to 36 hours after the food has been eaten, but 
may be delayed up to 4 days. The early symp- 
toms are similar to those of other food poison- 
ings, with the addition of weakness, dizziness, 
visual disturbances, and dryness of the mouth 
and throet. Often the person will complain of 
headache. Other neurological symptoms, such 
as paralysis, limitation of eye movements, di- 
lated pupils, decreased tendon reflexes, and im- 
paired speech, often follow. The cause of death 
is usually respiratory paralysis. If botulism is 
suspected, the person should be referred for 
emergency medical treatment immediately. 

Shellfish poisoning can also cause neurologi- 
cal symptoms, through the transmission of tox- 
ins from the plankton on which they feed. Par- 
ticularly dangerous are shellfish harvested 
during the so-called “red tide." Fortunately, the 
mortality rate is not so high as in botulism, 
although rates ranging from 5 to18 per cent have 
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been reported in some outbreaks. The symptoms 
may develop as soon as 20 minutes after eating. 
with paresthesia (abnormal sensations such as 
prickling or tingling) of the hands and mouth. 
weakness of the arms and legs, and a feeling oí 
floating. The person may also notice ataxia (a 
failure of muscle coordination), headache and 
vomiting. Respiratory or bulbar paralysis (due 
to effects of the toxin on motor centers in the 
medulla oblongata) may ensue. Prompt medical 
attention is important. No specific treatment is 
known as yet; the measures used are those for 
respiratory paralysis. If the person survives the 
first 12 hours, he is likely to recover. 

Another common type of food poisoning, par- 
ticularly in the spring, late summer, and early 
fall, is that caused by certain “wild” varieties oi 
mushrooms. In mushroom poisoning, the indi- 
vidual usually has an acute attack of nausea. 
vomiting, and diarrhea starting about 2 to 3 
hours after eating. Hallucinations and intoxica- 
tion reactions may follow. Some varieties of 
mushrooms are more poisonous than others and 
may lead to kidney and renal failure. It is im- 
portant, then, to find out what kind of mush- 
rooms were eaten, how many, and where. If 
possible, the nurse should get a sample of the 
mushrooms or save any emesis for analysis. The 
individual should be hospitalized so that he can 
be watched for delayed reactions. Often, the 
stomach is washed out, and a strong laxative is 
given to speed the mushrooms through the gas- 
trointestinal tract. 


Psychosocial Stressors. Indigestion may be 
caused, or aggravated, by psychosocial factors. 
A meal that is taken when a person is under 
stress, for example, is not easily digested. If a 
person is angry, or worried about something, he 
may feel that his stomach is “tied up in knots,” 
excessive acid secretion may ensue, and he may 
also suffer from excessive gas formation and 
resultant distention in the stomach and intes- 
tines. 

Stressful situations may give rise to anorexia, 
nausea, or vomiting. The event or situation need 
not necessarily be unpleasant. An individual 
may be “too excited to eat.” Infants and toddlers 
will often vomit if overstimulated, particularly 
after a meal. Older children, too, may become 
nauseated or vomit, if excited or fearful. How- 
ever, it is in connection with unpleasantly 
stressful situations that the symptoms of ano- 
rexia, nausea, and vomiting are most often 
noted. Worry over a pending examination, pain, 
anxiety, and fear may all give rise to these 
symptoms. Similarly, other psychic factors such 
as the sight of something particularly abhorrent, 


unpleasant odors, or even extremely loud noise 
can also take away one's appetite, make one feel 
nauseated, or cause vomiting. 


Anorexia.Nervosa. Earlier in this chapter, we 
mentioned anorexia nervosa as a common prob- 
lem affecting nutrition in the adolescent and 
early adulthood years. Although it does affect 
some boys and a few older adults, it is particu- 
larly prevalent among girls 14 to 17 years old. 
This disorder is felt to be due to psychosocial 
stressors. One of the characteristic accompani- 
ments of the loss of appetite, however, is amen- 
orrhea due to decreased levels of the female 
hormones. There has, therefore, been a great 
deal of controversy about whether the poor nu- 
tritional state resulting from the anorexia causes 
the drop in female hormones or the drop in 
female hormones causes the loss-of-appetite syn- 
drome. At the present time, most experts feel 
there is not sufficient evidence to support the 
physiological theory of hormonal disturbance as 
the root cause of anorexia nervosa. They tend to 
feel that it is a mental disorder, characterized 
by a distorted perception of body size. The 
individual thinks she is much bigger and fatter 
than she really is and becomes obsessed with 
the need to lose weight. Appetite lessens and 
self-induced vomiting may occur. 


Internal Factors. The parts of the body con- 
taining receptors that initiate vorniting are the 
stomach, duodenum, uterus, kidneys, heart, 


pharynx, and semicircular canals of the ear. The , 


stimuli that give rise to anorexia, nausea, and 
vomiting include irritation of the receptors, as, 
for example, the tickling of the back of the throat 
to induce vomiting; the eating of irritating foods; 
stretching of the organ, as occurs when a child 
stretches his stomach by overeating and 
promptly vomits; or pressure on the receptors. 
Irritation of the gastrointestinal tract by infec- 
tious, chemical, or mechanical agents, and dis- 
tention of, or trauma to, other viscera also affect 
the vomiting center. 

A disturbance in motion, such as one experi- 
ences with the rolling motion of a ship at sea, 
or with any rapid change in direction of the 
body, stimulates receptors in the labyrinth of 
the ear. These receptors send out impulses that 
are carried by the vestibular nerve to the cere- 
bellum, and thence to the vomiting center in the 
medulla. 

Indigestion is often caused by problems in the 
gastrointestinal tract, where a disturbance in 
structure or functioning, inflammations, or new 
growths (such as tumors), either in the tract 
itself or in its accessory organs, may interfere 
with the body’s ability to process and utilize 
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foodstuffs. In older persons particularly, chew- 
ing may be difficult if the person gradually loses 
teeth or if ill-fitting dentures prevent proper 
mastication. The motility of the gastrointestinal 
tract also lessens with age—food is not proc- 
essed as quickly. 

The heartburn frequently experienced in the 
second and third trimesters of pregnancy is 
usually caused by a lessened stomach capacity 
and a slowing of the digestive processes as the 
growing fetus exerts pressure on organs in the 
abdominal cavity. In older adults, it is due in 
many cases to a slowing down of the digestive 
processes and a diminished ability to handle 
food. 


ASSESSMENT 
Subjective Data 


In order to assess the nutritional status of an 
individual, the nurse needs information about 
all the factors that affect an individual's state of 
nutrition. These include age and stage of devel- 
opment, sex, height, usual weight, present 
weight, usual habits with regard to daily activi- 
ties and current activity level, usual dietary 
pattern and any recent deviations from it, and 
present status with regard to food and fluid 
intake. She should know whether he is on a 
special diet and, if so, if he is adhering to it. 
She should also know the person's religious 
affiliation, his ethnic origin, whether he sub- 
scribes to any special beliefs about food, and his 
attitude toward food. 

She should determine the patient's socioeco- 
nomic status and that of the family and learn 
something about their lifestyles. She should be 
aware of the person's general physical condition 
and his emotional status. She should also know 
about any health problems he may have that 
could cause alterations in his nutritional needs 
or interfere with his digestive processes. If the 
patient is female, the nurse should obtain infor- 
mation about the menstrual history and deter- 
mine if she is pregnant or a nursing mother. 

Much of this information is available to the 
nurse in the data gathered during the nursing 
history and in the initial nursing clinical ap- 
praisal. Information about the patient's current 
health status and health problems, special diet 
orders, and status relative to pregnancy or lac- 
tation should be available from the patient's 
record. 

The nurse supplements the information she 
has gathered about the patient from other 
sources by talking with him and through her 
observations. 


CHARACTERISTICS OF GOOD NUTRITION AND POOR NUTRITION* 


Good Nutrition 


About average height for age 
About average weight for height 


Good layer of subcutaneous fat 
Muscles well developed and firm 
Skin turgid and of healthy color 


Guns firm and mucous membranes of mouth 


reddish pink 
Hair smooth and glossy 
Eyes clear, good night vision 


Legs straight 

Appetite good 

General health excellent 
Good-natured and full of life 


* A number of these signs are nonspecific; that is, they may relate to more than one nutrient and to other conditions a 
health besides nutritional state. Taken in conjunction with a good history, however, they provide a reasonable index a 


nutritional state. 


From Briggs, G. M., and Calloway, D. H.: Bogert's Nutrition and Physical Fitness. Philadelphia, Saunders College 


Publishing, 1979, p. 447. 


Poor Nutrition 


Body undersized or poorly developed 


Thin (more than 10 percent underweight) or fat and flabby (more than 
10 percent overweight) 


Subcutaneous fat lacking or in excess 
Muscles small; pot belly 


Skin pale, sallow, or rough (hyperkeratosis): edema; seborrhea; derma- 
titis 


Mucous mernbranes pale; tongue abnormally red or smooth; lesions at 
corners of mouth; gums swollen or bleeding 
Hair rough and without luster; thin; easily plucked 
Angular lesions of eyelids; reddened or thickened, opaque conjuncti- 
vae; night blindness 
Bowed legs; knock-knees; beaded ribs 
Appetite poor; diminished taste acuity 
Susceptible to infections; lack of endurance and vigor 
Irritable, overactive; or phlegmatic, listless, unable to concentrate 


DESIRABLE WEIGHTS FOR MEN AND 
WOMEN — IN POUNDS ACCORDING TO 
FRAME (IN INDOOR CLOTHING) 


Men of Ages 25 and Over 


Height (With Shoes 


On), 1-Inch Heels Small Medium Large 
Feet Inches Frame Frame Frame 
5 2 112-120 118—129 126-141 
5 3 115-123 124—133 129-144 
5 4 118-126 124-136 132-148 
5 's 121-129 127-139 135-152 
5 6 124—133 130—143 138-156 
5 7 128-137 134-147 142-161 
5 8 132-141 138-152 147-166 
5 9 136-145 142-156 151-170 
5 10 140-150 146-160 155-174 
5 11 144—154 150-165 159-179 
6 0 148—158 154-170 164—184 
6 1 152-162 158-175 168—189 
6 2 156-167 162-180 173-194 
6 3 160-171 167-185 178-199 
6 4 164-175 172-190 182-204 
Women of Ages 25 and Over* 
Height (With Shoes 
On), 2-Inch Heels Small Medium Large 
Feet Inches Frame Frame Frame 
4 10 92-98 96-107 104—119 
4 11 94—101 98-110 106-122 
5 0 96—104 101-113 109-125 
5 1 99—107 104-116 112-128 
5 2 102-110 107-119 115-131 
5 3 105-113 110-122 118-134 
5 4 108-116 113-126 121-138 
5 5 111-119 116-130 125-142 
5 6 114-123 120-135 129-146 
5 7 118—127 124—139 133—150 
5 8 122-131 128-143 137-154 
5 9 126—135 132-147 141-158 
5 10 130—140 136—151 145-163 
5 11 134-144 140-155 149-168 
6 0 138—149 144-159 153-173 


*For girls between ages of 18 and 25, subtract 1 pound 


for each year under 25. 


Courtesy of Metropolitan Life Insurance Company. 
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ADULT WEIGHT IN KILOGRAMS FOR 
WOMEN, ACCORDING TO FRAME, IN 


INDOOR CLOTHING* 


Height in cm 
(With 5-cm Heel Small Medium Large 
Shoes) Frame Frame Frame 
147 (4'10") 41.3—44.5 43.5-48.0 47.0-54.0 
148 41.7—44.8 43.9-48.6 47.4-54.4 
149 42.1—45.3  44.3—49.2 47.8-54.8 
150 42.6—45.8 44.7-49.8 48.2-55.3 
151 43.1-46.3  45.2-50.3 48.7-55.8 
152 43.6—46.8 | 45.7-50.9  49.3—56.4 
153 44.0—47.4 46.2-51.5 49.8-56.9 
154 44.5—47.9 46.7-52.0 50.3-57.5 
155 45.0-48.4 47.2-52.6 50.8-58.0 
156 45.5—48.9  47.7—53.2 51.4-58.6 
157 46.0—49.4  48.2-53.7  51.9-59.1 
158 46.4—50.0 48.7-54.3  52.4—59.7 
159 46.9—50.5  49.2-54.8  53.0-60.2 
160 47.4—51.0  49.7—55.4  53.5-60.8 
161 48.0-51.6 | 50.3—56.1  54.1-61.5 
162 48.6—52.3 50.9-56.8  54.8—62.2 
163 49.2-53.0  51.5-57.6  55.5—62.9 
164 49.9—53.7  52.2-58.3 56.2-63.7 
165 50.5-54.4 52.8-59.0 56.8-64.4 
166 51.1-55.0 53.4-59.8 57.5-65.1 
167 51.7-55.7  54.0-60.5 58.2-65.8 
168 52.4-56.4 54.6-61.2  58.9—66.5 
169 53.0—-57.0 | 55.3-62.0 59.5-67.2 
170 53.6-57.7  56.0—62.7  60.2-68.0 
171 94.3-58.5  56.7-63.4  60.9—68.8 
172 55.0-59.2  57.4-64.2 61.6-69.6 
173 55.7-60.0 — 58.1—65.0 ^ 62.3-70.4 
174 56.5—60.7  58.9—65.7 631-712 
175 57.2-61.5 59.6-66.5  63.8-72.1 
176 57.9-62.3 60.3-67.3  64.5-72.9 
177 58.6-63.0 61.0-68.0 65.3-73.7 
178 59.3—63.8 61.7-68.8 66.0—74.6 
179 60.0-64.5 62.5-69.5 66.7-75.4 
180 50.8—65.3 63.3~-70.3 67.5~76.2 
181 61.6-66.1 64.0-71.0  68.2-77.0 
182 62.4—66.9 64.8-71.8 69.0-77.9 
183 63.2—67.7  65.6-72.6 69.7-78.7 


From Koh, E. L.: Height-Weight Correlation in the Metric 


System. Canadian Medical Association Journal, 110:1044. 


1974. 


Objective Data 


There are many outward signs of both good 
nutrition and malnutrition that are readily ob- 
servable to the trained eye. Characteristics that 
the nurse can observe in people with good nu- 
trition and those with poor nutrition (a compar- 
ison) are shown in the table on page 280. Partic- 
ularly important aspects to note, then, are the 
person's height and weight and the condition of 
the hair, the eyes, the mouth, (especially the 
teeth and mucous membranes), the skin and its 
underlying fat and muscle tissues, and the limbs. 
The person's general appearance, the pace and 
vigor with which he carries out activities, and 
his general emotional tone should be noted. Is 
he fat or thin? Does he look emaciated? Does he 
appear listless and apathetic, or does he tackle 
things with enthusiasm? Is he good-natured, 
irritable, or depressed? 

In severe cases of malnutrition, the heartbeat 
may be accelerated and its rhythm altered. The 
person's blood pressure may be elevated and he 
may lose his sense of position—it may be diffi- 
cult to sit up or stand erect. The lips and tongue 
may be red and swollen; the gums may be 
spongy and may bleed easily; and the nails may 
become spoon-shaped, brittle, and ridged. The 
face may look drawn, with hollow cheeks and 
dark circles under the eyes and on the cheeks. 
The parotid glands and the thyroid glands often 
become swollen. The person may become con- 
fused, and he may have a burning or tingling 
sensation in the hands and feet. His muscles 
may appear wasted and the joints swollen.* 

The patient's current weight is compared with 
his usual weight. Weight tables provide a good 
general guide to desirable body weight, but they 
must be considered in terms of the individual's 
body frame and the amount of fatty tissue the 
person has in subcutaneous layers of skin. 

Body frame is usually divided into three cat- 
egories—small, medium, and large. One can 
generally assess the type of body frame by look- 
ing at the person. A more accurate assessment 
is made by measuring the wrist size. The wrist 
is measured at its smallest circumference, and 
compared with the individual's height (without 
shoes). A person with a medium frame would 
be expected to have the following:® 


Height Wrist Measurement 
4'8" to 5'2" 5% to 534 inches 
5'2" to 5'5" 6 to 6% inches 

5'5" to 6' 6% to 612 inches 


Measurements below the average range (for the 
person with a medium frame) would be consid- 
ered to have a small frame; those above, a large 
frame. 
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ADULT WEIGHT IN KILOGRAMS FOR MEN, 
ACCORDING TO FRAME, IN INDOOR 


CLOTHING* 

Height in cm 
(With 2.5-cm Heel Small Medium Large 
Shoes) Frame Frame Frame 
157 (5'2") 50.5—54.1  53.2—58.6  56.9-63.5 
158 51.0-54.6 — 53.7—59.1 57.4—64.2 
159 51.6-55.2  54.3—59.7  58.0—-64.9 
160 52.2-55.8 | 54.9—60.3 58.6-65.6 
161 52.8—-56.4 55.5-60.9 59.2~-66.3 
162 53.3-56.9 56.0-61.5 59.7-67.0 
163 53.9-57.5 56.6-62.1  60.3—67.7 
164 54.5—58.1 57.1—62.7  60.9—68.4 
165 55.1-58.7  57.7—63.3  61.5—69.2 
166 55.7-59.4  58.3-64.0  62.1-70.0 
167 56.3—60.1 58.9-64.7  62.8—70.7 
168 57.0-60.8 59.5-65.4 63.5-71.4 
169 57.6—61.5 60.2-66.1  64.2—72.2 
170 58.2—62.2 60.8-66.8 — 64.9-73.0 
171 58.9-62.9  61.4—67.5  65.6-73.7 
172 59.6—63.6 62.0-68.2 66.3-74.5 
173 60.2-64.4 62.7-69.0  67.0—75.3 
174 60.9—65.2  63.4—69.8  67.7-76.1 
175 61.6-66.0  64.1—70.7  68.4-77.0 
176 62.3—66.8 | 64.9—71.5 69.2-77.8 
177 63.0—67.6 | 65.6-72.4 X 70.0—78.7 
178 63.8—68.4  66.4-73.2  70.7-79.5 
179 64.5—69.2  67.2-74.1  71.5—80.4 
180 65.3-70.0  68.0-75.0 72.2-81.2 
181 66.0—70.7  68.8—75.9  73.0—82.0 
182 66.7-71.5  69,6-76.8  73.8—82.9 
183 67.5-72.3  70.4-77.6  74.7—83.8 
184 68.2-73.1  71.2-78.5  75.5—84.7 
185 69.0—73.9 72.0-79.4 76.4—85.6 
186 69.7-74.7  72.8—-80.3  77.2—86.5 
187 70.5-75.5  73.6-81.2  78.1-87.5 
188 71.2-76.4  74.4—82.1 79.0—88.4 
189 72.0-77.3  75.3—83.0  79.8—89.3 
190 72.7-78.2  76.1—83.9 80.6—90.3 
191 73.5-79.2  77.0-84.8  81.5—91.2 
192 74.2—-80.2  77.9—85.8 82.4—92.2 
193 75.0—-81.2  78.7—86.8 —83.3—93.2 


*From Koh, E. L.: Height-Weight Correlation in the 
Metric System. Canadian Medical Association Journal, 
110:1044, 1974. 


Another measurement that is frequently used 
is the mid-upper arm circumference, which is ' 
indicative of the mass of skeletal muscle. The 
assessment of body fatness can be done in a 
number of different ways. One that is commonly 
used is the measurement of the thickness of 
folds of skin and fat. The measurement is usually 
taken on the inside of the upper arm (called the 
triceps skinfold measurement). 

Special instruments have been developed for 
measuring subcutaneous fatty tissue, but 
whether these are available for nurses to use, 
and whether the nurse or some other health 
professional takes these measurements are mat- 
ters of agency policy. 

A complete physical examination may be un- 
dertaken on an initial assessment by a nurse 
practitioner or a physician, with particular at- 
tention being paid to palpation of the various 
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organs of the digestive tract and its accessory 
organs. 


Laboratory Tests. Blood and urine tests are 
considered the most reliable means of assessing 
nutritional status. 

Blood tests that are commonly ordered in- 
clude those for hemoglobin and hematocrit (for 
iron deficiencies), total serum protein (for pro- 
tein deficiency), and cholesterol (for excessive 
amounts). If it is suspected that there is a dys- 
functioning of the thyroid gland, a test for pro- 
tein-bound iodine (PBI) is usually ordered. 

Urine is usually tested for protein, glucose, 
and acetone. Normally, the findings are negative 
for all three. The presence of protein is usually 
indicative of a dysfunctioning of the kidneys in 
processing metabolic wastes from protein con- 
sumed. The presence of glucose and acetone 
may be indicative of diabetes mellitus. Other 
tests that may be ordered if diabetes is suspected 
include fasting blood sugar and glucose toler- 
ance tests. Both of these are blood tests that 
assess the ability of the body to process carbo- 
hydrates and to utilize glucose. Other tests on a 
24-hour sample of urine may be ordered if fur- 
ther investigation is indicated to assess nutri- 
tional status. A urinary urea nitrogen test is used 
as an indication of the person's catabolism and 
nitrogen balance. A creatinine test may be or- 
dered to assess the degree of muscle protein 
depletion. 


Indigestion, Anorexia, Nausea, and 
Vomiting 


Because it is often difficult to differentiate 
indigestion from other, more serious health 
problems, particularly in older persons, com- 
plaints of indigestion should never be dismissed 
lightly. If the symptoms are persistent or partic- 
ularly severe, or if you are just not sure, the 
individual should be referred to his physician 
for further investigation of the problem. 

In assessing the individual suffering from in- 
digestion, anorexia, nausea, or vomiting, the 
nurse may gather information from both the 
patient and his family. Pertinent information 
includes the nature of the patient's discomfort, 
the length of time the person has had these 
symptoms, the severity of the symptoms, and 
their relationship to eating habits, personal life- 
style, and emotional stress. Specific causal fac- 
tors should be identified, if possible. For exam- 
ple, has the patient eaten something that 
disagreed with him? Is he taking any medication 
that may have gastrointestinal side effects? Is he 
under emotional stress? Does the patient have 


cultural, moral, or religious beliefs that are af- 
fecting his appetite? For example, the Orthodox 
Jewish patient may not want to eat dairy prod- 
ucts and meat at the same meal. The Chinese 
person may prefer rice and tea with his meals. 
and may leave the standard hospital food un- 
touched. The nutritional status of the patier 
should be assessed. 


Subjective Observations. Dyspepsia, anorexia. 
and nausea are subjective feelings; hence, thei: 
identification is highly dependent on the indi 
vidual's ability to express his discomfort. The 
person who has indigestion may complain c 
pain in the epigastric region. The nurse shoulc 
identify the location of the pain, its nature, its 
intensity, when it occurs, and its frequency. Is 
it related to eating certain foods? Is it relievec 
by any particular measures? Often the patien- 
says he has “a little indigestion” or '*heartburn. 
He may complain of a "burning" feeling or z 
bloated feeling in his abdomen, "gas on the 
stomach," or flatulence. 

In assessing the person who reports indiges- 
tion, it is important to remember that many hear- 
attacks start with what the victim thinks i« 
indigestion. Also it is often difficult to differep- 
tiate the pain of indigestion from that of = 
stomach or intestinal ulcer. Particularly anxiety- 
provoking to the patient is the pain of heartbum 
which, as the name suggests, is located usuallx - 
behind the sternum in the region around the 
heart. It is frequently confused with the pain œ 
angina pectoris (an acute pain in the chest re- 
sulting from decreased blood supply to the 
heart.) The symptoms of indigestion, however 
are usually directly related to the intake of food 
They are not relieved by the ingestion of more 
food (as is the case of peptic ulcers, which are 
often soothed by milk or bland foods) or bx 
nitroglycerine (a drug often ordered for patients 
with angina pectoris). Heartburn is often re 
lieved by taking an antacid. Uncomplicated in- 
digestion is often relieved by drinking a carbon 
ated beverage, which aids in the eructation of 
gas. Indigestion is usually more acute when the 
trunk is bent, as in sitting, or when the person 
is lying down. Mild exercise, such as walking. 
often relieves the distress by helping to haster 
the passage of food through the digestive tract. 
to prevent or relieve indigestion. In angina pec- 
toris, on the other hand, the pain is often brough: 
on or aggravated by exercise, as with many oldez 
persons who shovel snow or indulge in a stren- 
uous physical exercise. The. epigastric pain o: 
indigestion may radiate up towards the neck. 
but seldom down the arm as it does in angina. 

Patients with anorexia.may say that they are 
not hungry or that they "just don't feel like 


eating." The nauseous person may complain 
simply of “feeling sick" or may specifically 
locate the sensation of nausea as being in the 
epigastric region. An uncomfortable feeling in 
this area is usually accompanied by other symp- 
toms of a distressing nature. Frequently there is 
increased perspiration and greatly increased sal- 
ivation. The person may state that his mouth is 
full of "spit." Some people feel faint, and some 
complain of vertigo (dizziness) or tingling sen- 
sations in the fingers or toes. After vomiting, a 
person often complains of a soreness in the 
stomach area. 


Objective Observations. The nurse can supple- 
ment the patient's observations by noting his 
reactions to foods. Do reports of heartburn, in- 
digestion, or flatulence occur after the patient 
eats certain foods? Does he simply toy with food, 
and actually eat very little? Does he push the 
food away at mealtime without touching it? 
Such behavior can indicate that a person is 
anorectic and perhaps nauseated. The nurse may 
note that the patient expresses no interest in his 
food and appears apathetic and listless. 

The person who has indigestion is usually 
obviously uncomfortable, as is the one who is 
nauseated. The nauseated person, and the one 
about to vomit, usually show pallor and in- 
creased perspiration. Beads of perspiration may 
be evident on the person's forehead, or upper 
lip. If you take the person's pulse, you may note 
that it is markedly increased and that he is 
breathing rapidly. The pulse rate may increase 
at first, but it usually then drops to below nor- 
mal. If you take the blood pressure, you will 
usually find that it has dropped. 

In projectile vomiting, the impulse to vomit is 
very sudden, occurring with little or no warning 
(that is, with no symptoms of nausea before- 
hand). Moreover, the ejection of the stomach's 
contents is more forceful than in ordinary vom- 
iting. This type of vomiting is often seen in 
infants with disorders of the gastrointestinal 
tract and in patients with head injuries. 

Vomiting should be assessed in terms of both 
the nature of the vomiting and characteristics of 
the vornitus (material vomited). In relation to 
vomiting, the nurse should determine its type— 
that is, whether it is projectile or regurgitated 
(ordinary vomiting); whether it is preceded by 
feelings of nausea; its frequency; and its occur- 
rence in relation to intake of food, the adminis- 
tration of drugs, and the individual's emotional 
state. Characteristics of the vomitus that should 
be noted are amount; color; consistency (that is, 
watery, liquid, or solid); the presence of undi- 
gested food, blood or other foreign substances; 
and odor (see Chapter 9). 
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Gastrointestinal disturbances quickly result in 
deterioration of the patient’s nutritional status. 
Food and fluids, especially the chloride ions, 
are lost as a result of vomiting of gastric juices. 
Prolonged deficiency in nourishment and in 
fluid intake results in malnutrition and dehydra- 
tion; dehydration, in turn, can cause constipa- 
tion. The patient can be expected to be consti- 
pated because of the fluid withdrawn from the 
feces in an effort by the body to compensate for 
the lowered fluid intake or excessive fluid loss. 
There will probably also be a decrease in the 
amount of urine excreted, and the urine is more 
concentrated. 

A person who suffers from anorexia or nausea 
over a period of time loses weight and, in addi- 
tion to showing signs of dehydration and mal- 
nutrition, will become weak and listless owing 
to inadequate intake of nutrients. The individual 
who has experienced prolonged vomiting will 
show more pronounced effects due not only to 
the lack of intake but also to the loss of food 
and fluids through vomiting. This individual 
may show a marked weight loss and rapidly 
progressive signs of weakness and prostration, 
as well as signs of fluid and electrolyte imbal- 
ance (see Chapter 17). Prolonged vomiting in 
children is more serious than in adults because 
of the relatively greater loss of fluids and elec- 
trolytes in proportion to body weight. 

In people with anorexia nervosa, the weight 
loss can be very rapid, with a girl who started 
out weighing 121 lb. (55 kg.), for example, drop- 
ping to 77 lb. (35 kg.) in 2 to 3 months." As we 
mentioned earlier, menstruation ceases. The per- 
son has an obsessive fear of becoming fat and 
may induce vomiting in herself after eating. The 
individual usually becomes irritable, impatient, 
and depressed. In severe cases, she will look 
emaciated, will be apathetic and weak, and will 
suffer from severe depression. 


Diagnostic Tests and Examinations. Specific 
diagnostic tests and examinations may be or- 
dered by the physician. The most commonly 
ordered x-ray studies to assess the internal struc- 
ture and functioning and to detect the presence 
of tumors or stones in the digestive tract and its 
accessory organs are the gastrointestinal (GI) 
series and the gallbladder series. The upper GI 
series is a visualization of the esophagus, stom- 
ach, and duodenum. It is also called a barium 
meal because the patient is asked to drink a 
glass of barium sulfate (a radiopaque substance), 
and its passage is followed through the upper 
gastrointestinal tract in a series of x-ray films, or 
projected onto a fluoroscope screen. It is used to 
assess the motility and integrity of the tract; any 
structures, dilatations, or outpouchings imped- 
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ing passage of the barium through the tract; the 
presence of abnormal growths or tumors; or 
evidence of other organs pressing on the tract. 

X-rays are frequently ordered to detect ob- 
structions such as gallstones (calculi) or tumors 
in the gallbladder, the cystic bile duct, and the 
common bile duct and its accessory ducts. The 
examinations may include a cholecystogram, 
which is an x-ray of the gallbladder, and a 
cholangiogram, which is an x-ray of the cystic, 
hepatic, and common bile ducts. Both the GI 
and gallbladder series may be done on an out- 
patient basis. 

Often a specimen of the vomitus is sent to the 
laboratory for examination to ascertain its con- 
tents. Frequently it is examined for blood. Mi- 
croscopic examination may reveal occult blood, 
that is, blood that is present in the specimen but 
hidden to the naked eye. The nurse's responsi- 
bility includes seeing that a correctly labeled 
specimen is sent to the laboratory in the desig- 
nated container. In some cases, contents of the 
stomach are removed by suction for analysis. 

Blood chemistry tests can also be significant. 
The patient who is vomiting is losing hydro- 
chloric acid (HCl) and therefore H* ions. He is 
in danger then of developing alkalosis. An ex- 
amination of the blood gases may be ordered to 
determine the acid-base balance (see Chapter 
17). A decrease in blood chlorides (hypochlore- 
mia) is also likely to occur as Cl- ions are lost 
along with the H* ians. Prolonged vomiting may 
cause severe sodium depletion as well. 


PRIORITIES FOR NURSING ACTION 


Priority situations with regard to nutritional 
problems are those in which the individual's 
nutritional status is jeopardizing his general 
health or causing other health problems. The 
grossly overweight individual, as we have men- 
tioned, should be referred for medical assist- 
ance, whether or not he or she is showing signs 
of other health problems. Malnourished individ- 
uals are also referred for medical assistance 
because of the possibility that malnourishment 
may be caused by another health problem. Se- 
verely malnourished individuals require prompt 
intervention by health professionals. In some 
situations the nurse may be responsible for ini- 
tiating treatment—for example, if she is working 
in a community where no doctor is available. 
However, in this situation the nurse needs ad- 
ditional preparation for coping with such cir- 
cumstances, and this type of training is usually 
included in more advanced courses in nursing. 

The nurse should nevertheless be alert to the 


signs of severe malnourishment in individuals. 
whether they are ill and in an inpatient facility 
or in an ambulatory setting in the community. 

People who are severely malnourished, o: 
whose nutritional status is threatened because 
they are unable to take sufficient food and fluic 
on their own, usually require that nourishmen: 
be provided either in lieu of, or supplementar: 
to, their oral intake by means such as intrave- 
nous feedings (see Chapter 17) or gastric gavage. 
which is discussed later in this chapter. 

The patient who is vomiting needs promp: 
attention, directed first of all at making sure tha: 
he does not aspirate the vomitus. A person whc 
is lying down and starts to vomit should be 
helped to a sitting position if this is possible 
and not contraindicated. Otherwise, the heac 
should be turned to the side and the persor 
positioned so that the vomitus will drain from 
the mouth. It is particularly important to watck 
helpless patients, such as those who are uncon- 
scious, semiconscious, or paralyzed, to make 
sure that the airway is not blocked. Other prior- 
ities in nursing care of the vomiting patient are 
to relieve the symptom and to provide comfor. 
and support to the patient. 

With most patients who are anorectic or nau- 
seated, the immediate problem is usually tc 
prevent aggravation of the symptoms. The nau- 
seated individual usually feels better lying dowr 
in a cool and quiet room with adequate venti- 
lation. If this is not possible, the person shoulc 
be encouraged to sit quietly and take a few deer 
breaths. This helps to relax the diaphragm 
Measures to take the person's mind off his gas- 
trointestinal problems may also help. 

With the person who is suffering from acute 
indigestion, the first priority is to rule out the 
more serious problem of a heart attack. If there 
is doubt, a physician should be consulted. 

If food poisoning is suspected, it is advisable 
to notify a physician right away. Often, the 
stomach may have to be washed out, or the 
person may need monitoring for signs of delayed 
reactions. Laboratory testing may be needed. 
People who may have botulism, shellfish poi- 
soning, or mushroom poisoning should be taken 
to an acute care facility as quickly as possible. 


GOALS FOR NURSING ACTION 


The long-range goals for people who have 
actual or potential problems of nutrition are 
basically one or more of the following: 


1. To maintain adequate nutrition and hydra- 
tion of the individual 

2. To promote his optimal nutrition 

3. To restore the individual to a satisfactory 
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PRINCIPLES RELEVANT TO NUTRITION S 


1. An adequate Intake of essential nutrients and energy-giving foods is required 
for optimal health. 

2. An individual's nutritional status is determined by the adequacy of the specific 
nutrients and energy-giving foods taken into the body, absorbed, and utilized. 

3. Nutritional needs depend on an individual's age, sex, body frame, amount 
ànd kind of dally activity, the secretions of endocrine glands, and health status. 

4. Nutritional needs are usually altered in iliness. 

5. Food has psychological meaning for people. 


6. Food habits are learned. 


7. Food habits are related to cultural, religious, and moral bellefs. 
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nutritional status if his nutritional balance has 
been disturbed 

4. To prevent indigestion, anorexia, nausea, 
and vomiting whenever possible 

5. To maintain the safety, comfort, and hy- 
giene of patients with anorexia, nausea, and 
vomiting 


SPECIFIC NURSING INTERVENTIONS 
Teaching 


The nurse in the community does much nu- 
tritional counseling in the course of her work, 
sharing this responsibility with the nutritionist, 
the physician, and others. Many of the nutri- 
tional problems the nurse encounters require the 
specialized assistance of another health profes- 
sional. The overweight person, for example, 
needs advice about reducing diets and exercise 
programs, and usually requires much support to 
adhere to them. Some people have found 
"Weight Watchers" clubs a help in this regard. 
Grossly overweight people need medical super- 
vision if they wish to undertake a reducing 
program; it can be dangerous to lose too much 
weight too quickly. Fatty tissue helps to support 


some of the body's internal structures and, if the 
fat is removed too quickly, there may be serious 
problems. 

The overweight but malnourished individual 
needs assistance in changing his eating habits 
to ensure a properly balanced diet containing 
all the essential nutrients. Malnourished indi- 
viduals should have a thorough physical exam- 
ination to rule out health problems other than 
nutrition, and to ascertain the specific causes 
and extent of the malnourishment. 

Many people, however, simply want help in 
planning meals to ensure that they and their 
families have an adequate, nutritious diet. The 
nurse works closely with the nutritionist and 
the health educator in teaching people about 
basic nutrition needs. 

Some of the important points to stress in basic 
health teaching about nutrition are: 


1. The need for a nutritionally balanced diet 
to promote optimal health (the national food 
guides are very helpful in this regard) 

2. The special needs of children, adolescents, 
and expectant and nursing mothers to promote 
their optimal growth and development 

3. The need for regular mealtimes to foster 
the development of good eating habits 


PRINCIPLES RELEVANT TO ANOREXIA, NAUSEA, AND VOMITING 


1. The loss of food and fluids through vomiting can seriously disturb the body's 
nutritional status and fluid and electrolyte balance. 

2. Food Is a very common carrier of organisms that cause iliness in man. 

3. Drugs and other toxic substances, disturbances of motion, psychosocial 
stressors, and internal stressors can all stimulate the vomiting center. 

4. Bacteria will grow rapidly in food, given a suitable temperature and medium. 

5. Openings to the esophagus and to the trachea are in close proximity in the 


throat. 


6. Dyspepsia, anorexia, nausea, and vomiting can often be prevented. 
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4. The need for a good breakfast to start the 
day 
5. The need for good oral hygiene to promote 
an adequate intake of essential nutrients 

6. The need for good standards of cleanliness 
in the preparation, storage, and serving of food 
to prevent infections 


Changing Food Habits 


It is sometimes necessary for a person to 
change his food habits because of illness. He 
may be told by the physician that he can no 
longer use salt to flavor his food, or he may have 
to give up eating a favorite dish. The patient 
may be put on a low-fat diet, or any one of a 
number of special diets. In these situations, 
people react differently. Some accept the restric- 
tions of a special diet fairly easily; others are 
less amenable to change. 

One of the most common reasons for failure 
of a patient to adhere to a diet is lack of under- 
standing of why it is necessary. Another under- 
lying cause may be fear resulting from the loss 
of a familiar food. The person who has been 
used to eating pasta all his life, and for whom 
this represents a basic security food, will find it 
difficult to adjust to a diet on which this is 
banned. An individual may rebel against being 
told what to eat or may resent the loss of per- 
sonal choice in the matter. 

There are other factors that must be taken into 
consideration also. These include socioeco- 
nomic factors; the cultural, religious, and moral 
values of the patient; and the matter of control 
over the purchase and preparation of food in the 
home. 

The most influential member of a household 
in regard to purchasing and preparing the food 
that is eaten in the home is, in most instances, 
the mother. Younger, better-educated homemak- 
ers usually have the best nutritional knowledge 
and are more adaptable, but it is often necessary 
to work with others who may be more resistant 
to change. 

Many older people find it hard to alter the 
eating patterns they have been used to all their 
lives, yet often they are the ones on whom 
dietary restrictions are imposed. Then, too, in 
most “new American” and "new Canadian" 
families, it has been recognized that food habits 
from the homeland are retained long after lan- 
guage, clothing, and other aspects of daily living 
are altered.* Often, strong resistance may be 
encountered to suggested changes involving the 
removal or alteration of familiar foods. 

It is usually better to work within the frame- 
work of the individual's existing food habits, 
and to suggest modifications wherever possible 


rather than complete change. The elderly per- 
son's protein intake may be increased, for ex- 
ample, by the addition of cheese to his lunch c 
tea and toast. Supplementing a familiar diet c 
beans and rice by the addition of meat and mila 
may be accepted more readily by the Puer: 
Rican family than the suggestion of a complete! 
different way of eating. 

Another important item to consider is th: 
effect of the patient's diet on other members œ 
the family. Can the family afford to buy tb: 
special foods that are required for the patient 
What problems may develop as a result of th 
need for preparing a different meal for one 
individual? 


Providing Nourishment for the Ill 


Food for the sick person is both therapeutic 
and a source of pleasure and nourishment. Mos 
patients, if they are not too ill, look forward tz 
mealtimes; meals provide diversions in a some- 
times otherwise monotonous day and a pleasar- 
change from the necessary treatments that manm: 
people must undergo when they are ill. 

Usually other personnel are employed in < 
health agency to prepare and, often, serve fooc 
to the patient. The nurse, however, has impor- 
tant responsibilities with regard to the patient’: 
nourishment. 

Illness, as we have mentioned, has a very grea” 
bearing upon a person's acceptance of food 
Those who are nauseated, dyspeptic, or in pair 
or who have a fever are less desirous of fooc 
than are healthy people. The nurse has a respon- 
sibility to modify these factors as much as pos- 
sible so that the patient will accept nourishment. 
Small, frequent meals are often more acceptable 
to the sick person than larger servings at regula: 
mealtime hours. 

The sedentary patient is less likely to have e 
big appetite than the patient who exercises reg- 
ularly. If a patient is able to perform some 
activity he should be encouraged to do so, for i: 
will stimulate his appetite. It is important, how- 
ever, that this activity be carried out well before 
meals, not directly afterward, and that the 
amount of exercise is not exhausting. 

It is also necessary to cater to the particular 
tastes of the individual, to find out what he does 
and does not like in the way of food, in order to 
encourage him to take a sufficient amount of 
nourishment. 

Then, too, anxiety may affect a patient's desire 
for food, as well as his ability to digest it. 
Sometimes anxiety is manifested in complaints 
about the food. The coffee is cold, the meat may 
be too well done. Often these complaints are a 
vocalization of a deeper anxiety. Understanding 


In addition to the special diets which 
are designed for particular illnesses, the 
sitchen staff must cater to a wide va- 
nety of individual preferences in pre- 
paring meals. 


and acceptance on the part of the nurse can do 
much to help the patient to accept his illness 
and his diet. 

The amount of food that patients eat and the 
amount of fluids they drink are sometimes very 
important therapeutically. It is the nurse who 
observes how much he eats and drinks and who 
has the responsibility for communicating this 
knowledge to other members of the health team. 
Many health agencies have a standard form (in 
addition to the Intake and Output chart in the 
patient's record) that is kept at the patient's 
bedside so that fluid consumption can be re- 
corded. Often the patient can help to keep the 
bedside record himself. Once the record is com- 
pleted, the information is transferred to the "I 
and O" form in the patient's record. 

The nurse is also responsible for helping the 
patient to get ready for his meals. The patient is 
offered a bedpan or urinal and is provided with 
facilities for washing his hands prior to eating. 
Often a patient who has an unpleasant taste in 
ais mouth will find his appetite improved if he 
5rushes his teeth before eating. 

Another factor which affects a person's appe- 
tite is the environment in which he eats. If a 
>atient is served in his room, the air should be 
tesh and free from unpleasant odors. In addi- 
von, the patient's unit should be free of unpleas- 
ant sights. Bedside treatment trays are neatly 
covered and any unnecessary equipment is re- 
moved. 

The nurse can also see that the patient is free 
*rom pain at mealtimes and that he is not sub- 
ected to unpleasant treatments immediately be- 
tare or after meals. Enemas and dressing changes 
should be carried out at a time when they will 
ave little effect on the patient's appetite. 
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Some patients like to get out of bed to eat 
their meals. If this is allowed, the nurse can 
help the patient to get up a few minutes before 
his tray arrives, Patients find it very difficult to 
eat and to swallow when they are flat in bed. If 
a patient cannot be raised to a sitting position, 
he will be more comfortable lying on his side 
while he ests A comfortable position with ade- 
quate support helps make meals more enjoyable 
experiences. 

Some patients prefer company at mealtime 
Pleasant conversation with visitors or members 
of the nursing staff often relaxes the patient, so 
that the meal is more pleasurable and his appe- 
tite and digestion are improved. If the nurse 
stops to talk with a patient, she is guided by the 
patient's wishes in regard to mealtime conver- 
salions. 


Tray Service 


Although dining-room service for patients is 
becoming popular, most patients in hospitals 
still receive their food on trays in their rooms. 
Patients are not always physically able to go to 
a dining room, and not all hospitals have such 
facilities for their patients. 

The nurse may need to work with the dietary 
department or aides to help promote good stand- 
ards for tray service. The following standards 
should be adhered to: 


1. The tray should be large enough to holc 
the dishes and utensils needed for the patient's 
meal and, at the same time, small enough tc =: 
on the patient's overbed or bedside table. 

2. Food must be served at the proper tempz- 
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SPEEDISET MOORE BUSINESSFORMS 3 


FOR APPROXIMATE MEASUREMENTS ONLY 


* CUP. PAPER DRINK (7 OZ) 


POT 8EVERAGE-INSULATED PLASTIC 200CC 


TRAYPACK MILK (8 OZ) 
* TRAYPACK FRUIT JUICE 4 OZ 


* JUG, BLUE PLASTIC 


CUSTARD (120 GRAMS) 
JELLO (90 GRAMS) 
JUNKET (100 GRAMS) 


* MEASURES TAKEN '4* FROM 
RIM OF CONTAINER. 


MrS 
DUVAL 


Intake Required 


Q 


VANCOUVER GENERAL HOSPITAL 
FLUID INTAKE AND OUTPUT 


o 


ature; that is, hot food should not be allowed to 
cool and cold food should not be allowed to 
warm. 

3. Food should always be covered when it is 
being carried to the patient's bedside. Covering 
food helps not only to maintain the proper 
temperature but also to prevent drying out, 
which affects the flavor, texture, and appearance 
of food. 


) MARIE. 
Da AS. Smith 


ALL MEASUREMENTS IN CCs. 


SOUP BOWL (4 OZ LADLE) INSULATED 120CC 
* JUG, STAINLESS STEEL (S-100) 


30CC = 1 OUNCE = 2 TBSP = 6 TSP 


eee suben d /77 TR 4 


A simple bedside fluid intake and output 
record. (Courtesy of the Vancouver Gen- 
eral Hospital.) 


4. Food should be served as attractively as 
possible, in arranged portions, with garnishes tc 
give color appeal. Small portions are more stim- 
ulating to the appetite than large portions. 

5. The napkins, dishes, utensils, and the trax 
itself should be spotlessly clean. 

6. The arrangement on the tray should be neal 
and organized. Any spilled food should be re 
placed. 


i 
"TI 


/ 
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tb 


a" 
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A relaxed, unhurried atmosphere and an attractively 


arranged tray contribute to the patient's enjoyment of 
a meal. 


7. China and utensils should be attractive and 
in good condition. 

8. The patient should always get the right tray 
with the right diet. Each tray has a card with 
the patient's name, bed number, and type of 
diet. If the nurse has any doubts as to the 
correctness of a patient's tray, she can check the 
diet orders before the patient is served. 


Feeding the Patient 


If it is necessary for the nurse to feed the 
patient, a few simple rules will make him more 
comfortable: 


1. Whenever possible, use the utensils that 
are normally used for the food being served. 

2. Never hurry the patient. Sit down to feed 
him whenever possible. 

3. Offer the patient small rather than large 
amounts of food. 

4. Offer the food in the order that the patient 
prefers. 

5. Note whether any food or liquid is hot and 


There are several types of drinking cups available com- 
mercially which can be useful to people who are ill. 
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if it is, warn the patient to take only small 
portions or sips. 

6. A straw or drinking cup will often help a 
patient to take liquids, 

7. If the patient can hold bread or toast, let 
him manage it himself. 

8. Be careful not to spill food. Wipe the pa- 
tient’s mouth and chin whenever necessary. Al- 
ways protect the patient with a napkin. 


After the patient has finished his meal, the 
tray is removed promptly. A patient is never 
hurried with his meal. If his fluid intake is to be 
recorded, the amounts are noted on his fluid 
sheet. The nurse should be familiar with the 
amount of fluid contained in the commonly used 
containers. Estimated volumes of consumed 
fluids suffice in most situations. 

Patients should be provided with facilities for 
washing their hands and brushing their teeth 
after meals. This offers a good opportunity for 
the nurse to teach oral hygiene and the correct 
method for brushing teeth. 


Preventive Measures 


Dyspepsia. Preventive measures for the person 
with an actual or potential problem of indiges- 
tion are really common-sense measures related 
to eating habits. These include: 


1. Eating small meals rather than large ones. 
Dividing the total daily food intake into five 
small meals—breakfast, lunch, a mid-afternoon 
snack (the British afternoon tea), a light supper, 
and a snack before bedtime—is often helpful for 
older people. Children, with their smaller stom- 
ach capacities, often do better with smaller 
meals and snacks at mid-morning and mid- 
afternoon and before bedtime than with three 
large meals. Pregnant women also benefit from 
having smaller, more frequent meals, as the 
growing fetus presses on the abdominal organs 
to effectively Jessen stomach capacity. 

2. Avoidance of coffee, tea, cola drinks, and 
other drinks containing caffeine. 

3. Avnidance of fried foods and those high in. 
fat content. 

4. Avoidance of highly spiced foods. 

5. Avoidance of any foods that the person has 
found to give him indigestion. 

6. Having some mild exercise, such as walk- 
ing, after meals. 


Anorexia, Nausea, and Vomiting. The preven- 
tion of anorexia, nausea, and vorniting always 
involves a consideration of both the patient and 
his environment. Nursing measures that are ef- 
fective in preventing these problems are often 
specific to the causes that have been discussed. 
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The nurse can often help the patient to identify 
situations and stimuli that are causing the prob- 
lem. She can then help to modify or eliminate 
these. Frequently the patient is aware of events 
or subjective experiences, such as pain, which 
cause nausea and vomiting. 

An environment that is clean and pleasant is 
helpful in stimulating the appetite and prevent- 
ing nausea and vomiting. If the patient eats 
while he is in bed, the nurse can provide him 
with a clean table that is free of equipment. The 
emesis basin should be kept out of sight. If the 
patient feels more secure with it nearby, it can 
be kept within easy reach. 

Unpleasant odors, sights, and sounds are nox- 
ious stimuli that may contribute to anorexia, 
nausea, or vomiting. To dissipate unpleasant 
odors, a well-ventilated room is important, and 
the use of deodorants may be necessary at times. 
Vomitus is always removed immediately and 
treatment trays are covered and placed as incon- 
spicuously as possible. 

Personal cleanliness is particularly important 
in the case of the person who has anorexia or a 
tendency to become nauseated. Other preventive 
measures include those described in the section 
earlier in this chapter on provision of nourish- 
ment for the sick. 

In discussing measures that prevent anorexia, 
nausea, and vomiting, the use of tonics to im- 
prove the appetite and of antiemetic drugs to 
contro] nausea and vomiting must be included. 
Most physicians have their own preferences 
about tonics to improve the appetite. These are 
usually ordered 20 to 30 minutes before meals 
or may be given once ar twice daily. Antiemetic 
drugs have a specific action on the vomiting 
center, and they may be given 20 to 30 minutes 
before mealtimes or otherwise as ordered. Many 
people who are susceptible to motion sickness 
travel much more comíortably if they take an 
antiemetic medicine shortly before embarking 
on a plane trip or other journey. It is well to 
remember that these drugs usually produce 
some drowsiness as a side effect. 


Food Poisoning. The prevention of food poi- 
soning involves teaching people measures in 
regard to selecting, preparing, and storing food- 
stuffs and cooked foods to prevent unsafe quan- 
tities of disease-carrying bacteria (or their toxins) 
from being consumed. Such measures include: 


1. Buy from reputable dealers. Patronize only 
clean stores. 

2. Keep hot foods hot (140° F, 60° C, or higher) 
and cold foods cold (40° F, 4° C, or lower). 

3. After marketing, place frozen foods in the 
freezer compartment of your refrigerator or in a deep- 
freeze until ready for use. 


4. Do not buy foods supposed to be frozen bw: 
which are thawed. Frozen foods that have been com- 
pletely thawed or have been held at the refrigeratar 
temperature more than one or two days should not 
be refrozen. 

5. Heat pre-cooked frozen foods, like TV dinners 
and meat pies, for the time and temperature recom- 
mended on the labels. Read the labels. 

6. Refrigerate "left-overs" from prepared dishes 
within an hour and keep refrigerated until re-serving 
or re-heating. Store left-over poultry and stuffing sep- 
arately. 

7. After preparing foods containing eggs, meat 
milk, gravy, salads with dressing, such as sandwiches. 
picnic or buffet dishes: serve them within two hours 
or else refrigerate. 

8. If canning foods at home: (a) always follow 
professional directions carefully; (b) never can non 
acid foods such as meat, fish, meat-vegetable mix- 
tures, soups, or non-acid vegetables like beans, peas. 
asparagus and corn, unless a pressure-cooker, prop- 
erly attended, is used. 

9. Do not taste foods from bulging and leaking 
cans, or cans whose contents spurt out or are bubbly. 
off-colour or off-odour. 

10. Do not eat foods that have an “off” flavour. 

11. Keep everything in your kitchen clean. 


Safety, Comfort, and Hygiene Measures 


In caring for seriously ill patients, who max 
not be fully conscious, the nurse should make 
sure that they are able to swallow before attempt- 
ing to give them fluids or food. In assessing the 
swallowing reflex, the presence of the gagging 
reflex should be established first. A standard 
method of testing for the gagging reflex is te 
touch the back of the throat with an applicator 
or tongue depressor. If the gagging reflex is 
present, the person may be given small sips oi 
water first, while the nurse watches for the 
swallowing movements in the neck. It is helpful 
to support the person's shoulders and head to 
make swallowing easier. 

The nurse can assist the vomiting patient bx 
holding a curved basin (emesis basin) under his 
chin to catch the vomitus, and supporting his 
head and shoulders. Most people find it easier 
to vomit when they are in a sitting position with 
the head bent over the basin. If the patient is 
lying down, his head should be turned to one 
side and his body placed in a side-lying position 
if possible. Again, the head should be supported. 
The patient who is lying on his back can choke 
and aspirate vomitus unless his head is raised 
and supported so that the vomitus can drain out 
of the mouth. In postoperative vomiting, the 
patient will find it less painful if the nurse 
supports his incision with her hands while he 


- vomits. 


The nurse should stay with the patient while 
he is vomiting. Vomiting is an unpleasant ex- 
perience. Not only is it physically distressing 
but there is a loss of control and dignity which 
most people find embarrassing. The nurse can 
do much to reassure the patient by a calm 
acceptance of the situation and sympathetic yet 
efficient ministrations. For the patient's own 
feelings of dignity, and because most people 
find it distressing to watch someone vomiting, 
the patient should be screened from the view of 
others. Curtains can be quickly drawn around 
the patient's bed, or the door of his room closed 
to ensure privacy. 

While the patient is vomiting, the nurse 
should provide him with tissues and help him 
to wipe his mouth. After he has stopped vomit- 
ing, mouth care and a hand and face wash will 
help him to feel more comfortable. Any linen 
that has been soiled should be changed 
promptly. The room should be. aired and the 
patient allowed to rest. 

If the patient is unable to tolerate food or 
fluids, frequent mouth care is essential to pre- 
vent complications (see Chapter 25). 


Maintenance of Hydration and 
Nutritional Status 


Helping the patient to maintain a satisfactory 
hydration and nutritional status is an important 
nursing function. Encouraging the individual to 
take fluids regularly helps him to attain adequate 
fluid intake. If he has difficulty in retaining 
fluids, giving him small amounts of fluid at 
frequent intervals is preferable to giving a large 
volume all at once. Patients who have been 
vomiting are usually permitted only clear fluids 
until vomiting subsides. Ginger ale and clear tea 
are frequently tolerated much better than other 
fluids when the stomach is upset. When other 
fluids are introduced into the patient's diet, 
those that are high in carbohydrate and protein 
are preferable because of the body's need for 
energy and tissue-building nutrients. For infants 
and small children, clear apple juice is often 
tolerated when milk is not. High carbohydrate 
fluids are also available on the market specifi- 
cally for infants and small children. 

People who are anorectic or nauseated may 
become more so when confronted with large 
servings of food. Small portions, attractively 
served, are usually more appealing. It is often 
necessary to cater to the individual's particular 
food preferences to encourage him to eat. Pa- 
tients should also be assisted with their meals 
if they are unable to manage alone. 

For patients who are unable to tolerate food 
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and fluids by mouth or are taking an insufficient 
quantity, fluids may be given intravenously. In 
some cases the patient is fed through a tube 
which is inserted into the stomach. This latter 
method of feeding is called a gastric gavage. 

Many patients with gastrointestinal problems 
require gastric suction. This is a method of 
removing the gastric contents by means of suc- 
tion apparatus. Patients on gastric suction are 
usually maintained with intravenous feedings to 
provide them with fluids and nourishment. 

In some instances, it may be necessary to 
cleanse the stomach before further food and 
fluids can be taken, particularly if the individual 
has ingested some noxious substance. The pro- 
cedure for washing out the stomach is called 
gastric lavage. This procedure is also frequently 
carried out prior to gastric surgery. 

The description of a technique for carrying 
out each of these measures is detailed below. 

In maintaining fluid and electrolyte balance, 
the accurate recording and reporting of fluid 
intake and output is essential. Both parenteral 
and oral intake must be accurately assessed. The 
patient can often help in recording the amount 
of fluid he drinks. If the patient is receiving 
gastric tube feedings, the amount given must.be 
recorded accurately. On the output side, the 
amount of emesis should be measured or esti- 
mated when measurement is not feasible. In 
addition, drainage and suction returns should 
be included in the total output. 

When the patient is receiving supplementary 
fluids, such as intravenous or interstitial ther- 
apy, the nurse is also responsible for the care 
specific to this therapy (see Chapter 17). 


Gastric Imtubation. The primary reasons for 
the insertion of a tube into the stomach or the 
intestine are: 

1. To establish a means of draining the stom- 
ach by suction. This is often done when a patient 
has an obstruction of the gastrointestinal tract 
or has undergone surgery of the tract 

2. For diagnostic purposes—for example, to 
identify the constituents or the volume of stom- 
ach contents or to identify malignant cells or 
microorganisms such as the tubercle bacillus in 
the gastric washings 

3. To aspirate or wash out the stomach con- 
tents, as when a person has taken poisonous 
materials 

4. To establish a route for feeding the patient 
who is unable to take nourishment by mouth 


Four types of tubes that are commonly used 
for gastric intubation are (1) Levin tube, (2) 
Ewald tube, (3) Jutte tube, and (4) Rehfuss tube. 

The Levin tube is the one most commonly 
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Types of gastric tubes. (From Rambo, B. J., and Wood, L A.: Nursing Skills for Clinical Practice. 
3rd ed. Philadelphia, W. B. Saunders Company, 1982, Vol. 2.) 


used for gastric intubation. Both plastic and 
rubber tubes are available. The tip of the tube is 
solid, but there are several holes on the side. It 
is normally passed through the nose of the 
patient into his stomach. The insertion of a 
Levin tube may be either a physician’s or a 
nurse’s responsibility, depending on the policy 
of the health agency. 

The Ewald tube is a rubber tube with a large 
opening (lumen) which is used to withdraw 
contents from the stomach. The Jutte tube has a 
small metal mesh tip. The Rehfuss tube also has 
a metal tip (not mesh). The metal, of course, is 
used to augment the force of gravity in facilitat- 
ing passage of the tube down through the gas- 
trointestinal tract. Usually, there are three mark- 
ers on the tubes (in the form of black rings) to 
indicate how far the tube has been inserted: one 
band into the stomach, two bands into the py- 
lorus, and three bands into the duodenum. 


The Insertion of a Gastric Tube. Before the 
insertion of a gastric tube, the procedure is 
explained to the patient. Not only do most pa- 
tients want to know how they can help, but 
explanations frequently allay fear. The passage 
of a tube is painless, but it sometimes stimulates 
the gag reflex as it passes over the nasopharyn- 
geal area. If the patient breathes deeply at the 
first sign of gagging, he is less likely to become 
nauseated and vomit. 

In the preparation of the equipment, if a rub- 
ber tube is used, it is placed in a bowl of chipped 
ice. This makes the tube more rigid (because 
cold causes contraction) and thus more easily 
directed on insertion. It also lubricates the tube. 
Usually a plastic Levin tube is sufficiently rigid 
for insertion, but it must also be lubricated with 
water. 


In addition to the ice and the Levin tube, a 
protective covering, a kidney basin, tissues, & 
syringe, a cup, and a straw are required. À 
stethoscope is optional. The syringe is used tc 
withdraw the stomach's contents after the Levin 
tube has been inserted. This also determines 
that the tube is positioned in the stomach. The 
cup and straw are to give the patient a drink of 
water to facilitate swallowing the tube. 

If it is possible, the patient should be in 
Fowler's position. In this position the passage 
of the tube is facilitated by the pull of gravity: 
it is also easier for the patient in this position 
to spit out vomitus if this becomes necessary 
during the insertion of the tube. 

The kidney basin and tissues are required 
because the patient may vomit. As noted previ- 
ously, stimulation of the glossopharyngeal nerve 
endings in the posterior pharynx transmits im- 
pulses to the vomiting center in the medulla of 
the brain. 

As a guide to the distance to which the tube 
is to be inserted, the nurse measures the distance 
from the patient's nose to an earlobe and then 
to the umbilicus. This distance is roughly equal 
to the distance from the lips to the stomach. The 
nurse then marks this distance on the tube with 
a piece of adhesive tape. 

As a lubricant for the Levin tube, water has 
two advantages: (1) it moistens the tube and thus 
permits smoother passage of the tube over the 
mucous membranes, and (2) if the tube enters 
the lungs, the water is not likely to become a 
focus of irritation. Some agencies suggest that a 
water-soluble lubricant be used; such lubricants 
are less dangerous to the lungs than oil-base 
lubricants. The tube is inserted along the floor 
of the nose, as shown on page 293. 

The Levin tube is never forced upon encoun- 


turbinates 


Insertion path for nasal tubes is along the floor of the 
nose. (From Wood, L A., and Rambo, B. J.: Nursing 
Skills for Allied Health Services. 2nd ed. Philadelphia, 
W. B. Saunders Company, 1980, Vol. 3.) 


tering an obstruction. Not only is force unpleas- 
ant to the patient, but damage to the mucous 
membrane that lines the gastrointestinal tract 
can easily occur and can provide a likely site 
for infection. 

To facilitate the passage of the tube, the pa- 
tient is given a mouthful of water to swallow as 
the tube in inserted into the esophagus. Swal- 
lowing helps to pass the tube down the esoph- 
agus into the patient's stomach by setting up 
peristaltic waves. 

The stomach is never empty; it always con- 
tains at least a little gastric juice, which is 
secreted by the glands in the walls of the stom- 
ach. Therefore the position of the tube can be 
ascertained by aspirating with the syringe. The 
obtaining of gastric contents verifies that the 
tube is positioned in the patient's stomach. If 
gastric juice cannot be obtained, the following 
tests may be performed: 


1. Place the free end of the tube in a container 
of water. An absence of bubbles indicates that 
the tube is in the stomach. Rhythmic bubbling 
usually indicates that the tube is in the patient's 
lungs. 
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2. Hold the end of the tube to the ear. A 
crackling sound usually indicates that the tube 
is in the patient’s lungs. 

3. Ask the patient to hum. If the tube is in 
the patient's lungs he will not be able to do this. 

4. Inject a small amount of air with the syr- 
inge and then listen to the epigastrium with a 
stethoscope. À popping noise can be heard as 
the air enters the stomach. 


If the patient coughs during the insertion of a 
tube, it should be removed immediately. Cy- 
anosis and dyspnea usually indicate that the 
tube has entered the trachea. Once it has been 
ascertained that the Levin tube is in the patient's 
stomach, the tube is secured to the patient's face 
with a small piece of adhesive tape. 


The Irrigation of a Levin Tube. The purpose 
of irrigating a Levin tube is to wash the lumen 
of the tube in order to maintain a clear passage. 
Usually this is not a sterile procedure unless the 
patient has just had stomach surgery. (If the 
patient has had surgery, it is important to main- 
tain aseptic technique in all procedures involv- 
ing the operative, area.) The order to irrigate the 
Levin tube is issued by the physician. Irrigations 
are ordered for regular intervals, or they are 
done only when the tube becomes blocked. In 
either case it is important to watch the patient 
closely and note whether the tube becomes 
blocked. If the patient is on gastric suction, the 
most obvious sign of blockage is a lack of gastric 
returns from the tube. In addition, the patient is 
likely to feel uncomfortable and his abdomen 
will be distended. 

After the nurse has provided the explanation 
that the patient requires and has reassured him 
that this is a painless measure, she assembles 
the necessary equipment. She requires a syringe, 
usually a 20 or 30 ml. syringe, or an Asepto 
syringe; the irrigating solution specifically or- 
dered (often water or normal saline); and a 
receptacle for the returned irrigation fluid. 

Between 15 and 30 ml. of fluid is injected into 
the tube before the plunger is gently drawn back 
to withdraw the fluid. Because the mucous mern- 
brane lining of the stomach is easily damaged, 
the fluid is injected and withdrawn very gently. 
This measure is repeated until the tube is 
cleared. If fresh blood appears as a result.of the 
irrigation, the measure is terminated and the 
information is reported to the physician. During 
the irrigation the nurse observes the color and 
consistency of the returning fluid. This is re- 
corded on the patient's chart. — 


Gastric Suction. The purpose of gastric suction 
is to remove the contents of the patient's stom- 
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Gauge shows 
amount of 
suction pressure 


Connect to 
drainage tube 


Ping-pong ball float 
rises and stops suction if 
botllc is allowed to become full 


Wall-mounted suction apparatus. (From Sutton, A. L: 
Bedside Nursing Techniques in Medicine and Surgery. 
2nd ed. Philadelphia, W. B. Saunders Company, 1969.) 


ach. It is indicated as a measure to prevent or 
relieve distention and vomiting, to remove blood 
postoperatively, and to remove the stomach con- 
tents of patients who have gastrointestinal ob- 
structions. It may also be used as a measure to 
cleanse the stomach prior to gastric surgery. 

Generally speaking, there are two types of 
gastric suction: continuous and intermittent. 
Continuous suction is applied continuously (as 
the name indicates); intermittent suction is 
turned on and oíf as the patient requires or, 
usually, on the physician's order. 

There are four basic ways of supplying suc- 
tion. The first is by using the electric suction 
machine, which is portable and can be brought 
to the patient. It is run by electricity and the 
amount of suction can usually be regulated. The 
second method of supplying suction in acute 
care hospitals today is by means of suction 
apparatus built into the wall. There are usually 
suction outlets at the head of the patient's bed. 
The pressure of wall suction systems can be 
regulated by the nursing personnel. 

The third method of supplying suction is by 
the use of the principle of displacement of water. 
Systems based on this method do not require 
electricity and are simple to construct. There are 
both two- and three-bottle systems. Simply ex- 
plained, the water falls by gravity from bottle B 
to bottle A (see the accompanying illustration). 
This creates a vacuum in bottle B. If bottle B is 
connected directly to the patient's gastric tube, 
the vacuum is transmitted to his stomach, with 


Megative pressure 


From - 
patient 


d 


Stomach 


(4 contents 


Negative 
pressure 


Stomach contents 


The water displacement method of producing suction. 


the result that the stomach's contents flow tc 
bottle B, that is, from a high pressure area to c 
low pressure area. If, on the other hand, bottle 
B is connected to bottle C, and bottle C is 
connected to the patient's gastric tube, the stom- 
ach contents will be received in bottle C. 


A Gomco Thermotic pump. (From Sutton, A. L.: Bedside 
Nursing Techniques in Medicine and Surgery. 2nd ec 
Philadelphia, W. B; Saunders Company, 1969.) 


switch 


—«& Connect to 
erainage tube 


Drainage 
collects 
here— 
(Bottle anc 
lop are removable 
for cleaning) 


A fourth means of supplying suction is by the 
Gomco Thermotic pump, which is electrically 
»perated but is motorless. This pump provides 
intermittent suction through the alternate con- 
zaction and expansion of air. 

When a patient requires gastric suction, he 
will probably find the constant presence of the 
zsstric tube irritating to his throat, and it is 
skely that he will not be able to take fluids by 
mouth. Therefore, he requires special care for 
tis mouth and nose so that they do not become 
ry, cracked, and subsequently infected. To ease 
the irritation by the tube on the patient's throat, 
:he patient is often allowed to have throat loz- 
anges or to chew gum. 

Since gastric suction returns are an important 
part of the patient's fluid output, the nurse 
measures the amount of drainage accurately, and 
she notes the clarity, color, and consistency of 
:he drainage. These observations are reported on 
:he patient's record. Any untoward changes in 
zhe patient's suction returns, such as bright red 
returns, or in the patient's condition, such as an 
accelerated pulse, are reported promptly so that 
*he physician can be notified. 


Gastric Lavage. Gastric lavage is the washing 
aut of the stomach. It is done prior to some 
-ypes of gastric surgery or to remove noxious 
substances from the stomach. It is often an 
emergency procedure, carried out in the emer- 
zency unit of a hospital or in a doctor's office. 

For a gastric lavage an Ewald tube frequently 
:s used. It has a larger lumen than the Levin 
cube, and it may have a funnel at one end to 
Zxilitate the administration of the fluid for 
xashing the patient's stomach. Because the la- 
vage tube has a larger lumen than the Levin 
zube, it is usually inserted through the patient's 
mouth into his stomach. When a Levin tube is 
ased, it can be inserted through the patient's 
zose or through his mouth. 

The equipment required for a gastric lavage 
consists of the lavage tube and funnel, the so- 
ation ordered by the physician, a pail to receive 
somach contents, ice in which to place the tube 
Z a rubber one is used, a kidney basin for 
vomitus, and a protective covering for the pa- 
Tent. 

Usually 500 ml. of solution is administered 
into the patient’s stomach, and the funnel is 
:nen inverted to allow the stomach's contents to 
2mpty into the pail. To create a siphon, the tube 
ıs pinched while some of the fluid is still in it. 
Then it is lowered and inverted below the level 
of the patient's body and held inside the pail. 
Gravity drains the fluid from the tubing, and the 
vacuum thus established in the tubing draws 
the liquid from the patient's stomach. The wash- 
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ing is repeated until it is considered that the 
stomach is satisfactorily cleansed. 

During the lavage the nurse notes the reaction 
of the patient, the amount and kind of solution 
used, and the amount, color, and consistency of 
the returns. These observations are reported in 
the patient's record. Following gastric lavage, 
the patient usually needs a mouthwash. 


Gastric Gavage. A gastric gavage is a feeding 
given to a patient through a tube which is 
inserted either through his nose or through his 
mouth into his stomach. It is done when the 
patient is unable to take food orally. The feeding 
can be given in two ways: at intervals as ordered 
(for example. every 4 hours), or as a continuous 
drip over the 24-hour period. The latter method 
is usually indicated when the patient has diar- 
rhea, gastric irritability, or a reflex bowel dis- 
turbance. 

The food used for a gavage feeding is usually 
given as a thick liquid. A typical tube feeding 
might include powdered milk, cream, cereal, 
strained meats and vegetables, orange juice, corn 
oil, sugar. iodized salt, vitamin compounds, and 
water, blended into liquid form. The feeding 
may be made up using different amounts of 
various nutrients in order to meet the patient's 
dietary needs. 

It is the physician's responsibility to order the 
type of nourishment that the patient requires. In 
some health agencies a regular house diet is 
mixed in a blending machine so that it can be 
fed by gavage tube. 


A gastric gavage or tube feeding is frequently given 
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Often the patient who is to receive a gavage 
feeding has a Levin tube already inserted. If this 
is not the case, the tube may be inserted by the 
physician or the nurse, depending on agency 
policy. The nurse explains to the patient that 
feeding through the tube is painless and will 
provide him with adequate water and nourish- 
ment. 

The nurse heats the feeding to room temper- 
ature. Sometimes it is ordered that the stomach 
be aspirated prior to a new feeding to determine 
if the food is being passed into the intestinal 
tract. Before commencing the feeding the nurse 
should raise the head of the bed, unless this is 
contraindicated. She then injects a small amount 
of water into the tube to make sure that the 
lumen is clear. A disposable feeding bag may be 
used or the feeding may be injected by syringe. 
If a disposable bag is used it may be hung on an 
intravenous standard, and the rate of flow ad- 
justed as desired. If the syringe method is used, 
care is taken to allow as little air as possible to 
be injected into the patient's stomach. The feed- 
ing should always be given slowly. Usually the 
gavage feeding flows through the tubing by grav- 
itational force. However, if it does not do this 
readily, slight pressure can be applied on the 
plunger of the syringe. After the completion of 
the feeding. e small amount of water is again 
inserted into the tubing in order to clear the 
lumen of the tube of the gavage feeding. This 
prevents souring of any formula in the tube. 
Some patients learn to administer their own 
gavage feedings. : 

The nurse records the amount of the gavage 
feeding that the patient has taken, as well as the 
amount of water that was administered. Should 
the patient start to gag or vomit during the 
gavage feeding. the feeding is terminated, and 
the situation is reported to the physician and 
recorded in the patient's record. 

If the patient is fo have a continuous gavage, 
a Baron food pump or 3 burette (glass or plastic 
container) and tubing may be used. The burette 
is hung to the side of the patient at a level just 
above him. The nurse adjusts the rate of flow of 
the gavage feeding as ordered. She also main- 
tains a level of gavage fluid in the burette, The 
patient is observed at frequent intervals for any 
untoward signs resulting from the feeding. 


Total Parenteral Nutrition (Hyperalimentation). 
When the body is seriously depleted of nu- 
trients, it is often necessary to replace these by 
giving greater than normal amounts. If the per- 
son is unable to take these orally, they are 
frequently given by intravenous infusion. The 
terms total parenteral nutrition (or simply the 


.. A b^ 
Hyperalimentation is a method of giving large amours 
of nutrients via the intravenous route to patients whose 
nutritional reserves have been seriously depleted. 


initials TPN) and parenteral hyperalimentatioz 
are used to refer to the intravenous administre- 
tion of hypertonic nutrient solutions. The solu- 
tion is administered slowly through a centra. 
venous catheter directly into the superior vene 
cava, where it is rapidly diluted by the large 
blood flow there. Because the danger of infection 
is very great, it is important that the sterility œŒ 
the entire system be maintained. The number œ 
people mixing the solutions, changing the bot 
tles, and changing the dressing at the site of the 
infusion is restricted as much as possible. 


Planning and Evaluating Specific 
Nursing Interventions 


The long-range goals for nursing action, as we 
have mentioned before, provide general direc- 
tions for nursing care. The patient who is reluc- 
tant to eat, for example, might be expected te 
achieve an outcome such as "eats all of his 
meals each day," or the objectives might be less 
than that to start with and gradually increased 
For people taking in a less than adequate amour: 
of fluids, the target intake should be specific 


and, again, a gradual increase in daily targets 
may be helpful. It is essential that the patient be 
involved in the planning unless he is too ill to 
be, and, if possible, encouraged to assist in 
keeping track of his food and fluid intake. 

Evaluation of the expected outcomes depends 
on targets set by the nurse and the patient 
cooperatively. It is helpful if these have been 
specifically stated. Some of the questions for the 
nurse to keep in mind, however, are: 


1. Is the individual eating his meals? 

2. Does he enjoy them? 

3. Is his intake of food and fluids adequate to 
meet his daily requirements? 

4. How do you know that it is? 

5. If the patient is on a special diet, is he 
adhering to it? 

6. If he is in hospital, does he select foods 
that are compatible with his prescribed diet from 
the diet menu? 


The nurse also observes the patient to assess 
his nutritional status and the progress made 
toward achieving the long-range goals. Compar- 
ison of her observations of the patient with the 
characteristics of good nutrition and poor nutri- 
tion are again helpful in this regard. 

Dyspepsia, anorexia, nausea, and vomiting 
may be actual or potential problems. They may 
be accompanied by, or lead to, other problems. 
The problems of malnutrition, dehydration, and 
fluid and electrolyte imbalance must,always be 
considered if any of these problems persist. In 
infants and small children, all three can develop 
very quickly, particularly in the child who is 
vomiting. Other problems that often occur are 
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pain and discomfort and problems associated 
with dehydration, such as dryness of the mucous 
membranes lining the oral cavity and parched, 
dry, or cracking lips (see Chapter 17). 

When specific problems have been identified, 
expected outcomes for nursing intervention 
need to be developed. For example, for the 
person who is vomiting, one expected outcome 
might be stated as “takes small amounts of clear 
fluids every hour and retains them." The out- 
come may be subsequently changed to “tolerates 
a full liquid diet," if the vomiting does not 
persist. (In this case, the vorniting might become 
a potential problem, rather than an actual one.) 
In many instances, the expected outcome of 
nursing intervention is the absence of the prob- 
lem, which may be stated in terms of prevention, 
as in "prevent further weight loss," or more 
positively, as in "maintains present weight" or 
"shows consistent weight gain daily." The iden- 
tification of the problem is followed by the 
selection of appropriate nursing measures to 
resolve it. Many nursing interventions are di- 
rected toward teaching the individual measures 
to ameliorate the problem or to prevent its re- 
currence. There are usually many teaching tasks 
when diagnostic or therapeutic measures, such 
as those described later in the chapter, are nec- 
essary. 

Evaluation is dependent on the outcomes ex- 
pected from nursing intervention. A guide to 
evaluating the effectiveness of nursing interven- 
tion is included at the end of the chapter. You 
may want to add other questions that relate to 
specific problems you have identified in patients 
and their expected outcomes. 


GUIDE TO ASSESSING NUTRITIONAL STATUS 


1. What are this person's age, sex, height, type of body frame, usual weight, and 


present weight? 


2. How does his weight compare with national standards for height and weight? 


3. Whi. are his usual habits with regard to eating? 


4. What are his usual daily activities? His current activity level? What is his present 


status with regard to food and fluid intake? 


5. Is his intake of food and fluids adequate to meet his daily requirements for 


nutrients and energy-giving foods? 


6. What is his general physical condition? Does he appear obese? thin? emaciated? 


7. Does he show characteristics of good nutrition? of poor nutrition? of severe 


malnutrition? 
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8. 


What do the results of his latest physical examination show relative to his 
nutritional status? What diagnostic tests or examinations were done (blood; urine 
x-ray studies)? What were the results? 


. Does he have a health problem which may be affecting his intake of food, or hi: 


digestive abilities? 


. What is his emotional status? His attitude toward food? 


. Does the patient have cultural, religious, or moral beliefs or values concerninz 


food which conflict with his dietary needs? 


. Is the individual on a special diet? 

. Does he understand the purpose of it? Is he adhering to it? 

. Does the patient need extra fluids? 

. Does he need help with his meals? 

. Are there foods the patient needs to avoid or to eat? 

. Does the patient or his family need help with planning meals to provide optima: 


nutrition? Will altering existing patterns of dietary intake because of a specia: 
condition cause any problems? Do they need help with basic nutrition matters? 


GUIDE TO ASSESSING THE PATIENT WITH DYSPEPSIA, 
ANOREXIA, NAUSEA, OR VOMITING 


NO oc bh 


10. 


Es 


. What is the nature of the patient's problem? Is he anorectic, is he nauseated, o: 


has he been vomiting? Is he suffering from indigestion? 


. If the patient is vomiting, is the airway clear? Can vomitus drain from the mouth’ 


What is the nature of the vomitus? its amount? How often does he vomit? 


. How long has he had this problem? Is it related to a specific cause, such as 


particular foods, medications, or stressful situations? 


. Does the patient have other distressing symptoms, such as headache or pain? 

. How much food and fluid is the patient taking? 

. Does he show signs of poor nutritional status? of dehydration? 

. Have specific laboratory tests or examinations been ordered? If so, what are the 


nurse's responsibilities relative to these? What learning needs does the patiere 
have with regard to them? 


. Have specific diagnostic or therapeutic measures been prescribed? If so, what is 


the nurse's responsibility relative to these? What are the patient's learning needs 
with regard to these? 


. Are there factors in the environment that contribute to the patient's discomfort? 


Can these be modified? 


What nursing measures can contribute to the patient's safety, comfort, and 
hygiene? 


GUIDE TO EVALUATING THE EFFECTIVENESS OF NURSING 
INTERVENTIONS 24 


e 


1. Has the patient adopted better eating habits, including an adequate, nutritious 


diet? 
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2. Have the symptoms of digestive disorders been alleviated? That is, has vomiting 
stopped? Is nausea less troublesome? Is the patient beginning to regain his 
appetite? Is he free from indigestion? 


3. If he is still vomiting, is the patient safeguarded from aspirating any vomitus? 
4. Is the patient comfortable? 

5. Is he able to retain fluids for gradually extended periods of time? 

6. Is he able to take and retain adequate food and fluids for his nutritional needs? 


7. Do results of laboratory tests reflect adequate nutrition? 


STUDY SITUATION (1) 


Susan James, aged 20, works at a day-care center and lives on a communal farm at 
the edge of town with five other people. All the members of the commune are 
vegetarians, their staple diet consisiting of rice, whole-grain cereals, and organic fruits 
and vegetables which they grow on the farm. Susan has not been feeling well for the 
past few days. She was admitted to hospital this morning suffering from severe 
abdominal pains and diarrhea, with a tentative diagnosis of regional enteritis. She is 
5 feet 2 inches (157 cm.) tall. Her wrist measurement is 6 inches (15.24 cm.), and she 
weighs 95 lbs. (43.1 kg). She looks thin and pale. Laboratory test results show that 
her blood levels of hemoglobin, hematocrit, and serum protein are below normal. The 
physician has ordered bed rest and a high calorie, high protein diet with a vitamin 
B,, supplement for Susan. He has also ordered an iron preparation to be given 
parenterally. 


. What are some of the factors contributing to Susan’s nutritional problem? 
. What information would you need to be able to help Susan? 
. Where would you obtain this information? 


d U N -e 


. What are some of the objective signs you might observe in Susan? 
5. How much is she below the average weight for her height and body frame? 
6. What subjective observations might you note? 


7. What factors would you take into consideration in developing a plan of care for 
Susan? 


8. What specific nursing interventions would you consider in Susan's care? 


9. How would you evaluate the effectiveness of these interventions? 


STUDY SITUATION (2) 


Mrs. W. Stanley had her appendix removed 3 days ago. Since she returned from the 
operating room, she has been nauseated continually and vomits after every meal. Mrs. 
Stanley says she has severe pain in her operative area, and she is reluctant to eat and 
to get out of bed. The doctor has ordered that she get up and walk to the bathroom at 
least three times a day and that she have food and fluids as tolerated. 


1. What are the possible reasons for this patient's nausea and vomiting? 
2. What nürsing interventions might help her? 
3. What specific observations should the nurse make about the patient? 
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4. When the patient says she does not want to get out of bed, what should the nur 


do? 


5. How could the nurse possibly increase Mrs. Stanley's appetite? 


6. What dangers and complications might result from the vomiting? 


7. By what criteria can the nurse evaluate the effectiveness of her nursing care? 
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The Nurse Should Be Able to: 


Discuss the importance of adequate urinary elimination to the 
health and well-being of the individual 

Describe normal functioning with regard to urinary elimination ir 
infants, children, and adults 

Discuss factors that may cause disturbances of urinary functioning 

Assess a person's urinary elimination status 

Identify common problems people have with urinary elimination 

identify situations requiring immegiate nursing intervention in the 
care of patients with problems of urinary functions 

Apply relevant principles in planning and implementing nursing 
interventions in patients 
a. to promote optimal urinary functioning 
b. to prevent potential urinary problems 
c. to restore normal voiding patterns in patients with altera- 

tions in urinary elimination 
Evaluate the effectiveness of nursing interventions 


URINARY ELIMINATION 


NEEDS 


INTRODUCTION 


In order to maintain effective functioning, the 
human body must rid itself of wastes. The body 
has four principal mechanisms for the removal 
of wastes products: from the urinary tract as 
urine, from the gastrointestinal tract as feces, 
through the skin as perspiration, and through 
the lungs in expired air. Each mechanism has 
its specific function in clearing the body of 
wastes resulting from the processing of nutrients 
and their subsequent utilization in the cells. 

In this chapter, we will discuss urinary elim- 
ination, the common problems associated with 
it, and measures that nurses can use to help 
people with these problems. We will discuss 
bowel elimination in Chapter 16, the mechanism 
of perspiration as a means of waste removal in 
Chapter 17, and the removal of wastes through 
the lungs in Chapter 18. 

Most of the nitrogenous wastes of cellular 
metabolism are excreted in the urine. In addi- 
tion, the urinary system plays an important role 
in maintaining the fluid and electrolyte balance 
of the body. Both of these functions are essential] 
in the maintenance of physiological homeosta- 
sis. 

The act of voiding is also an important area 
of independent functioning for an individual. 
Control over voiding is learned early in child- 
hood, and actual or potential loss of independ- 
ence in regard to this vital function constitutes 
a serious threat to the individual's social and 
emotional well-being. If such a loss occurs, he 
fears it will mean a return to the dependent state 
of infancy, and his feelings of self-esteem are 
markedly jeopardized. 

Most people have difficulty in discussing uri- 
nary functioning and problems they may have 
in connection with it. In our culture, there are 
social taboos about the subject of elimination 
and, once a child has been toilet-trained, he is 
taught that this topic is not talked about in polite 
company. The act of voiding is also done pri- 
vately in our society. Then, too, the intimate 
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anatomical relationship between the urinary and 
the reproductive tracts contributes to making 
urinary functioning a sensitive topic. Necessary 
intervention is a potential source of embarrass- 
ment for both the nurse and the patient, partic- 
ularly if one is male and the other female. If the 
nurse can discuss urinary elimination and carry 
out necessary nursing measures matter-of-factly, 
without showing signs of embarrassment herself, 
this can go a long way towards putting the 
patient at ease. 


ANATOMY AND PHYSIOLOGY OF THE 
URINARY TRACT 


The urinary tract consists of the kidneys, the 
ureters, the bladder, and the urethra. Normally, 
a person has two kidneys. These are situated in 
the back part of the abdominal cavity, behind 
the peritoneum and just below the diaphragm, 
one on either side of the spinal column. 

The kidneys are complex organs whose chief 
functions are the elimination of waste products 
of body metabolism and the control of the cor- 
centration of the various constituents of body 
fluid, including the blood. These functions are 
accomplished through an efficient filtering sys- 
tem that removes the excess water, acid, and 
other wastes from the blood as it passes through 
the kidney. The blood retains the essential ele- 
ments needed by the body through selective 
reabsorption. Blood comes to the kidney through 
the renal artery and is filtered in the glomeruli 
of the nephrons. The filtrate contains water, the 
waste products of metabolism, electrolytes, and 
glucose. These products pass along the ne- 
phron’s tubules, where some solutes and water 
are reabsorbed. The tubules also secrete sub- 
stances such as drugs into the urine. 

The body can continue to function effectively 
even though a considerable amount of kidney 
tissue has been damaged—indeed, even if one 
kidney is absent or does not function at all. 

The ureters are long, narrow muscular tubes 
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which serve to transport urine from the kidneys 
to its storehouse, the bladder. 

The chief function of the bladder is to retain 
urine until it can be excreted. The average adult 
bladder holds 300 to 500 ml. of urine; however, 
the bladder has been known to hold 3000 to 
4000 ml. of urine. The bladder is a hollow 
muscular organ whose efficient functioning de- 
pends upon the msintenance of muscle tone in 
the bladder wall end upon the integrity of the 
nervous system immeryeting the bladder. 

The bladder, when empty, lies in folds in the 
pelvic cavity. As urine enters it in rhythmic 
spurts from the ureters, the walls of the bladder 
expand and it expands into the pelvic cavity, 
thrusting upwards, in the abdominal cavity. 
When a sufficient amount of urine has accumu- 
lated in the bladder, normally 300 to 500 ml. in 
the adult, sensory impulses are sent to the spinal 
cord and thence to higher centers in the brain. 
The individual becomes aware of the urge to 
void. If there are no inhibiting factors, the mus- 
cle of the bladder wall contracts and the internal 
sphincter at the base of the bladder relaxes, 
allowing urine to flow into the urethra. The 
stimulus allowing this act is a stretch reflex that 
is evoked by increase in pressure as the bladder 
fills with urine. The action is essentially a cord 
reflex, although it may be facilitated or inhibited 
by higher centers. 


MEDULLA 


A nephron. (From King, B. G., and 
Showers, M. J.: Human Anatomy and 
Physiology. 6th edition. Philadelphia. 
W. B. Saunders Company, 1969.) 


The urinary system. 


Micturition—the act of voiding—is normally 
under voluntary control after about the age of 3 
to 4 years. This control is exerted via a second 
external sphincter muscle. The external sphinc- 
ter is located about the middle of the urethra— 
in men, just as the urethra enters the glans penis. 

The urethra itself is a short, muscular tube 
whose function is to carry urine from the bladder 


to its exit point from the body. In women, the 


urethra is approximately 3 to 5 cm. (1% to 2 
inches) long; it opens just above the vagina. In 
men, the urethra is about 20 cm. (8 inches) long 
from its origin in the bladder to its external 
opening in the glans penis. It crosses the length 
of the penis and carries the products of both the 
urinary tract and the reproductive tract in the 
male. Meatus is the term used for the external 
opening of the urethra in both men and women. 
The entire urinary tract is lined with a contin- 
uous layer of mucous membrane that stretches 
from the meatus to the pelvis of the kidney. 


NORMAL URINARY FUNCTIONING 


The average adult usually excretes between 
1000 and 1500 ml. of urine in a 24-hour period. 
The total volume varies with the amount of fluid 
intake and also with the amount of fluids lost 
through other routes, such as sweating, vornit- 
ing, or diarrhea. 

The pattern of voiding—that is, the number 
of times a person voids during the day and the 
amount eliminated each time— is highly indi- 
vidualized. In depends on a number of factors, 
such as early childhood training, habitual re- 
sponse to the urge to urinate (nurses are noted 
for delaying their response to this impulse in 
themselves), the amount of fluids consumed, 
and the capacity of the individual's bladder, 
among other things. Most people void first thing 
in the morning, possibly four to six times during 
the day, and again before retiring. A person does 
not usually have to get up at night to void unless 
he has consumed a large amount of fluids prior 
to bedtime. 

In appearance, normal urine is clear and 
straw-colored or light amber. The darker the 
color, the more concentrated it is. The specific 
gravity of urine has a normal range of 1.003 to 
1.030. Usually, the first urine voided in the 
morning is more concentrated than that excreted 
at other times of the day. 

Normal urine has a pH of 4.8 to 8.0; it is 
usually slightly acidic (with a pH around 6) in 
people on normal diets. When left to stand, urine 
gradually becomes alkaline, owing to the disin- 
tegration of its constituents, and a cloudy sedi- 
ment develops. 

Freshly voided urine has a faintly aromatic 
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odor, which becomes stronger on standing. Nor- 
mally urine contains creatinine, uric acid, urea, 
and a few white blood cells. It does not normally 
contain bacteria, red blood cells, sugar, albumin, 
acetone, casts, pus, or calculi (stones that form 
in the urinary tract). 


VARIATIONS IN URINARY 
FUNCTIONING THROUGHOUT 
THE LIFE CYCLE 


The normal newborn infant voids within the 
first 24 hours of life. If the infant has not voided 
by the end of 24 hours, this usually indicates a 
serious problem. It is important then to note 
whether the infant is wet or dry each time it is 
changed during the first 24 hours. The voiding 
may have been missed if it occurred during 
delivery, but if there has been no voiding, atten- 
tion should be drawn to the fact. The newborn 
infant has a limited capacity to concentrate or 
dilute urine and the small infant may void up 
to 18 times a day or more. The urine of infants 
is usually dilute and odorless. The frequency of 
voiding usually decreases gradually during in- 
fancy, although this is highly dependent on the 
amount of fluids consumed and on the surround- 
ing temperature. The body temperature of the 
infant is mach more affected by environmental 
temperatures than that of adults, and more fluids 
are needed for internal body processes when 
body tempesature is high (see Chapter 19). 

The infamt’s renal reserve capacity is much 
smaller than that of adults. By the end of the 
first year, however, the kidneys have reached 
their full fumctional capacity. 

By the time a child has reached early child- 
hood, the specific gravity and other urine find 
ings are similar to those in adults. Children 
usually have to void more frequently than adults 
do, because of their smaller bladders. The urge 
to void is usually more urgently felt in children 
too, although if they are busy they may not heed 
it at first and then have to race to the bathroom. 

The neurophysiological pathways necessary 
for voluntary control of the bladder mature later 
than those for bowel control. Most children 
become physiologically ready to stay dry in their 
third year. 

By the time the child goes to school, he has 
pretty well mastered the art of controlling his 
bladder, although accidents may still happen if 
the child is under stress or gets too busy, partic- 
ularly with outdoor activities, to get to a bath- 
room in time. 

In children, a proportionately larger amount 
of body weight is in a fluid state than in adults. 
Children, therefore, excrete a greater volume of 
urine in proportion to body weight. The school- 
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age child (from 6 to 12 years) voids as much as 
some adults—up to 1000 ml. in a day, which is 
the low range of normal for adults. Because of 
their smaller bladders, however, they still need 
. to void more frequently than do adults. 

As the child grows, his bladder also grows 
and its capacity increases. The proportionate 
amount of his weight that is in fluids decreases. 
His urinary elimination usually settles into an 
adult pattern well before adolescence. Unless 
problerns develop, the pattern continues through 
adulthood, with variations as noted below. 

The pregnant woman usually finds that she 
has to void more often and with great urgency, 
particularly during the early and late stages of 
her pregnancy. These problems are due to pres- 
sure by the enlarging womb on the bladder and, 
also, it is felt, to hormonal changes that are 
taking place within her body. There is a dilation 
of the urinary system, which is partly due to 
pressure, but there is also a relaxation of smooth 
muscle due to hormonal changes. This dilation 
may lead to stasis (or slowing down) of urine 
flow, with a resultant increased vulnerability to 
urinary tract infections. 

‘During the middle years of adulthood, many 
women who have had children begin to have 
difficulty in retaining urine within the bladder 
as the muscles of the pelvic floor, weakened by 
childbirth, begin to lose their tone. A small 
amount of urine may leak out of the bladder if 
the person laughs heártily, coughs, or sneezes. 

A generalized loss of muscle tone and less- 
ened efficiency of the kidneys contribute to the 
need many older people (both men and women) 
have to void' more frequently than younger 
adults, usually with increased feelings of ur- 
gency. 


Toilet Training of Children 


Many times, you, as a nurse, will be asked by 
mothers of toddlers about toilet training. One of 
the most important considerations is to help the 
mother to have a relaxed attitude toward toilet 
training. In our North American culture, a great 
deal of emphasis has been placed on the ritual 
of toilet training. In many other parts of the 
world, little children run around bare-bottomed 
until the age of 4 or so, and no one seems to 
worry about it. Toilet training is not a big deal. 
While having a child run around without dia- 
pers or pants is not recommended for public 
health reasons, there is something to be said for 
the relaxed manner in which mothers in other 
cultures approach the task of toilet training. We 
have used the word mother throughout this 
discussion, but the father often takes part in the 


training too, and sometimes a grandmother o: 
baby-sitter is responsible for it. 

The nurse who is advising should remember: 
the principles of learning (see Chapter 11). Toile 
training is a learning experience for the child. 
and the same principles apply as in any learning 
experience. Mother is the teacher of the child. 

Toilet training should not begin until the chilc 
has reached the stage when voluntary contro! 
over elimination is possible. The neuromuscular 
structures are not developed sufficiently for 
bowel control until the age of 15 to 18 months. 
"Exceptional" children may use the potty before 
this age but, in most instances, it is mother whc 
has been trained to put the child on the potty a: 
certain intervals, or at a time of day when he 
usually has a bowel movement. (When the child 
is ready for toilet training, the mother can take 
advantage of this regularity if a pattern has 
evolved, as it does in most children.) Children 
who are trained too early are often the ones who 
rebel during the “terrible twos” stage and refuse 
to use the potty. Some 2-year-old children have 
been known to go up to 5 days without a bowe! 
movement (when they normally had one a dav 
in stubborn defiance. This is one area where the 
child, not the mother, has the control. 

The ability to control voiding is usually not 
present until a little later. When the child stays 
dry for 2 hours or more is usually a good indi- 
cation, as is the child's ability to associate the 
puddle on the floor with something he did. The 
child by this time is usually able to tell mother 
that he needs to void. 

Parents should invest in a small potty chair 
or a specially designed child's training seat that 
fits over the big regular one. The low potty chair 
has the advantage of allowing the child's feet to 
rest on the floor and aids in defecation. Many 
children have a fear of flush toilets. By this age. 
they have probably tried putting something in 
the toilet and watching it go down the drain 
when the toilet is flushed. If they sit on the. 
toilet seat, they may think they will fall in and 
go down that hole too. Some children seem to 
enjoy sitting on the big toilet, however; it is a 
new experience and the child is usually re- 
warded by mother with praise and a big smile. 

It is advisable to get a good supply of training 
pants and put the child in these during the day. 
Diapers are associated with wetting and having 
a bowel movement whenever the urge is felt: 
you want to extinguish this association and have 
the child associate wearing pants with going to 
the potty when the rectal or voiding reflex occurs 
and the urge is felt. 

The child should not be left on the potty for 
long periods of time. His attention span is short. 
and he gets restless and bored quickly. You do. 


not want him to associate the potty with the 
frustration of being confined too long. 

The child should be praised when the desired 
results are obtained (the principle of reward for 
desired behavior). Parents should not show an- 
noyance or displeasure if the child does not void 
or have a bowel movement but should remove 
the child from the potty and let him go about 
his play. 

Results should not be expected right away. At 
first the child has no idea of why he is being 
asked to sit on the potty, but will do so since it 
seems to please mother. Gradually, sitting on 
the potty will become associated with having a 
bowel movement and voiding, and the learning 
is reinforced by mother's obvious pleasure in 
what he did. 

Parents should not scold the child or frown if 
he continues to wet his pants or bave his bowel 
movements in them. In the beginning, most 
children will come and tell mother after the fact, 
rather than before. The child should be changed 
promptly and matter-of-factly so that he associ- 
ates the comfort of being clean and dry with 
wearing pants. The unwanted behavior will be 
more easily extinguished if it is not reinforced 
with a lot of attention (the principle of extinction 
of learning by non-reinforcement). This ap- 
proach also substitutes a dgsirable behavior— 
one that achieves reward—which is a more 
effective reinforcement to learning than punish- 
ment. Some parents have been known to apply 
behavior modification theory by using tangible 
rewards, such as a cookie or other small treat. 

Each child is different. A parent may be con- 
cerned because a mother down the street, or a 
friend, has a child who is completely toilet 
trained, while her own is nowhere near it at the 
same age. Each child has his own pattern of 
physical and psychosocial growth and develop- 
ment. The nurse can reassure the mother that 
her child will get there—faster if the mother 
does not become anxious about it. The mother's 
anxiety is usually conveyed to the child. Girls 
usually seem to find the learning easier than 
boys do, and this point should be kept in mind 
by the mother of a boy whose next-door neighbor 
has a girl. 

The child's diet should include enough fluids 
so that bowel movements are soft and the child 
does not associate discomfort (from hardened 
stools or the slight burning that comes with 
concentrated urine) with having a bowel move- 
ment or voiding while sitting on the potty. 

When the child is able to go to the bathroom 
on his own, a small stool will make it easier for 
him. The little boy needs to be high enough that 
his penis is over the toilet bowl, so that he can 
direct the stream of urine into the bowl instead 
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of onto the floor. Sitting on the toilet seat with 
his feet on something solid makes defecation 
easier. Both boys and girls find the stool a help 
in getting onto most toilet seats, which are de- 
signed for adults, not children. 

Fathers, of course, have an important role in 
helping to provide a model for little boys in 
bladder training and other matters too. Most 
mothers in single parent families feel the need 
to enlist the aid of a father substitute in helping 
little boys to identify with a male role model. 

Children learn faster if they have a slightly 
older sibling whose activities they like to imi- 
tate. 

Most children have achieved control over 
bowel and bladder elimination during the day 
by the time they are between 3 and 4, but it may 
be achieved later. Night-time control is usually 
gained by the age 4 or 5, but later in some cases. 

If the child continues to have "accidents" just 
when you think he has finally achieved control, 
he should not be shamed by being put back in 
diapers. This will only cause resentment and 
hostility. He may have been just too busy playing 
to go to the bathroom, or he may have a bit of 
diarrhea that makes the urge to defecate more 
urgent than usual. A goal of the training is to 
encourage the development of self-esteem in the 
child. When a new sibling arrives on the scene, 
the child of 3 or 4 may be resentful and may 
want to be put in diapers again, because the 
baby gets all mother’s attention when his diapers 
need changing 


FACTORS AFFECTING URINARY 
FUNCTIONING 


Under conditions of good health, a number of 
factors may affect the volume of urinary output. 
and the pattern of voiding, as well as the char- 
acteristics of urine excreted. These factors 
should be taken into consideration in the nurse’s 
assessment of an individual’s urinary elimina- 
tion status. 

Urine carries away most of the body’s excess 
water. Hence, as mentioned earlier, both fluid 
intake and the amount of fluids lost through 
other routes will affect the volume and usually 
also the frequency of urinary output. 

In addition to the changes in urinary function 


that we have noted throughout the life cycle, 


there are also inborn differences in anatomical 
structure and physiological functioning. Some 
people have a larger bladder capacity than others 
or a seemingly more efficient urinary system. 
They may not, then, need to void as often as 
others. Early childhood training also plays its 
part in an individual's response to the urge tc 
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urinate. Because voiding is under voluntary con- 
trol, however, people may alter their voiding 
patterns because of situational factors such as 
the availability of toilet facilities, the pressures 
of work, mealtimes, and the like. In social situ- 
ations, women are often more reluctant to excuse 
themselves to answer nature’s call, thus contrib- 
uting to higher rates of urinary infection in 
females than in males. 

A person’s diet may affect the constituents of 
urine. A vegetarian diet, for example, will cause 
the urine to be alkaline. Drugs will sometimes 
change the appearance of urine. For example, 
Mandelamine, a urinary antiseptic, when given 
in conjunction with a sulfonamide (an anti- 
infective), will cause the urine to be turbid. 

Emotional factors may also cause urinary dis- 
turbances. Anxiety, for example, often stimu- 
lates the urge to void more frequently (as in a 
nervous person waiting in an airport for his 
plane to depart, or a student waiting for an 
examination to begin). Strong fear may cause a 
person to void involuntarily. Pain, on the other 
hand, may inhibit voiding. 

In addition to the normal factors that may 
affect urinary elimination, a number of abnormal 
conditions may cause dysfunctioning of the uri- 
nary system. 

Infection is one of the most common causes 
of urinary disturbances. Because the entire uri- 
nary system is lined with a continuous mucous 
membrane, an infection that begins in one part 
of the system can travel rapidly to all parts of 
the tract. Bacteria commonly found in the large 
intestine (Escherichia coli, for example) are 
common causes of urinary tract infection. The 
proximity of the outlets of the gastrointestinal 
and the urinary tracts contributes to this transfer. 

During infancy and childhood, urinary tract 
infections are common. These are usually 
caused by fecal organisms although other types 
of infections (such as streptococcal infections) 
may occur and give rise to serious kidney prob- 
lems. Urinary tract infection continues to be a 


pr vlem in adolescence and young adulthood, . 


particularly in women. Its frequency of occur- 
rence increases with sexual activity (a bladder 
infection sometimes called “honeymoon cysti- 
tis" or "bride cystitis’ often occurs after initial 
sexual activity in girls). Women are particularly 
prone to bladder infections because of the short- 
ness of the female urethra. Stasis of urine in the 
bladder as a result of retention is another factor 
predisposing to infections and also the for- 
mation of bladder stones. We mentioned that 
pregnant women are particularly vulnerable to 
urinary tract infections because of the predis- 
position to stasis of urine in the bladder. 


Disturbances in the circulatory system also 
can have an effect upon kidney function. Heart 
disease and diseases of the venous and arterial 
systems often interfere with the circulation of 
blood to the kidneys. Normally, 170 liters of 
blood are filtered through the adult kidneys in 
one day. From this filtration process approxi- 
mately 1 to 1.5 liters of urine are formed and 
excreted. Any disease that interferes with the 
circulation of blood through the kidney can 
result in the impairment of kidney functioning. 

Obstructions may occur in almost any part of 
the urinary tract. Most commonly they are seen 
in the pelvis of the kidney, in the ureter, and, 
in the male, in the prostatic section of the 
urethra. Blockage of the urinary tract, whether 
by a malignancy or stones, hinders the excretion 
of urine. 

Congenital problems such as structural anom- 
alies may cause blockage of the urinary tract or 
give rise to other functional problems. Many 
congenital problems are discovered in infancy 
and early childhood and surgical or other ther- 
apeutic measures taken to correct them. These 
problems are dealt with in pediatric nursing 
courses. Some anomalies, however, may not give 
rise to early signs and symptoms and may not 
cause problems until later in life (or not at all). 


_A person. with only one kidney, for example, 


may not discover this fact until an x-ray of the 
abdomen is taken for some other purpose. 

Hormone disturbances, such as those resulting 
from dysfunctioning of the adrenal or pituitary 
glands, can also have an adverse effect upon the 
kidneys. The antidiuretic hormone, aldosterone, 
and possibly norepinephrine affect the reabsorp- 
tion of fluid within the kidney tubules. 

A generalized trauma to the body, such vs 
hemorrhage, burns, or shock, or a systemic in- 
fection can also affect.the kidneys. For example, 
in severe dehydration there is a depletion in the 
amount of fluid within the body, which can 
severely disturb kidney function, even to the 
point of failure. 

Any generalized muscular disturbance can 
also affect urinary tract function. Specific dys- 
functions of the muscles of the bladder, the 
ureters, or the urethra can cause urinary prob- 
lems, such as retention of urine or poor urinary 
control. 

Neurological factors can interfere with normal 
kidney and bladder function. Drugs that depress 
the central nervous system, for example, can 
cause a loss of voluntary control over micturi- 
tion. Hence, patients under heavy sedation and 
those undergoing general anesthesia may void 
by reflex action when the bladder is full. Damage 
to the spinal cord or to the pathways that trans- 


mit impulses from the spinal cord to the brain 
may also result in the loss of voluntary control 
over voiding, as may damage to the brain itself. 


COMMON PROBLEMS 


Disturbances in urinary functioning may 
cause localized alterations in voiding patterns 
or generalized problems resulting from impair- 
ment of elimination of waste products from the 


body. 
Localized Problems 


Of the localized problems, the following are 
among those most commonly seen: urinary in- 
continence, difficulty in voiding (dysuria), pain 
or a burning sensation upon voiding, frequency, 
urgency, the need to void at night (nocturia), 
excessive output of urine (polyuria), distention 
irom urinary retention, scanty urine output, di- 
minished urinary output (oliguria), and foreign 
substances in the urine. 

Urinary incontinence, or involuntary voiding, 
is a common urinary problem among the ill. 
Sometimes there is a complete inability to con- 
trol the flow of urine and, as a result, a constant 
dribbling occurs. Not only is this demoralizing 
and embarrassing to the individual, but the urine 
can also be a source of irritation to the skin in 
the anogenital area. Urinary incontinence some- 
times occurs temporarily after an operation. It 
can also result from diseases of the nerves and 
muscles of the bladder. We mentioned that many 
middle-aged women with weakened muscles of 
the pelvic floor have difficulty retaining urine 
within the bladder, and this often leads to Stress 
incontinence, the excretion of small amounts of 
urine involuntarily with exertions such as 
coughing or laughing. 

The term dysuria refers to difficulty in voiding 
or pain on voiding and may be caused by a 
aumber of factors. It can result from a blockage 
in any part of the urinary tract, from trauma, 
from muscular abnormalities of the bladder, ure- 
zers. or urethra, from infection of the urinary 
Tact, or from psychogenic factors. In older men, 
hvpertrophy (increase in size) of the prostate 
gland, which surrounds the urethra, is a com- 
mon cause of difficulty in voiding. 

A burning (or scalding) sensation on voiding 
zay be caused by the excretion of a more highly 
:oncentrated urine than normal; it is also a 
-equent problem in people with infections of 
che urinary tract. 

Frequency—that is, voiding more often than 
usual—may be caused by very benign factors 
such as drinking an excessive amount of fluids. 
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As mentioned earlier, it is a common problem 
during pregnancy and, while inconvenient, is 
usually not indicative of serious urinary dys- 
function. Anxiety, as also noted above, can stim- 
ulate voiding and cause distressing frequency, 
at times with loss of control. On the other hand, 
frequency, particularly combined with urgency, 
is also commonly seen in people with infections 
of the urinary tract. 

Urgency, the urge to void in a hurry, is an 
embarrassing problem. Its most common cause 
is infection of the urinary tract, although it may 
also be due to the same causes that produce 
frequency. 

Having to get up from sleep in order to void 
(nocturia) may be due simply to drinking a large 
amount of fluids prior to bedtime, but it may 
also be caused by disturbed kidney functioning, 
particularly with regard to the kidney's inability 
to concentrate urine. Nocturia is not to be con- 
fused with enuresis, or bedwetting, which is a 
fairly common childhood and sleep disorder 
(see Chapter 20). 

The passage of an increased amount of urine, 
called polyuria or diuresis, can be caused by 
failure of the tubules to reabsorb water or by 
disturbances in the hormonal balance of the 
body. Certain drugs, called diuretics, are often 
given to increase urinary elimination in people 
who suffer from fluid retention; these drugs 
cause a temporary polyuria. 

Distention caused by urinary retention is an- 
other common problem. In retention, the urine 
is formed in the kidneys, but the person is 
unable to excrete it from the bladder. As a 
consequence, his bladder becomes distended 
and he feels increasingly uncomfortable. Some 
patients have retention with overflow; they void 
small amounts of urine frequently but continue - 
to have distended bladders. Urinary retention 
predisposes a person to bladder infection (cys- 
titis). D 

The passage of a lessened amount of urine 
(oliguria) can be caused by dehydration or,by 
an impairment of the circulation of blood tot;he 
kidney. A lowered efficiency of the kidney or-a 
blockage within the urinary tract can also result 
in oliguria. 

A complete absence of urine output may in- 
dicate renal anuria (suppression of urine) a 
condition in which there is an absence of urinary 
excretion from the kidneys. It usually indicates 
serious kidney impairment. If this condition is 
prolonged, toxic substances build up within the 
body and the patient eventually dies. In both 
renal anuria and urinary retention, the patient 
is unable to void. However, in urinary retention 
the urine is retained in the bladder, and the 
distended bladder can be felt on palpation of f= 
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abdomen. In renal anuria, the urine never 
reaches the bladder. 

Foreign substances in the urine may be found 
upon examination in the laboratory. Blood in 
the urine (hematuria) may be due to kidney 
damage or to infections of the urinary tract. 
Infections frequently cause the urine to contain 
pus (pyuria) or albumin (albuminuria). The 
presence of protein in the urine (proteinuria) is 
usually due either to tissue disintegration or to 
an increase in glomerular permeability. Casts, 
on the other hand, are coagulated protein from 
the lumen of the kidney tubules. Sugar in the 
urine (glycosuria) is seen when the body is 
unable to utilize all the sugar which is ingested. 


Generalized Problems 


In addition to the localized problems related 
to urinary dysfunctioning, generalized problems 
occur that affect many body systems. When there 
is severe reduction in the ability of the kidneys 
to function, the patient usually develops uremia. 
This condition may result from trauma or infec- 
tion, for example, or because of a chronic kidney 
disorder. The impairment in renal functioning 
has several effects on the body, in addition to a 
lessened amount of “urine excretion (oliguria), 
which progresses (if not checked) to complete 
urine suppression (anuria). Water is retained, 
and there is a resultant edema of body tissues. 
The acid-base balance is disturbed, and the pa- 
tient may develop acidosis owing to failure of 
the kidneys to remove the acidic products of 
metabolism. Potassium excretion is impaired, 
with a resulting high concentration of potassium 
in body fluids. This may give rise to neuromus- 
cular irritability, as evidenced by an irregular 
pulse, for example. There is usually retention of 
the nonprotein nitrogenous waste products of 
metabolism as well, particularly of urea, whence 
the condition derived its name. 

Thus, there are significant changes in blood 
chemistry. The concentration of urea in the 
blood (blood urea nitrogen, or BUN) may be 
increased from a normal value of 15 to 25 mg. 
per 100 ml. to as much as 200 mg. per 100 ml. 
in severe cases of uremia. Similarly, the blood 
creatinine level may rise from a normal value of 
1.2 mg. per 100 ml. to 13 mg. per 100 ml. The 
extent of the increase in blood levels of these 
substances provides an indication of the severity 
of the kidney impairment. 

Other problems may also accompany impaired 
kidney functioning as a result of the body's 
attempts to rid itself of wastes normally excreted 
in the urine by utilizing other channels. Perspir- 
ation is increased and deposits of salts may 


accumulate on the skin (urea frost); the skin 
becomes pale and powdery, and the patient may 
have problems such as itching (pruritus) and an 
offensive odor on the skin due to the urea 
deposits. 

When the kidneys are inhibited in the elimi- 
nation of excess acid from the body, the lungs 
attempt to compensate for this; there are respi- 
ratory changes involving the character and depth 
of respirations. The respirations become deeper. 
the rate of respirations increases, and sometimes 
the patient's breath has the odor of urine. 


ASSESSMENT 


In assessing the patient's urinary elimination. 
the nurse needs information about the patient's 
usual voiding pattern (bladder habits) and anv 
deviations from the normal that he is having at 
the time of admission to the health agency. She 
considers these in terms of the patient's age, his 
usual food and fluid intake, and disturbances 
that he has now with regard to taking sufficient 
food and fluids to maintain optimal urinary 
functioning. 

She takes into consideration the patient's 
mental status: Is he confused? What is his level 
of consciousness? She also considers the possi- 
bility of potential or actual sourcés of anxiety 
he may have, which might cause or contribute 
to disturbances in urinary functioning. 

Most of this information will be available from 
the nursing history and the clinical appraisal. In 
addition, the nurse needs to be aware of the 
nature if the patient's health problem(s) (if iden- 
tified), and the physician's diagnostic and ther- 
apeutic plans of care for the patient. If diagnostic 
tests or examinations have been carried out, the 
nurse will find these reports very helpful'in her 
assessment of the patient. Information from 
these sources is supplemented by the subjective 
and objective data she gathers in her observa- 
tions. 


Subjective Observations 


People who have urinary problems are usually 
considerably distressed; their symptoms are 
often uncomfortable, sometimes inconvenient, 
and occasionally embarrassing. Often people are 
reluctant to talk about their urinary problems, 
and they may need encouragement in order to 
verbalize them. It is important to minimize the 
individual's feelings of embarrassment by en- 
suring privacy and a quiet place for discussion. 

The patient may describe sensations of pain 
related to voiding, for example, or he may have 


noted "disturbances in the normal pattern of 
voiding. The patient may be distressed by fre- 
quency or urgency in the need to void, or con- 
versely, he may find micturition difficult. Pa- 
tients are usually aware, too, of changes in the 
amount of urine. When there is either suppres- 
sion of urine formation in the kidneys or reten- 
tion of urine in the bladder, the amount of urine 
voided may be small. On the other hand, in 
some types of disease conditions, there may be 
copious amounts of urine formed and excreted. 
Some patients find that their sleep is disturbed 
because of the need to urinate. The patient may 
also be the first to notice abnormalities such as 
the presence of blood or pus in the urine. 


Objective Observations 


The nurse also makes specific observations 
from which she gathers objective data. The char- 
acteristics of the patient's urine (color, odor, 
consistency, amount, and the presence of abnor- 
mal constituents) are observed; these should be 
checked against the normal ones. If the urine is 
lighter than normal in color, this may be due to 
either an abnormally high intake of fluids or'a 
diminution of the concentrating power of the 
kidneys. A dark, brownish color usually indi- 
cates a more concentrated urine. Urine may also 
be almost orange in color in some conditions 
owing to the presence of bile salts. Drugs may 
also change the color of the urine. Urine some- 
times has a sweetish odor, often described as 
"fruity," which is characteristic of the presence 
of acetone. Blood in the urine may be observed 
as bright red, or the urine may be smoky in 
color. Another abnormal constituent which may 
be noted by visual observation is pus, which 
often gives a cloudy appearance to the urine. 

The nurse should also note carefully the pa- 
tient's intake and output and relate these to her 
other observations about the patient's voiding 
pattern and the characteristics of the urine. Uri- 
nary retention, for example, can be identified by 
checking the amount and frequency of voiding. 
If the patient voids 30 to 50 ml. of urine every 
1 to 2 hours, he is probably retaining urine. In 
addition, a distended bladder can often be pal- 
pated. With the patient in the dorsal recumbent 
position, palpation just above the symphysis 
pubis reveals a firm distention, and percussion 
with the fingers causes the dull sound indicative 
of a full bladder. 

In addition, the nurse should be alert to man- 
ifestations of generalized problems in relation to 
urinary dysfunctioning as they have been de- 
scribed in the preceding section. 

One of the primary responsibilities of the 
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nurse in caring for patients with urinary prob- 
lems is assessment and recording of pertinent 
observations. The early detection of edema, of 
changes in the pigmentation of the skin, or of 
signs of central nervous system or neuromus- 
cular dysfunction can contribute significantly to 
the total plan of care for the patient. __ 

An important part of the assessment includes 
taking exact measurements of the patient's fluid 
intake and output. These fluids are usually 
measured in milliliters and recorded on a fluid 
balance sheet on the patient's chart. Occasion- 
ally it is also necessary to record the amount of 
fluid ingested as a part of the patient's food and 
the amount lost in perspiration and feces, but 
these are rare situations. Normally fluid output 
includes all liquid drainage (for example, gastric 
suction, vomitus, bleeding, or diarrhea) and ur- 
ine excretion. 


Diagnostic Examinations 


Tests are performed on urine to evaluate kid- 
ney function. Some tests indicate the rate of 
glomerular filtration, tubular reabsorption, and 
excretion by the kidneys. 

A routine urinalysis is probably the most 
common urine examination. It includes micro- 
scopic examination and tests of pH, specific 
gravity, albumin, and sugar. 


Urine Test Normal Results 

pH 4.8 to 8.0 

Specific gravity 1.003 to 1.030 

Albumin Negative 

Sugar Negative 

Microscopic (Female) few red blood cells; 
examination few casts 


Straw to light amber in color 


Blood in urine may be obvious or hidden. 
Laboratory tests can detect red blood cells and. 
dissolved hemoglobin (hemoglobinuria). » 

Nurses are frequently called upon in the clin- 
ical areas to perform some of the more routine 
laboratory tests on urine. Thus, a nurse may be 
requested to carry out a test for specific gravity 
or to test the patient's urine for the presence of 
sugar or acetone. 

Tests of renal function include the concentra- 
tion and dilution tests, and the tests for specific 
chemicals such as creatinine, urea, and non- 
protein nitrogen. Generally speaking, most of 
these tests have special requirements for the 
food and fluid intake of the patient, the hours 
when urine specimens are to be collected, and, 
perhaps, definite times when blood specimens 
are to be collected. For some tests, a 24-hour 
urinary output must be collected. It is important 
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RETURN TO NURSING UNIT 


A sample laboratory urinalysis report form. (Courtesy of Vancouver General Hospital.) 


ihat the patient understand what he should do 


to prepare for these tests and how he can help’ 


with them. 
Urine cultur are done to determine the pres- 


ence of pathogenic microorganisms. A catheter ^ 
specimen may be required for culture, but usu- . 


ally a midstream specimen will suffice. Urine is 
normally sterile, i 


This nurse is checking the sugar content In her patient's 
urine by comparing its colar to the color chart provided 
in a Clinitest sec (See Appendix Il for detailed instruc- 
tions.) 


When a midstream specimen from the male 
patient is needed, the patient cleanses the uri- 
nary meatus with an antiseptic solution. He 
voids some urine, which is discarded, and then 
collects the midstream urine in a sterile con- 
tainer. The remainder of the stream is also dis- 
carded. 

Obtaining a midstream specimen from a fe- 
male patient is more difficult. The labia and 
vestibule should be thoroughly cleased with 
soap and water or antiseptic solution. If soap is 
used, it must be rinsed off. The patient then 
voids. The first part of the stream is discarded, 
the midstream specimen is caught in a sterile 
container, and the remainder of the urine is also 
discarded. Most female patients find it easier to 
obtain this specimen when the toilet is used for 
discarded urine. For some tests a 24-hour sample 
of urine is used. The first urine voided in the 
morning is usually discarded and collection be- 
gins with the next urine voided. All urine voided 
during the subsequent 24 hours is collected 
(including the first urine of the following morn- 
ing) in one large container. Disposable cardboard 
containers are frequently used these days,.al- 
though a large gallon glass container serves the 
purpose as well. Urine must be stored properly 
during the 24 hours. 

Some blood tests are also indicative of kidney 
function. The non-protein nitrogen (NPN) ,test 
measures the ability of the kidney to remove 
urea, creatine, and so forth, from the blood. The 
blood urea nitrogen (BUN) test is a more sensi-. 


tive test of kidney function. For each of these 
tests, 5 ml. of venous blood is collected. 

There are many examinations of the urinary 
tract. A cystoscopy is the examination of a pa- 
tient's bladder with a lighted instrument which 
is inserted up the urethra. The intravenous pye- 
logram and retrograde pyelogram outline the 
pelvis, calices, urethers, and urinary bladder by 
means of a contrast medium which is visible on 
x-ray. 


PRIORITIES FOR NURSING ACTION 


If the patient has a problem that causes inter- 
ference with the excretion of urine from the 
bladder, it is important that he be watched for 
signs of urine retention. Although some adult 
bladders have been known to hold up to 3000 
to 4000 ml. of fluid, not all bladders will contain 
this quantity, and there is a danger of rupture 
when the bladder content is considerably below 
this point. The early detection of urinary reten- 
tion is therefore vitally important. It should be 
reported promptly so that appropriate medical 
or nursing intervention can be started. Fre- 
quently, it is left up to the nurse to initiate 
action; that is, the physician may leave an order 
for catheterization as necessary. When needed, 
it should be done promptly. À patient should 
never be left with a distended bladder. 

When a patient has an impairment in kidney 
functioning, the body's ability to eliminate the 
nitrogenous waste products of protein metabo- 
lism is decreased. The accumulation of these 
waste products within the body constitutes a 
serious threat to the patient's life. One of the 
most important aspects of nursing care for pa- 
tients with urinary problems is the constant 
monitoring of fluid intake and output. If there is 
a decrease in fluid loss below the levels consid- 
ered safe, this fact should be reported promptly 
so that appropriate therapy can be instituted. In 
assessing the safety levels for the patient, the 
nurse is guided by the physician's estimate for 
this particular patient, but it is helpful for her 
to remember that the normal urine output in an 
adult is approximately 1000 to 1500 ml. per day. 
An output of less than 25 ml. per hour (600 ml. 
in a 24-hour period) is considered inadequate 
for a normal adult. 


^ 


GOALS FOR NURSING ACTION 


The basic goals for nursing action in helping 
patients with their needs for urinary elimination 
are: 
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1. Maintenance of normal urinary elimination 

2. Re-establishment of a normal voiding pat- 
tern 

3. Facilitation of elimination of urine from 
the bladder 

4. Assisting with measures to reduce the 
workload of the kidneys in patients with im- 
paired urinary functioning 

5. Assisting with measures to minimize the 
effects of impaired urinary functioning on the 
body 


One of the most important nursing responsi- 
bilities in the care of people who are ill is 
helping them to meet their very basic elimina- 
tion needs, both to void and to have bowel 
movements. In caring for people who are having 
problems in urinary elimination, the urgent need 
to void is often a very. distressing accompani- 
ment to other problems. The nurse's prompt 
attention to their needs and sympathetic under- 
standing of their distress can go a long way 
towards relieving both their physical and mental 
discomfort. 


SPECIFIC NURSING INTERVENTIONS 


Measures to Maintain Normal Urinary 
Elimination 


People who are ambulatory can take care of 
their elimination needs by using bathroom facil- 
ities. Often sick patients need the nurse's help 
to get to the bathroom and to use the facilities. 
Many hospitals and other inpatient facilities are 
equipped with specially constructed toilets, 
washbasins, and supportive bars to help patients 
who find the use of ordinary bathroom equip- 
ment difficult. Measures the nurses uses to assist 
the patient in getting out of bed, in walking, and 
in sitting on the toilet seat are described in 
Chapter 23. 

The ill person, however, is often confined to 
bed and must use the bedpan or the urinal for 
elimination purposes. Women patients use the 
bedpan for both urination and defecation. Male 
patients need the bedpan for defecation and the 
urinal for voiding. Having to use these articles 
for such a basic need is embarrassing for most 
people, and the nurse does everything possible 
to assure the patient's privacy, to avoid unnec- 
essary exposure of bodily parts that are consid- 
ered by most people to be very private, and to 
make the procedure as safe and as comfortable 
as possible for the patient, both physically and 
psychologically. 

To ensure privacy, the curtains are drawn 
around the patient's bed, or the door of a private 
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PRINCIPLES RELEVANT TO URINARY ELIMINATION m 


1. Most of the nitrogenous wastes of cellular metabolism are eliminated by the 


kidneys. 


2. The kidneys play an important role in maintaining the fluid and electrolyte 


balance of the body. 


3. The suppression of urine formation in the kidneys threatens the life of an 


Individual. 


4. The kidneys normally mature to full functioning ability by the end of the first 


year of life. 


5. The necessary neuromuscular structures for voluntary control of voiding are 
not usually sufficiently developed untii the age of 2 to 3 years. 
6. Loss of voluntary control over voiding is a serious threat to an individual's 


self-esteem. 


7. The average adult voids 1000 to 1500 ml. of urine In a 24-hour period; the 
average school age child volds up to 1000 ml. in 24 hours. 

8. A larger proportion of body weight in children is composed of fluids. 

9. Awareness of the need to vold normally occurs In the adult when the bladder 


contains 300 to 500 ml. of urine. 


10. The lining of the urinary tract consists of a continuous layer of mucous 


membrane. 


11. The intimate anatomical relationship between the urinary and reproductive 
tracts makes urinary functioning a sensitive topic for most people. 

12. The location of the urinary meatus in close proximity to the anus and to the 
external sex organs makes the urinary tract vulnerable to infection from these 


13. Urinary output of less than 25 ml. per hour (600 ml. In a 24-hour period is 


considered inadequate for adults. 


room is closed. If the patient can use the bedpan 
or urinal himself, the nurse may wait outside 
the curtain or door if she feels the patients might 
need assistance. Otherwise, she places the pa- 
tient's call signal within easy reach for him. 

Unnecessary exposure can be avoided by fold- 
ing back one corner of the bedcovers for easy 
insertion of the pan or urinal. Methods of as- 
sisting the helpless or semi-helpless patient onto 
a bedpan are described in Chapter 23. Other 
measures for aiding the patient in using a bed- 
pan are discussed in Chapter 16. 

The procedure can be made as comfortable as 
possible for the patient by using the proper 
equipment and handling it competently. Assist- 
ance is given to the patient as needed, e.g., 
cleansing the perineal area. Male patients, how- 
ever, do not usually need cleansing after using 
the urinal, since the urine does not normally 
dribble onto the skin. The nurse provides the 
patient with the means for washing his hands 
after he has finished. The entire procedure 
should be handled in a matter-of-fact manner. 
Since the bedpan is extremely uncomfortable to 
use, the patient should never be left on it any 
longer than necessary. Thus, the call signal must 
be answered promptly. 


In the sick person, urine may contain harmft 
microorganisms. To prevent cross-infection, 
separate bedpan and urinal are kept for eac 
patient's use in almost all agencies today. The 
are stored in the patient's bedside locker, in a 
adjoining bathroom, or, in some agencies, in 
separate room on the nursing unit. 

Metal bedpans and urinals usually becom 
cold when they are stored, so they need to b 
warmed before being used. Rinsing them wit 
warm water helps to eliminate this problem an 
lessens the patient's discomfort. The nurse 
hands should also be warmed if they are comin 
in contact with the patient's skin. Recently, mo: 
agencies are using disposable equipment that i 
used for one patient only, and then discarde 
If this is not the case, or if there is multip! 
usage, the equipment must be sterilized afte 
every use. ; 

The nurse helps to prevent infection in tb 
patient, herself, and other patients and worke: 
by washing her hands before and after assistin 
patients. The patient should always be provide 
with the opportunity to wash his hands afte 
using these articles (as he would at home aft 
voiding). i 

The male urinal was designed to fit over tk 


A male urinal. (From Rambo, B. J., and Wood, L. A: 
Nursing Skills for Clinical Practice. 3rd ed. Philadelphia, 
W. B. Saunders Company, 1982, Vol. 2.) 


patient's penis so that urine could be excreted 
without spillage. It has a handle for convenience 
(specially designed urinals are available for pa- 
tients who have the use of only one hand) and 
it is usually flat on either one side or the bottom 
so that it can be set down on a flat surface after 
use without the contents spilling. 

The patient can use the urinal when in the 
supine position, the lateral position (either side), 
or Fowler's position, or when standing at the 
side of the bed. If at all possible, patients prefer 
to use the urinal without help, particularly if 
the nurse or other attendant is female. He some- 
times needs the nurse's help, however, and this 
should be given without embarrassment and 
treated as any other procedure with which the 
patient needs help. 

The patient should be exposed only as much 
as necessary. The patient's legs are separated 
sufficiently to allow the’ urinal to be placed 
between them. Holding the urinal with one 
hand, the nurse gently inserts the penis into the 
urinal sufficiently far to prevent urine from leak- 
ing out onto the bedclothes or the patient's skin. 
The nurse holds the urinal in place if the patient 
cannot do so. 

A female urinal may be used for some patients. 
It is similar in design to the male urinal, but has 
a long, wide top, shaped like a spout. The patient 
may stand at the side of the bed to use this 
article, sit on the edge of the bed, or sit in bed. 
If necessary, it may be used when the patient is 
in a side-lying position. Because of its shape, 
the spout must be in contact with the patient's 
skin or urine will leak out. The spout end should 
point towards the rectum and the handle should 
be on top so that it can be easily grasped. 

If the patient is on measured intake and out- 
put, the contents of the bedpan or urinal are 
examined and urine measured before they are 
disposed of in the toilet (in rooms with adjoining 
bathrooms) or in the hopper, if this system is 
used in the agency. 
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Measures to Assist in the 
Re-establishment of a Normal Voiding 
Pattern 


Some patients with urinary problems have 
difficulty in voiding; others may suffer from 
urinary incontinence. For those patients whose 
ability to control voiding has been lessened, the 
nurse can often assist them to train their blad- 
ders to function at regular and predictable times. 
For the nurse to be able to assist the patient in 
this, she should know his normal pattern of 
voiding. What are the times when he voids and 
when is he usually dry? 

The patient is encouraged to assume as natural 
a position as possible for voiding and to void at 
regular times, preferably at his normal voiding 
periods. There is considerable debate whether 
the effort involved in getting on and off the 
bedpan exceeds that involved in getting out of 
bed and using a commode. Many women pa- 
tients find it easier to void when they use a 
bedside commode, and male patients find it 
easier if they stand at the side of the bed to use 
a urinal. If permissible, these measures often 
help the patient in regaining a normal pattern of 
voiding. 

The patient can be assisted to void by the 
various means just described. In addition to 
those already mentioned, digital pressure at the 
side of the urinary meatus or a circular move- 
ment over the bladder can often stimulate uri- 
nation. If the patient has had a catheter in place 
over a period of time, he will need to have it 
clamped for intervals of 2 to 3 hours in order to 
increase the muscle tone before bladder training 
is initiated. The patient can expect accidents 
during a bladder training regimen; nevertheless, 
many people do develop a regular voiding pat- 
tern. 

It has already been mentioned that the patient 


A female urinal (From Wood, L. A, and Rambo, B. J.: 
Nursing Skills for Allied Health Services. 2nd ed. Phila- 
delphia, W. B. Saunders Company, 1977.) 
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should be encouraged to void as soon as he feels 
the urge to do so. The importance of having 
nursing personnel answer the patient's call sig- 
nal promptly cannot be overemphasized. The 
patient should not be kept waiting or allowed to 
become incontinent because his request for a 
bedpan or a urinal went unheeded. 

If an accident does occur, the patient's bed- 
ding should be changed at once. If it is not 
allowed to stay wet this has the psychological 
advantage of encouraging the patient to keep his 
bed dry. Changing wet linen also helps to pre- 
vent skin irritation and the development of un- 
pleasant odors. 

In a bladder retraining program, it is essential 


that the patient have an adequate intake of fluids . 


to stimulate the secretion of sufficient urine to 
distend the bladder enough so that the micturi- 
tion reflex is initiated at regular times. The 
provision of fluids at regular intervals helps to 
ensure an adequate intake; under normal cir- 
cumstances, a minimum of 2000 ml. per day has 
been suggested, although 3000 ml. or more is 
preferred if the patient can tolerate a larger 
amount. 

Patients on a bladder retraining regimen have 
much need for both physical and emotional 
support. They usually require physical assist- 
ance from nursing personnel when they need to 
use a bedpan, commode, or toilet. The depend- 
ence on others and the lack of control over such 
a basic function as voiding can be very distress- 
ing to the patient. Since both the patient and his 
family will probably need help, the nurse must 
understand the meaning that urinary problems 
have for them. Sympathy, tolerance, and pa- 
tience are all required of the nurse in helping 
patients with urinary problems. 


Retraining for Bowel and Bladder 
Control 


Incontinence of both urine and feces is a 
common problem for people who have had 
spinal injuries. It is an altogether too common 
problem among the elderly who are in nursing 
homes and other extended care facilities. In the 
older person, incontinence may be the result of 
a stroke or other health problem that damages 
integrity of the neuromuscular structures in- 
volved in voluntary control of voiding and def- 
ecation. Or, the incontinence may be due to 
diminishing strength of the muscles of bladder 
and bowels and the respective sphincters con- 
trolling elimination. Nursing personnel in long- 
term care facilities spend countless hours and 
expend considerable energy changing bed linen 
and the clothes of incontinent patients. Yet nu- 
merous programs have demonstrated that a good 


bladder and bowel retraining program can effec- 
tively resolve the problem for many people, and 
minimize it for others. 

The key to effective retraining is consistency 
over different times of the day or night and over 
the days of the week. A program that is carried 
out on the day shift Monday to Friday but not 
followed through at night or on the weekends 
and holidays is not likely to succeed. There may 
be less staff on at these times, but it is important 
to get the priorities in order. The program must 
have the wholehearted support of all staff in- 
volved in caring for the patient—and the pa- 
tient's cooperation—to be effective. 

Retraining, like the toilet training of children. 
is a learning process. It takes a long time for 
people in whom the voluntary control has been 
lost for a long period of time. It usually takes 
weeks, and may take months, but it is well worth 
the effort. Success is very rewarding for both the 
patient and the nursing staff. 

It is important that the nurse and other per- 
sonnel who are working with the patient in 
establishing the program know the patient well 
and have a good working relationship with him. 
This helps to lessen anxiety for the patient and 
the embarrassment of the lapses into inconti- 
nence that do occur. Because it is the patient 
who is learning to regain control, his coopera- 


tion is most important to the success of the 


program. Nursing personnel are there to help in 
the learning process. 

Only positive reinforcement should be 
given—the individual is very sensitive to any 
sign of displeasure on the part of staff. Punish- 
ment by look, gesture, or words will only result 
in more frequent incontinence, and should never 
be used.’ . 

A program that may be used for people in 
whom the incontinence has a physiological basis 
and one for an individual whose urinary incon- 
tinence has a psychological cause are shown in 
the table on page 317. 


Measures to Facilitate the Elimination of 
Urine From the Bladder 


Maintenance of adequate urinary elimination 
is important to physiological functioning. For 
the patient who has difficulty in voiding, there 
are certain nursing measures that can be pro- 
vided to assist him. In addition to urinary cath- 
eterization, which is carried out as ordered by 
the physician, there are also measures to stim- 
ulate the act of voiding. Some ways in which 
this is done are: 


1. ‘Helping the patient to assume a natural 
position for voiding 


RETRAINING FOR BLADDER CONTROL 


Example programme for an individual whose urinary in- 
continence has a physiological cause: 


1. Observe and record every incidence and time of inconti- 
nence, over a 24 hour period each day for 4—5 days 
(minimum). Graph this baseline data. Check for pattern 
in graph. (This may save a great deal of time and frustra- 
tion when setting up interval scheduling for the retraining 
programme.) 

2. The programme is set up on a 24 hour basis, regardless 
of how many times the patient must be aroused at night. 
Consistency is imperative. 

3. Establish the interval schedule—q 1 h is a cóómmon one 
with which to start. 

4. An accurate 24 hour record of fluid intake and output is 
kept, with the time as well as amount recorded. 

5. On every hour help the patient into an upright sitting or 
standing position (if possible) making sure that strict 
privacy is afforded. Manual expression of the bladder is 
used if necessary. The patient should be táught this 
technique since he will be responsible for doing it and it 
allows him some measure of independence. Use a com- 
mode or toilet when possible since most people have 
difficulty using a bedpan. 

6. Allow the patient to assist with this procedure as much 
as possible within his capability, i.e., record keeping, 
cleaning himself, etc. ' 

. Use positive verbal reinforcement after each successful 
attempt and encouragement when “the attempt is not 
successful. 


` 


Example programme for an individual whose urinary in- 
continence has a psychological cause: 


1. Set up an interval schedule using your baseline, as 
derived in step 1 above. For children this is done, at first, 
only for the waking hours. 

2. Record fluid intake and output (with time indicated) 
accurately. 

3. Carefully select a consumable reinforcement for the in- 
dividual. This is always paired with verbal praise. Juice 
is excellent since it increases the incidence for relearning 
to take place. 

. Each time the person is successful immediately reinforce. 

. When incontinence occurs the individual should clean 
himself if possible, otherwise the nurse can do this with 
as little attention as possible. 

6. When the frequency of incontinence decreases the con- 
sumable reinforcement is decreased gradually but the 
verbal praise is continued until incontinence is extin- 
guished. 

Note: It is imperative that no attention, or as little attention 

as possible, is given for incontinence since it will 
raise the frequency of the behaviour. 


Modified from McEachern, J.: Retraining Bowel and/or 
Bladder. Surrey, British Colurnbia, paper prepared for Doug- 
las College Nursing Programme, 1975. 


Ut de 


2. Providing a commode or, preferably, as- 
sisting the patient to the bathroom if this is 
possible (male patients frequently find it easier 
to void when they are standing rather than 
sitting or lying down) 

3. Running water within the patient's hearing 

4. Providing water in which he can dangle 
his fingers 

5. Providing privacy and setting aside a time 
ior voiding 
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6. Providing a warm bedpan or urinal 

7. Applying a warm hot water bottle to the 
patient’s lower abdomen (this may require a 
doctor's order) 

8. Pouring warm water over the perineum (the 
water must be measured) 

9. Relieving pain 


It has long been accepted that warmth applied 
to the bladder and perineal areas will help to 
relax the muscles used in voiding and therefore 
facilitate this process. 

There is always the possibility of introducing 
an infection into the urinary tract when cather- 
ization is done. Hence the procedure is being 
carried out less often than it was formerly. Un- 
less the physician has expressly ordered the 
insertion of a urinary catheter, alternative meas- 
ures are tried before catheterization is consid- 
ered. 

Patients who cannot void or those who void 
without control are usually embarrassed as well 
as anxious. The nurse can offer support by 
providing explanations of the reason for the 
problem. The patient should be encouraged to 
respond to the urge for voiding promptly, rather 
than waiting. It is important, in this regard, for 
the nurse to answer the patient's call signal 
promptly so that the patient is not kept waiting 
for a urinal or a bedpan. At no time should the 
nurse show impatience or a lack of understand- 
ing of the patient's distress. 


Urinary Catheterization of the Female Pa- 
tient. A urinary catheterization is the introduc- 
tion of a narrow tube, called a urinary catheter, 
through the urethra into the bladder in order to 
remove urine. It is ordered by the physician, 
although it is usually carried out by a female 
nurse for the female patient and by a male nurse, 
an orderly, or the physician for the male patient. 
This does not mean, however, that a female 
nurse might not find it necessary to catheterize 
a male patient on occasion. 

The purpose of urinary catheterization may be 
to obtain a sterile urine specimen for laboratory 
examination or to empty a patient's bladder 
preoperatively so that the danger of incising the 
bladder is lessened. A urinary catheterization is 
also ordered postoperatively for a patient who 
is unable to void. Normally the act of voiding is 
a spinal cord reflex subject to voluntary control 
by the cerebrum. After surgery, however, some 
patients have difficulty in voiding. This is par- 
ticularly true when anxiety is mediated through 
the hypothalamus and the sympathetic nervous 
system to the nerves that supply the bladder 
muscles. 

Another reason for a urinary catheterizatioc 
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is to insert a retention or indwelling catheter in 
order to prevent uncontrollable voiding or void- 
ing upon an operative area. A patient who has 
surgery on her perineum will probably have an 
indwelling catheter inserted postoperatively in 
order to prevent the urine from irritating the 
operative area. 


Equipment. A catheter is a hollow tube made 
of rubber, plastic, glass, metal, or silk. Plastic 
catheters are becoming increasingly popular. 
Catheters are graded in size according to the 
French scale; No. 14 and No. 16 catheters are 
commonly used for the catheterization of the 
adult female patient. The larger the number, the 
larger is the lumen of the catheter. It is, of course, 
safest to use the correct size of catheter for each 
patient, but should the nurse be unsure about 
which size to. use, she should use a smaller size 
in order not to harm the mucous membrane of 
the urethra or to cause the patient discomfort. 
The larger the lumen of the catheter, the more 
quickly will urine flow from the bladder, but 
usually this is not of great importance unless 
the patient's bladder is greatly distended. In any 
case, a clamp can be used to regulate the flow 
of urine according te-the physician's order. 

There are many kinds of catheters available. 
Retention or indwelling catheters are inserted 
into the patient's bladder and are kept in place 
by an inflated balloon or a rubber ring that is 
larger than the bladder orifice. These catheters 
may have a single lumen, as in the mushroom 
catheter, a double lumen, or even a triple lumen, 
as in the Foley-Alcock catheter. The latter type 
of catheter is used for continuous irrigations, in 
which the fluid flows continuously up one lu- 
men to the bladder and down a second lumen 
into a receptacle. The third lumen is connected 
to the inflated balloon that keeps the catheter in 
place. A straight catheter is usually used when 
the purpose of the catheterization is to remove 
urine rather than to have the patient retain the 
catheter. 

The equipment for a urinary catheterization 
should be sterile. Because the mucous mem- 
brane lining the urinary tract is continuous and 
because the warm mucous membrane is a likely 
place for the propagation of bacteria, an aseptic 
technique is carried out throughout the entire 
catheterization procedure. Disposable, prepack- 
aged catheterization sets are available, but if 
these are not used, the set that is to be used is 
checked to make sure that it is sterile. 

A catheterization set contains, at a minimum, 
the catheter, a receptacle for the urine, and 
materials for cleansing the labia and urinary 
meatus of the patient. Some agencies suggest 
that the nurse use sterile rubber gloves during 
the catheterization procedure, whereas others 


suggest that sterile forceps may be used for the 
insertion of the catheter. In either case it is 
important that the catheter remain sterile during 
its insertion up the urethra into the patient's 
bladder. 

The nurse needs to have a good light in order 
to visualize the urinary meatus and preven: 
contamination. Either an extension lamp or an 
extendable lamp can be used to illuminate the 
perineal area. 

Since urinary catheterization can be an em- 
barrassing measure, it is important that the nurse 
protect the patient from unneccessary exposure. 
The positions that are most often used for the 
catheterization are the dorsal recumbent anc 
lithotomy positions, although some authorities 
advocate a side-lying position with the patient's 
knees flexed and the upper leg higher than the 
lower. Once the patient assumes the positior 
that is to be used, she is covered with drapes ir 
such a way that her legs and body are adequatelx 
covered. Then only the perineal area is exposed. 
In her explanation to the patient, the nurse 
assures her that the catheterization is usually 
painless but that the patient may experience. è 
feeling of pressure and of wanting to urinate 
because the catheter irritates the urethra. Dis- 
comfort is minimized if the patient is relaxed. 


Preparation of the Patient. In explaining « 
urinary catheterization, the nurse must be 
guided by the needs of the patient. Some pa- 
tients want a detailed explanation; others simply 
want assurance that it is a painless measure. 
From inexperience many patients want to know 
whether it will hurt, how long it will take, anc 
where the tube goes. The nurse should rarely 
assume a knowledge of anatomy on the patient's 
part; indeed, she may be surprised at some o: 
the beliefs people have. That sterile technique 
is maintained is important to the patient's safety. 
but the patient probably has little awareness o: 
this. 

If the patient needs a retention catheter, she 
probably requires reassurance that she will be 
able to move about freely in bed and, very often. 
will still be able to get out of bed. The length o: 
time a retention catheter remains in place de 
pends upon the reason for its insertion; the 
physician determines when it is to be removed. 
Points that can prove helpful to the patient witk 
a retention catheter are: 


1. Usually the patient should drink a large 
amount of fluid, approximately 3000 ml. per dax 

2. The patient may move freely in bed ; 

3. The patient should not lie on the catheter 
tubing 

4. It is normal to have a feeling of wanting tc 
void for a while while the catheter is in place 


After the patient has been properly draped, a 
sterile towel is placed between the patient's legs 
to make it easier to maintain sterile technique. 
The receptacle for the urine is then placed on 
the towel near the urinary meatus. This recep- 
tacle should be lower than the patient's bladder 
so that the urine will flow easily from the blad- 
der to the receptacle by the force of gravity. All 
the equipment is placed conveniently. 


Cleansing the Perineal Area. Trauma to the 
mucous mernbrane of the urinary tract and the 
admission of bacteria to the urinary tract can 
result in a local or a generalized infection. There- 
fore, the patient's perineal area is cleansed thor- 
oughly. There are many different ways suggested 
to do this; soap and water and a variety of 
antiseptics are used. Regardless of the method 
used, the patient's labia must be as clean as 
possible, and the urinary meatus as free from 
bacteria as possible. 

The following are guides to cleansing the 
perineal area: 


- 


1. If the area is obviously soiled wash with 
soap and water and then dry; all soap is carefully 
removed, because it can inactivate some disin- 
fectants 

2. Use a mild, nonirritating disinfectant 

3. Use each swab just once, cleansing from 
the cleanest area (near the symphysis pubis) 
toward the most contaminated area (near the 
rectum) 

4. Cleanse the outer labia, the inner labia, and 
then the vestibule of the perineum; a minimum 
of five sponges is needed. 

5. Once the vestibule has been cleansed, the 
labia must not touch it until the catheter has 
been inserted. It is necessary to keep the labia 
separated with the fingers for adequate visual- 
ization and to prevent unwanted contamination 
of the catheter. 
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Insertion of the Catheter. The catheter used 
in a urinary catheterization should be smooth 
so that it will not damage the mucous membrane 
of the urethra. In order to facilitate the passage 
of the catheter up the urethra, a water soluble 
lubricant is used. The lubricant is applied to the 
catheter prior to its insertion into the urethra. 

With sterile forceps, sterile gloves, or sterile 
gauze, the urinary catheter is picked up approx- 
imately 10 cm. (4 inches) from the tip and 
inserted gently into the urethra. The catheter 
should be inserted 3 to 5 cm. (1% to 2 inches) into 
the urethra—that is, the distance from the uri- 
nary meatus to the bladder. If any resistance is 
‘met during the passage of the catheter, it is 
withdrawn and the situation is reported to the 
physician. 

The other end of the catheter lies in the sterile 
receptacle between the patient’s legs and is held 
in place until the patient’s bladder is empty or 
until the urine specimen has been obtained. If 
the patient has a large amount of retained urine, 
the distended bladder should be emptied grad- 
ually. Not all fluid should be drained off at once 
or there is danger of decompressing the bladder 
too quickly. The sudden release from pressure 
may result in injury to the organ itself or may 
cause a generalized reaction within the body, 
characterized by chills, an elevated temperature, 
and, occasionally, shock. These complications 
can be avoided by clamping off the catheter at 
intervals to allow time for the bladder to adjust 
to the changes in pressure caused by withdraw- 
ing the urine from it. Once the urine has been 
obtained, the catheter is pinched and withdrawn 
slowly. The patient is assisted with drying the 
perineal area and assuming a comfortable posi- 
tion before the equipment is removed. 

A description of the urine is recorded. This 
includes the amount, the color, the clarity, and 
any unusual characteristics. If the urine has an 
unusual odor, if the nurse encountered any dif- 
ficulty during the urinary catheterization, or if 
the patient experienced any unusual discomfort, 
these observations are also recorded. 


Urinary Catheterization of the Male Pa- 
tient. Usually this measure is carried out by a 
male nurse or nursing orderly, however, on 
occasion a female nurse may have to catheterize 
a male patient (and vice versa). This can be 
particularly embarrassing to the patient, but he 
will be helped by an understanding, competent 
manner on the part of the nurse. The equipment 
that is necessary is similar to that used for a 
female urinary catheterization. The use of sterile 
rubber gloves is advised to facilitate the main- 
tenance of sterile technique. 

The downward curvature of the prepubic ure- 
thra of the male can be straightened by lifting 
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the penis and, with slight traction, holding it 
perpendicular to the patient's body, The patient 
lies in the dorsal recumbent position, his knees 
flexed and his legs slightly rotated externally to 
expose the penis. The draping and placing of 
the equipment are similar to that used for a 
female catheterization. 

After the catheter and the urethral orifice are 
lubricated, the penis is extended as described 
and the catheter is then inserted to a distance of 
approximately 20 cm. (8 inches)—that is, into 
the patient's bladder. When, in the course af the 
insertion, the catheter meets the resistance of 
Guérin's fold or the pouch of the fossa navicu- 
laris, the resistance can be bypassed by twisting 
the catheter If the catheter encounters resistance 
at the vesical sphincters, it should not be forced, 
but held firmly until the sphincters relax. Once 
the catheter is in place the procedure is similar 
ta that for catheterization of a female patient. 


Insertion of a Retention Catheter. If a patient 
requires an indwelling catheter, a syringe, sterile 
water for the inflation of the balloon of the 
catheter, connecting tubing, and a receptacle for 
the draining urine are needed, in addition to the 
equipment used in a simple catheterization. 
After the indwelling catheter is inserted into the 
patient's bladder, the balloon is filled with the 
amount of sterile water that it is designed to 
hold. After the water has been injected, slight 
tension is placed upon the catheter to make sure 
that it is in place and that is will not come out 
of the patient's bladder easily. If the balloon is 
in the patient's urethra, the nurse will encounter 
considerable difficulty in filling the balloon and 
the patient will complain of discomfort. In such 
cases, the catheter is inserted a little farther into 
the bladder and the fluid is again injected into 
the balloon. 

Once the indwelling catheter is safely in the 


The male urogenital system. 


patient's bladder, it is attached to the connecting 
tubing, the other end of which is in a receptacle. 
which is often attached to the patient's bed 
Sterile technique is maintained in connecting 
the tubing. 

The receptacle for the urine is situated at a 
level lower than the patient so that the urine 
flows readily by force of gravity. The tubing 
should not loop below the receptacle, because a 
kink may be formed that occludes the lumen. In 
addition, the urine then would have to flow 
against gravity. The tubing is pinned to the bed 
in such a manner that the lumen of the tubing 
is patent. This can be accomplished by pinching 
a piece of sheet on either side of the tubing and 
pinning the sides over the tubing. The tubing 
that lies on the top of the bed should be kept 
flat to facilitate drainage. Sometimes the catheter 
tubing is taped to the patient's thigh to avoid 
pulling on the catheter as the patient moves 
about in bed. The nurse should make sure that 
the patient's leg is never resting on the tubing. 
since this will occlude the lumen. Also, the 
lowest point of the tubing should always be 
above the level of urine in the drainage bottle. 
or, as already stated, the urine is forced to rur 
uphill, against the force of gravity. 

For the patient with an indwelling catheter, 
the physician may order continuous or intermit- 
tent drainage. If he orders continuous drainage. 
the catheter is attached to the tubing, and the 
urine is allowed to drain freely into the recep- 
tacle that is provided. If intermittent drainage is 
ordered, the tubing is clamped at designated 
intervals. 

Urine receptacles are available commercially 
which attach to the upper leg and can be used 
to receive urine from a catheter while the patient 
is walking around. These leg bags are usually 
disposed of when they accumulate urine anc 
are replaced by clean, sterile bags. 


When the patient requires continuous or in- 
termittent drainage, many agencies use dispos- 
able closed drainage sets. When these are used, 
the urine bag is simply emptied when full, or at 
regular intervals, and the tubing is left un- 
touched until the entire set is either removed or 
changed. Urine meters are often used when the 
measurement of hourly urine outputs is re- 
quired. The meters are usually rigid plastic con- 
tainers that attach (in most instances) to a drain- 
age bag. The meters are calibrated to measure 
small amounts (200 ml. or less) of urine.” If 
closed drainage sets are not used, it is necessary 
to change the tubing and urine receptacle regu- 
larly to prevent the accumulation of salt deposits 
and the development of unpleasant odors. Often 
the urine receptacle is changed daily and the 
tubing every few days. 

When tubing is changed or the catheter is 
disconnected from the tubing for a period of 
time—for example, when the patient is to be up. 
and walking around—or when a bladder irriga- 
tion is to be done, it is vitally important that the 
sterility of both the catheter and the tubing be 
maintained. Small disposable urinary adaptor 
protectors are now available. These provide a 
sterile cover for both tubing and catheter when 
these are disconnected. 

Urinary catheters are usually changed at the 
physician's order. They are never changed with- 
out good reason because of the danger of infec- 
tion to the patient. If there is any obstruction to 
urine flow which is not cleared by an irrigation, 
the catheter should be replaced. Other signs that 
a catheter may need to be changed are: 


1. Insufficient urine in the drainage bottle in 
comparison with the fluid intake of the patient 
2. Abdominal distention just above the sym- 
physis pubis, which on palpation indicates a 


An external urinary appllance. The urine 
ts collected in a bag that can be at- 
tached to the calf or the thigh. 
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full bladder (see discussion of urinary retention, 
p. 321). 


Male External Drainage. An external urinary 
appliance is often used for men instead of a 
retention catheter for patients who are unable to 
control voiding. (Protective pants may be used 
for women; these have a nonabsorbent plastic or 
rubberized lining. They can be worn over an 
absorbent pad.) The external appliance for men 
is a rubber condom with a short tube that can 
be connected to a drainage bottle or bag. Known 
by various names, such as urosheath or “Texas 
condom,” it provides a convenient and rela- 
tively safe method of collecting urine from pa- 
tients who are incontinent. It is considered 
much safer than risking the chance of infection 
through the use of a retention catheter. It also 
makes bladder retraining easier, since the con- 
dom can be left off for gradually increasing 
periods of time so that the patient feels more 
"normal." This psychological effect in itself is 
important for the patient. ` 

The condom is disposable, relatively inexpen- 
sive, and easily applied so that it can be changed 
frequently. It is rolled over the penis so that the 
narrow tube opening at the end is over the 
urinary meatus at the tip of the penis. The tube 
is then connected to a drainage tube and at- 
tached to a bottle or other container for the 
urine. 


Urinary Bladder Irrigation ("Internal") The 


procedure of bladder irrigation is not used as 
commonly today as in times past. It is now felt 
by many authorities that the danger of introduc- 
ing infection into the bladder during the course 
of the irrigation is sufficiently great to offset 
many of the benefits. When a bladder irrigation 
is ordered, the importance of maintaining sterile 
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technique during the procedure cannot be over- 
stressed. 

A physician might order urinary bladder irri- 
gations for a patient who has an indwelling 
catheter. The purpose of the irrigations is to 
cleanse the bladder or to apply an antiseptic 
solution to the lining of the bladder. 

This nursing measure is a sterile procedure 
similar to urinary catheterization. The equip- 
ment required includes a container for the irri- 
gation solution, a receptacle for the returned 
irrigation solution, and a syringe with a tip that 
fits into the urinary catheter. The solutions that 
are used for irrigations vary considerably; sterile 
water, sterile normal saline, and many antiseptic 
solutions are used. The irrigating fluid is usually 
administered at room temperature unless the 
physician orders otherwise. 

Sterile equipment is used for the bladder ir- 
rigation, and sterile technique is maintained 
throughout this nursing measure. The end of the 
catheter and the end of the tubing are kept sterile 
while the bladder is irrigated. Frequently they 
are put in a sterile container placed close to the 
patient's leg. 

After the tubing has been disconnected from 
the catheter, a small amount of sterile solution 
is introduced into the bladder. This is done by 
using either a funnel or an Asepto syringe. The 
amount of solution that is recommended for 
insertion varies in different agencies, with many 
suggesting that no more than 50 ml. be intro- 
duced at any one time for an “internal” bladder 
irrigation, 30 ml. for an irrigation done through 
a retention catheter. The solution is always ad- 
ministered gently in order not to damage the 
mucous membrane lining. The fluid should be 
allowed to run in slowly and the syringe or 
funnel should be kept low to prevent exerting 
undue pressure on the walls of the bladder. The 
catheter is pinched off before the syringe (or 
funnel) is completely empty to prevent the in- 
troduction of air into the bladder. The fluid is 
then withdrawn by permitting it to drain from 
the catheter into a basin. This procedure—the 
administration of fluid and its return—is re- 
peated until all the solution ordered has been 
used or until the return flow is clear. 

In recording this nursing measure the nurse 
notes and records the strength and kind of so- 
lution used in the bladder irrigation and the 
character of the return flow. Was the return flow 
cloudy or colored? These observation are re- 
ported in the patient's record. 


Assisting With Measures to Reduce the 
Workload on the Kidneys 


. The principal functions of the kidneys are to 
control the concentration of the various constit- 


uents of body fluid and to eliminate the waste 
products of metabolism, chiefly the nitrogenous 
wastes of cellular metabolism. When kidney 
function is impaired, various measures may be 
instituted to relieve them of some of their work- 
load. Often the patient is put to bed to minimize 
activity and, hence, lessen cellular metabolism. 
Unless the patient is losing large amounts of 
protein in the urine (which occurs in some 
conditions), he is usually given a low-protein 
diet, again to minimize the amount of nitrogen- 
ous wastes from protein metabolism that need 
to be eliminated. There may also be restrictions 
placed on the sodium and potassium in his diet. 
since sodium contributes to fluid retention, and 
the accumulation of potassium, which a dam- 
aged kidney cannot excrete (or has a lessened 
ability to excrete), may cause serious neuromus- 
cular disturbances. The patient's fluid intake 
may be limited to prevent or lessen edema. It is 
important for the nurse to see that instructions 
regarding both food and fluid intake for the 
patient are followed exactly. Patients with renal 
disorders often suffer from anorexia and may 
need encouragement to eat their meals. The 
patient should be made aware of the importance 
of adhering to the diet and fluid intake that has 
been ordered for him, since this is part of his 
therapy. Many patients can help to keep track 
of their fluid intake; by encouraging them to 
participate in their care in this way, the nurse 
can often gain their cooperation. 

Sometimes, in order to put the kidneys at rest 
and give them a chance to recover when there 
has been extensive tissue damage, or to maintain 
patients whose kidneys are no longer function- 
ing, an artificial kidney is used. In the artificial 
kidney, blood is continually removed from an 
artery and allowed to circulate through a chan- 
nel with a thin membrane through' which a 
dialyzing fluid removes the impurities from it 
before it is returned to the patient through a 
vein. This process is called renal dialysis. There 
are several different types of machine for renal 
dialysis now available on the market, including 
units for home use. Some patients require renal 
dialysis for a short period of time, to tide them 
over an acute episode, but many people without 
functioning kidneys have been maintained over 
a period of years with an artificial kidney. Fre- 
quently, these patients come into an outpatient 
department or a clinic for dialysis every few 
days. In addition to renal dialysis, other methods 
of removing impurities from body fluids are 
occasionally used, such as peritoneal or gas- 
trointestinal dialysis. In these techniques, large 
amounts of dialyzing fluid are injected into the 
peritoneal cavity or inserted into the gastroin- 
testinal tract and later removed. Dialysis occurs 
in these cases through the mucous membrane. 


For detail on the use of the renal dialysis ma- 
chine, the nurse is referred to a medical-surgical 
nursing text. 

When there is impairment of kidney function, 
the individual's fluid and electrolyte balance is 
disturbed. There is usually a retention of fluid 
in the tissues, and the patient's fluid intake is 
frequently restricted to minimize this tendency. 
When edema is present, the nurse should re- 
member that edematous tissue is more prone to 
break down than normal tissue is, and therefore 
nursing measures to maintain the integrity of 
the skin are especially important. Patients who 
are confined to bed require particular attention 
to prevent the development of pressure areas. 
Fluids tend to collect in dependent parts of the 
body, such as the sacral area in bed patients, 
and also the lower limbs. These areas should be 
carefully watched for signs of impending tissue 
breakdown, and measures should be taken to 
prevent this. (See Chapter 25 for a discussion of 
measures to prevent the formation of decubitus 
ulcers.) 

Meticulous skin care is important in the care 
of patients with renal impairment, not only as a 
factor in maintaining skin integrity, but also to 
cleanse the skin of perspiration and to get rid of 
the unpleasant odor from the increased elimi- 
nation of nitrogenous wastes by this route. Bath- 
ing is particularly important for the patient's 
cleanliness and comfort. 

To compensate for the lessened ability of the 
kidneys to excrete excess acid, an increased 
amount of carbonic acid is eliminated through 
the respiratory tract. Measures to facilitate 
breathing are therefore important. When the pa- 
tient is in bed, his position should be such that 
maximum expansion of the chest is possible. 
The room should be well-ventilated, and an 
adequate supply of oxygen ensured (See Chapter 
18). 


The accumulation of nitrogenous wastes due 


URINARY ELIMINATION NEEDS 323 


to the kidneys’ lessened ability to excrete these 
may cause disturbances in neuromuscular func- 
tioning. Headache and lethargy are not uncom- 
mon, and in severe cases of renal impairment. 
the patient may become disoriented and subse- 
quently comatose. In these cases, the safety 
needs of the patient must be especially kept in 
mind. Although the sensorium usually remains 
clear even in patients with considerable kidney 
damage, it is always wise to watch for signs of 
mental confusion, particularly in older patients. 
Measures such as side rails to protect the con- 
fused patient from injuring himself and the ap- 
plication of mitts to prevent him from pulling 
at catheters or other tubing are frequently 
needed (see Chapter 24). 

Weakness of the muscles may result from the 
retention of potassium ions, and the patient 
usually fatigues easily. 

Because the heart is a muscular organ, it is 
usually affected by potassium retention. Read- 
ings of the apical heart beat are frequently or- 
dered to assist in monitoring cardiac function in 
patients with renal disorders. 

The experience of undergoing renal dialysis 
can be very frightening for the patient at first. 
Often the individual is very ill, and the machin- 
ery that is used can provoke much anxiety. Many 
large acute care hospitals now have a renal 
dialysis unit, often with a nurse in charge of the 
unit. A number of people may be involved in 
operating the machine, in taking samples for 
laboratory analysis, and in supervising technical 
details, and this too can be alarming to the 
patient. An explanation of the procedure before- 
hand helps the patient to understand what is 
happening to him, but the nurse should be aware 
that the patient needs continuing encourage- 
ment and supportive care. The presence of some- 
one who is interested in him as an individual 
as well as in the technical aspects of his care 
can be very reassuring. 


GUIDE TO ASSESSING URINARY ELIMINATION STATUS 


1. What is the age of the patient? 


2. If a child, has he achieved voluntary control over voiding during day time? night 


time? 


oan 0 c1 » c 


. What is the patient's usual voiding pattern? present pattern? 

. Is he having problems with voiding? If so, what are they? 

. What is the patient's usual food and fluid intake? Has this changed recently? 
. Is he on any medications that might affect urinary functioning, e.g., diuretics? 
. Are there any factors that might be affecting his voiding pattern? 


. Does he have a diagnosed health problem that is causing urinary dysfunctioning? 
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9. 


Is he voiding an amount of urine that is normal in relation to his intake and 
sufficient to promote health? 


10. Does he show signs of localized urinary problems? generalized problems? 


11. 


Is the urine normal in color, amount, odor, consistency? Does it contain observable 
abnormal constituents, such as blood or pus? 


12. Has a urinalysis been done? If so, are the findings within normal ranges? 


13. 


Have other urine tests or blood tests been ordered to assess renal functioning? If 
they have been performed, what were the results? 


14. Have specific interventions been ordered, such as catheterization? 


15. Does the patient have difficulty in discussing his urinary problems? 


16. Does the patient need help in re-establishing a normal voiding pattern? 
17. Does he need help with this diet and fluid intake? 


18. Does he need an explanation of laboratory tests and nursing care measures? 


19. Does the patient or his family need skills or knowledge in order to prevent a 


recurrence of his problem or improve his health? 


GUIDE TO EVALUATING THE EFFECTIVENESS OF NURSING 
INTERVENTION 


1. 


O oc» c I 


Is the patient taking the required amount 'of fluids to maintain adequate fluid 
balance? Is he voiding an adequate amount? 


. Are the laboratory test results showing improvement? 
. Is the patient's skin in good condition? 

. Is he getting sufficient rest? 

. Is he taking an adequate diet? 


. Is he comfortable—free from pain, restlessness, and anxiety? 


STUDY SITUATION 


Mrs. Smith needs an indwelling catheter priór to her surgery tomorrow. Mrs. Smith 
is an intelligent person; she understands the purpose of her surgery, but she has never 
had a urinary catheterization. The catheter is to be inserted the next morning. 


That afternoon Mrs. Smith's husband comes to the nursing unit desk greatly 


disturbed. His wife has told him that she has to have a tube inserted and he does not 
understand why. In talking with Mr. Smith, the nurse learns that his mother had had 
a tube inserted and she died 2 days later. 


1. 


a + c N 


What factors should the nurse consider in her explanation? 


. What should the nurse include in her explanation to Mr. Smith? Why? 
. What principles guide the nurse in carrying out a urinary catheterization? 
. Why is a urinary catheterization a distressing measure? 


. What nursing care interventions would be essential for Mrs. Smith as a result of 


the indwelling catheter? 


. How can the nurse evaluate the effectiveness of her nursing care after the 


catheterization? 
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The Nurse Should Be Able to: 


è Discuss the importance of adequate bowel elimination to the 
health and well-being of the individual 
€ Describe normal functioning in regard to bowel elimination in 
` infants, children, and adults 
Discuss factors that may cause disturbances in bowel functioning 
Identify common problems people have in bowel functioning 
Assess a patient's status in regard to bowel functioning 
Identify situations requiring immediate nursing intervention in the 
care of patients with problems of bowel functioning 
Apply relevant principles in planning and implementing nursing 
interventions in patients 
a. to promote optimal bowel functioning 
b. to prevent potential problems in bowel elimination 
c. to restore normal elimination patterns in patients who 
have problems in meeting their bowel elimination needs 
€ Evaluate the effectiveness of nursing interventions 


BOWEL ELIMINATION 


NEEDS 


INTRODUCTION 


During the process of digestion, food and 
fluids taken into the body are mixed and proc- 
essed, nutrients are selected and absorbed for 
utilization of body tissues, and the waste prod- 
ucts of digestion are excreted. The principal 
portions of the digestive tract concetned with 
the excretory function are the colon and the 
rectum. The colon receives digestive products 
in the liquid form of chyme, further processes 
this, and transports the resultant waste products 
to the rectum for removal from the body through 
the anal opening. In the colon, much of the 
water from the chyme is absorbed, so that, as 
the waste products pass through, they take on a 
semisolid and finally solid form. Sodium and 
chloride ions are absorbed during the process, 
and potassium and bicarbonate ions are ex- 
creted. 

Interference with the normal functioning of 
gastrointestinal elimination has serious reper- 


cussions on the body's total functioning. The. 


individual is usually uncomfortable and often 
distressed. If normal functioning is not restored, 
all body systems will eventually be affected. 
Complete stoppage of bowel functioning is a 
medical emergency, and surgical intervention is 
usually necessary to overcome the problem. 

In dealing with disturbances of bowel elimi- 
nation, as with urinary problems, nursing inter- 
vention is a potential source of embarrassment 
ior both the nurse and the patient. The nurse 
can help put the patient at ease by discussing 
elimination without showing embarrassment 
nerself and by carrying out necessary nursing 
measures in a relaxing manner. 


ANATOMICAL AND PHYSIOLOGICAL 
CONSIDERATIONS 


The rectum is a narrow muscular tube that is 
a continuation of the lower (sigmoid) colon. In 
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the adult it is approximately 15 to 20 cm. (6 to 
8 inches) in length and 2.5 to 4 cm. (1 1/2 
inches) in width at the anal opening. The walls 
of the rectum consists of three transverse folds 
and folds that are vertical. The transverse folds 
are believed to assist in keeping the feces in the 
rectum until defecation is initiated. The vertical 
folds each contain an artery and a vein. The anal 
canal forms approximately the last 2.5 cm. (1 
inch) of the rectum. Two muscular sphincters 
control the discharge of feces from the anus. The 
inner sphincter is composed of smooth muscle 
and is involuntary, responding to distention of 
the rectum; the external sphincter is composed 
of striated muscle and is under voluntary con- 
trol. 

Food passes through the gastrointestinal tract 
in wavelike propulsions called peristalsis. As 
the distal portion of one part of the tract becomes 
distended, a reflex is triggered to propel the food 
along to the next portion. There are three prin- 
cipal reflexes involved in this process: the gas- 
trocolic reflex (propelling food from the stomach 
to the small intestine), the duodenocolic reflex 
(from small to large intestine), and the rectal 
reflex, which is initiated when the rectum is full 
and gives rise to the urge to empty it. Peristalsis 
Occurs in the large intestine at infrequent inter- 
vals. Peristalsis is stimulated by the intake of 
food and fluids into the gastrointestinal tract. 
When food enters the duodenum from the stom- 
ach, approximately half an hour after ingestion. 
there is a mass peristaltic action as the gastro- 
colic reflex sets up a chain reaction throughout 
the system. The products of digestion move 
through the small intestine and the duodeno- 
colic reflex is initiated. This pushes what was 
there into the large intestine. There is a mass 
peristaltic action in the large intestine and the 
waste products are propelled forward. In this 
movement, the part of the colon that is distal :c 
the bolus (waste products) relaxes while the 
portion of the colon that is proximal to the boi: 
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Bolus 


Constricted 


Proximal Distal 


Waste products pass through the large bowel as shown 
here. 


contracts. Thus, the waste products are propel- 
led forward. Feces are pushed forward to distend 
the lower bowel and pass into the rectum. Dis- 
tention of the rectum and lower colon stimulates 
parasympathetic nerve endings that transmit im- 
pulses to initiate the rectal ‘reflex. At the same 
time, parasympathetic nerve impulses travel up 
the spinothalamic tract to a center in the me- 
dulla. The internal sphincter of the anus relaxes 
and the colon contracts. The urge to have a 
bowel movement is felt. 

Although the rectal reflex is stimulated by the 
presence of waste products in the rectum and 
lower colon, the act of defecation itself is con- 
trolled voluntarily. Therefore, a person may or 
may respond to the stimulus. During the act of 
defecation, a number of accessory muscles are 
brought into play. These are primarily the mus- 
cles of the abdominal wall, the diaphragm, and 
muscles of the pelvic floor. Contraction of the 
muscles of the abdominal wall, and fixing of the 
diaphragm, increase pressure within the abdom- 
inal cavity to force contents of the lower colon 
and rectum downward. Closing of the glottis (by 
holding the breath) also increases intra-abdom- 
inal pressure. If a forced expiration against the 
closed glottis is done, the pressure is greatly 
increased. Contraction of the muscles of the 
pelvic floor, and simultaneous relaxation of the 
anal sphincter, help in pushing the fecal mass 
through the anal canal. If a person does not 
respond to the stimulus to defecate, the urge 
will disappear. 


NORMAL BOWEL ELIMINATION 


The feces that are discharged through the anal 
orifice are the: accumulaied wastes from the 
intestines. The bulk of the feces. consists of 
digestive residues and water, with water making 
up 60 to 80 per cent of the total. The digestive 
residues include those from undigested and un- 
absorbed foods and from digestive secretions. In 
addition, the feces also contain the debris of 


cells and mucus sloughed off the lining of the 
gastrointestional tract and small amounts of ma- 
terial that have been secreted into the intestines, 
as well as bacteria and their products. 

The intestines are the principal route for the 
excretion of some minerals, notably calcium and 
iron, as well as a large portion of the body’s 
excess potassium. The usual brown color of 
stools is due to the presence of bile salts, chiefly 
urobilinogen, which is excreted via this route. 

Between one tenth and one third of fecal 
matter consists of living and dead bacteria and 
their products. Bacteria are normally resident in 
the intestinal cavity. The usual resident bacteria 
are often referred to as the normal intestinal 
flora. It is felt that some of these aid in the 
digestive process through the synthesis of cer- 
tain vitamins. To the bacteria normally present. 
then, are added those that have been taken into 
the gastrointestinal tract (through food and 
fluids, from fingers, or in swallowed air, for 
example) and the end products of bacteria from 
other parts of the body. All in all, it is estimated 
that between 50 billion and 500 billion living 
and dead bacteria are excreted in a person's 
feces in the course of a 24-hour period. 

As the feces pass through the rectum, thev 
assume the shape of that tubelike structure. 
Normal stools are soft and solid in consistency 
and cylindrical in shape. The amount of fecal 
matter excreted is highly dependent on the 
coarseness of the foodstuffs consumed. It may 
vary from 100 to 200 gm. per day in a person 
whose diet contains a large proportion of refined 
food to 300 to 400 gm. per day in the person 
who eats a diet that is high in fiber content. The 
number of bowel movements a person has also 
varies considerably from one individual to an- 
other, with the normal range considered to be 
between one bowel movement every 2 to 3 days 
and three bowel movements per day. 

If the waste products are propelled too rapidly 
through the intestines, the resultant stools will 
be loose and watery. This is due to the shorter 
than normal amount of time available for the 
absorption of water from the intestines. If, on 
the other hand, there is undue delay in evacua- 
tion of the waste products, an excessive amount 
of water may be absorbed from them, with re- 
sultant stools that are dry and hard. 


VARIATIONS IN BOWEL 
FUNCTIONING THROUGHOUT THE 
LIFE CYCLE 


The first bowel movement the newborn infant 
has is the passage of meconium, a black, tarry 
substance that is present in the gastrointestinal 
tract of the full-term fetus. The stools graduallv 


change from black to yellowish brown during 
the first week of life. There is a considerable 
variation in the pattern of bowel movements in 
infants. One may have a bowel movement sev- 
eral times a day, another once every 2 to 3 days. 
Young babies may have four to seven bowel 
movements in a day. In breast-fed babies the 
stools are usually looser and lighter yellow in 
color and do not have as strong a fecal odor as 
those of bottle-fed babies. Breast-fed babies also 
rarely develop constipation, although they may 
do so when they are weaned if their fluid intake 
is not sufficient. With the addition of solids to 
the diet, the stools become fewer in number, 
darker in color, and firmer in consistency. 

Infants and small toddlers normally have a 
bowel movement whenever the rectum is full, 
in response to the rectal reflex. The necessary 
neuromuscular control for voluntary control is 
usually not present until the age of about 15 to 
18 months. (Most child care specialists do not 
advocate starting to train the child until he is 1% 
to 2 years old.) By the time they are 3 to 4 years 
old, most children have fairly good control over 
defecation, although accidents may still happen 
if the child is in a stressful situation, is too busy 
to go to the bathroom, or has diarrhea. 

During the preschool years a pattern of bowel 
habits is established that the individual will 
usually carry with him throughout his lifetime, 
unless a conscious effort is made to change 
them. These patterns vary widely from one per- 
son to another, as we have already noted. 

In school-age children, adolescents, and 
young adults, the elimination pattern of the 
individual tends to remain faitly constant. How- 
ever, there are some variations in pregnant 
women, in middle-aged women who have borne 
children and in older people that should be 
noted. 

During pregnancy, the entire gastrointestinal 
tract becomes more sluggish as pregnancy has a 
relaxing effect on smooth muscle. Constipation 
is common and may be caused by the flaccidity 
of muscles due to hormonal changes or, in the 
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latter stages of pregnancy, to pressure on the 
abdominal organs. Changes in body structure, 
too, make it difficult for the pregnant woman to 
bend over to increase intra-abdominal pressure 
and facilitate defecation. Hemorrhoids, which 
are enlarged veins in the rectal area, are not 
infrequently seen in pregnant women and add 
to the discomfort of bowel evacuation. 

During the middle years of adulthood (and 
later if the problem is not corrected), women in 
whom the muscles of the pelvic floor have been 
stretched from childbirth may have difficult in 
evacuating the rectum, or they may have a prob- 
lem in controlling the anal sphincter, with a 
resultant small bit of incontinence if they cannot 
get to a bathroom in time to respond to the urge 
to defecate. 

In old age, a loss of muscle tone and decreased 
exercise may lead to constipation. Older people 
may require a high fiber diet and a good intake 
of fluids to increase peristalsis and to keep the 
consisteney of the feces soft. 


FACTORS AFFECTING BOWEL 
FUNCTIONING 


A great many factors will affect a person's 
bowel functioning in addition to the variations 
that occur st different stages in the life cycle. 

The food a person eats and the amount of 
fluids he consumes have a great deal to do with 
both the nature of the bowel movements he has 
and the frequency with which these occur. An 
adequate amount of fiber in the dier, such as 
that found in whole grain cereals and raw fruits 
and vegetebles, is important in providing suff- 
cient bulk to stimulate the peristaltic action of 
the intestines. People whose diet consists mostly 
of highly fned foods usually have fewer bowel 
movements and the stools are likely to be firmer 
and darker im color than those who ensure that 
they include whole grain cereals and breads and 
some raw fruits and vegetables in their daily 
diet. Then. too, some foods are notoriously gas- 


A diet containing adequate fluids and fiber will promote normal bowel functioning in most persons. 


Vegetables and fruit 


Whole grain breads 
and cereals 


Adequate fluids 


330 MEETING BASIC NEEDS 


forming, such as cabbage, turnips, lettuce, and 
beans. Some fried foods, as well as meats with 
a high fat content, are particularly hard to digest. 
Food-borne infection may also cause gastroin- 
testinal upsets (see Chapter 14). 

The water content of the body needs continual 
„replenishment to keep up with the body's inter- 
nal needs and to cover the amount of water 
excreted in body wastes. If there is an inadequate 
intake of fluids, the body's internal needs will 
be taken care of first, on a priority basis, with 
lessened amounts of water being excreted in 
urine and feces. The urine becomes more con- 
centrated as a result, and the feces become drier 
and harder than usual. 

The principal source of water replenishment 
for the body is the fluid that one drinks. It is 
important, then, to ensure an adequate intake of 
water and other fluids to maintain the soft con- 
sistency of the feces. Many a sturborn case of 
constipation has been cured by making sure that 
the person had six to eight glasses of water a 
day. It is one of the simplest and, often, most 
effective means both to maintain the soft con- 
sistency of the feces and to promote peristaltic 
action in the intestines. 

A person's habits regarding bowel evacuation 
are a factor that must be considered too. The act 
of defecation is voluntary after the age of about 
3 to 4 years in normal, healthy people, and a 
conditioned response is established to a certain 
time of the day, or after meals for example (when 
the gastrocolic reflex occurs and the rectal reflex 
is subsequently stimulated). Many people use 
aids such as taking a glass of hot water with 
lemon juice or a cup of hot tea or coffee before 
breakfast to stimulate having a bowel movement. 
Many maintain their faith in eating prunes or 
drinking prune juice at breakfast or eating a 
bowl of bran flakes before going to bed at night 
to promote regularity. (Both are good, natural 
aids to elimination.) Some people habitually 
take laxatives, or will use suppositories on a 
regular basis, while some have been known to 
give themselves a daily enema to clear the rec- 
tum. 

A person's lifestyle also affects his bowel 
functioning. Regular mealtimes and a regular 
time for defecation help in establishing main- 
taining a regular pattern. Making sure that a 
person has some exercise every day helps to 
improve muscle tone. In Chapter 14 we men- 
tioned that light exercise after meals, such as 
walking, helps to stimulate peristaltic action and 
promote digestion. Prolonged inactivity contrib- 
utes to constipation, and prolonged sitting is 
conducive to hemorrhoids. People who are bed- 
ridden lose tone in their muscles very rapidly, 
and constipation is a very common problem 
among the sick. Constipation may also be a 


problem in people like nurses and others who 
do shift work, since the individual's biological 
time clock is constantly being readjusted to fit 
changing schedules. 

Medications that a person is taking may also 
affect his bowel functioning. Drugs that depress 
the nervous system may lessen the motility oí 
the intestines. Some drugs are irritating to the 
gastrointestinal system and may cause hyper- 
motility, with resultant diarrhea. 

Nor should we forget the effects of emotions 
on a person's bowel functioning. Stress anc 
anxiety may lead to either increased or de- 
creased motility of the gastrointestinal tract. An- 
ger, too, particularly if it is not expressed openly. 
may cause disturbances of functioning, often 
with excessive gas formation and resultant dis- 
tention. 

There are also many congenital abnormalities. 
injuries, and disease processes that affect bowe! 
functioning. Some infants are born with an im- 
perforate anus, for example, which must be 
corrected by surgery before normal bowel move- 
ments can occur. Some may have other abnor- 
malities of the structure of functioning of the. 
gastrointestinal tract that interfere with normai 
bowel elimination. (These conditions are usu- 
ally covered extensively in pediatric nursing 
courses.) In patients who have had spinal corc 
injuries, the rectal reflex, which is normally 
transmitted from the rectum to the sacral aree 
by the parasympathetic nerves, may be de- 
stroyed. They may also lose control of the vol- 
untary muscles concerned with defecation. This 
may happen, too, with a patient whose brain 
has been damaged by the effects of a stroke. 
With special training, however, these people can 
usually achieve a regularity of bowel habits tha: 
enables them to be free of the constant fear of 
incontinence. 


COMMON PROBLEMS 


The nurse is likely to encounter problems oí 
bowel dysfunction in both young and old people 
and in both community and institutional prac- 
tice. Among the common problems are: consti- 
pation, diarrhea, abdominal distention, flatu- 
lence, pain or discomfort associated witk 
elimination, impacted feces, bowel inconti- 
nence, and parasitic infestations. In addition. 
the nurse is likely to care for people who, be- 
cause of a health problem, have an artificia: 
opening made into the intestine for the remova: 
of the waste products of digestion. Because the 
first six of the problems we have named tend tc 
occur in combination, we will discuss ther 
under the two headings of constipation anc 
diarrhea. 


Constipation 


Constipation is a very common problem 
among otherwise healthy people of all ages, as 
well as in the ill. Constipation is difficulty or 
infrequency in passing stools. Stools that are 
harder and drier than usual are more difficult to 
pass. As we mentioned earlier in this chapter, 
stools may become hard and dry if there is an 
undue delay in the evacuation of feces. It stands 
to reason, then, that anything that causes undue 
delay in the passage of feces is likely to result 
in contipation. 

A breakdown in the conditioned reflex for 
defecation 's by far the most common cause of 
delay of evacuation. In many people, the act of 
defecation is under voluntary control and is 
conditioned to time and activity. When the urge 
to defecate is overcome by voluntary muscle 
contraction, the rectum adjusts itself to the in- 
creased tension or may even return stools to the 
sigmoid. If this is habitually done, the normal 
conditioned reflex is lost. This may be due to 
habits developed in early childhood or to failure 
on the part of adults to respond to the normal 
defecation urge because of the pressures of time 
and daily activities. Pain on defecation, such as 
that associated with hemorrhoids or rectal sur- 
gery, will also interfere with the normal condi- 
tioned reflex. 

Another common cause of constipation is ex- 
cessive tone of the circular muscle of the intes- 
tines, which is thought to be due to an imbalance 
of the autonomic nervous system. Strong emo- 
tions are believed to cause constipation through 
the increased production of epinephrine, with 
resulting inhibition of peristalsis. Some drugs, 
among them morphine and to a lesser extent 
codeine, decrease motility in the small intestine 
and the colon because of their depressant action 
on the central nervous system. 

Disturbances in reflex peristalsis may be due 
simply to the lack of sufficient fluids or bulky 
foods in the diet. An inadequate intake of foods 
such as cereals and vegetables may result in 
insufficient bulk in the residue of waste products 
to stimulate the reflex for defecation. The exces- 
sive use of laxatives may cause constipation 
owing to overstimulation of the bowel and a 
"wearing-out" (accommodation) effect on the 
nerves initiating the reflex action. People who 
habitually use laxatives frequently have to 
change the type taken to overcome this effect. 
Disease processes, including inflammation of the 
pelvic or abdominal viscera and tumors, may 
also cause a disturbance in reflex peristalsis. 

Mechanical disturbances that can also cause 
constipation include weakness of the intestinal 
muscles as a result of a lack of essential vitamins 
(notably the B group) or electrolytes (particularly 
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potassium), disease processes, or old age; weak- 
ness of the voluntary muscles controlling defe- 
cation; and weakness in any of the abdominal, 
pelvic, or diaphragmatic muscles. Obstruction 
in any part of the gastrointestinal tract will also 
delay or prevent the passage of feces. Obstruc- 
tion may be caused by disease processes, tumors, 
or congenital abnormalities. 

The person who is constipated may have other 
problems as well as the hardened feces. He may 
complain of a “bloated feeling." This is caused 
by abdominal distention, which results when 
the waste products remain too long in the gas- 
trointestinal tract. The distention is caused by 
air that remains in the large intestine and the 
fluid that moves back into it when waste prod- 
ucts have been there for a long time. 

Flatus results from swallowed air, the con- 
sumption of gas-forming foods, or bacterial ac- 
tion within the large intestine. If not expelled, 
the air accumulates in the intestine and often 
causes generalized discomfort and crampy pain. 
The patient who is constipated may also com- 
plain of a headache, anorexia, and nausea. These 
usually disappear upon evacuation of the rectal 
contents. . 

Another frequent complaint of the constipated 
person is that of tenesmus, which is frequent 
painful straining in unproductive attempts at 
defecation. Pain on defecation may be associated 
with hemorrhoids, which are common among 
pregnant women and among older people. Anal 
fissures (linear ulcers at the mrgin of the anus) 
will also make defecation painful. 

If stool remains in the rectum for a long period 
of time, it may develop into a large, hardened 
mass that is difficult to expel. The term impacted 
feces is used to describe this condition. Some- 
times there is seepage around the mass, with a 
resultant discharge of small amounts of liquid 
stool. This is important to remember, particu- 
larly in bedridden patients, because there is the 
possibility that constipation may be overlooked 
when it has been noted that the patient has had 
a bowel movement. 


Diarrhea 


Diarrhea is the discharge of loose, watery 
stools due to inordinate speed in the passage of 
waste products through the gastrointestinal 
tract. It has many causes. Some diarrheas are 
due to direct stimulation or irritation of the 
central or autonomic nervous system. Diarrhea 
resulting from tension is an example. Diarrhea 
may be the most obvious manifestation of anxi- 
ety in a stable individual. Pre-examination diar- 
thea is a fairly common occurrence among stu- 
dents, as is pre-battle diarrhea among soldiers. 
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Certain drugs, such as reserpine, which is used 
for the treatment of hypertension, may also 
cause hypermotility of the intestine by acting on 
the autonomic nervous system, with resultant 
diarrhea. 

Probably the most common set of causes of 
diarrhea, however, result from irritation of the 
gastrointestinal tract. These lead to a reflex type 
of diarrhea, the reverse of the mechanism that 
occurs in constipation. The irritation may be 
mechanical, as that caused by dietary indiscre- 
tions such as eating coarse foods or an excessive 
amount of seasonings; it may be chemical, as in 
some food and drug poisonings; or it may be, in 
some individuals, an allergic reaction to certain 
foods. For example, many people have allergic 
reactions after eating shellfish. Inflammation of 
the intestinal mucosa due to pathogenic infec- 
tion is a very common cause of diarrhea. It is 
believed that the diarrhea experienced by many 
international travelers is caused by changes in 
the normal bacterial flora of the colon. Certain 
drugs, termed cathartics, cause formation of 
loose stools through irritation of the intestinal 
mucosa. 

There are a few conditions producing diarrhea 
that may be considered to be defects in the 
anatomical processes necessary for defecation. 
Some disease conditions may cause an increase 
in the neuromuscular excitability of the intes- 
tine. Certain “malabsorption syndromes" also 
exist, in which the problem is one of failure on 
the part of the intestines to absorb water or 
nutrients as the digestive products pass through 
it. 

The person who has diarrhea often complains 
of generalized abdominal pain. This is usually 
caused by flatus, which distends the large and 
small intestines. He may also have pains of a 
piercing, gripping nature. These are usually 
spasmodic, and are caused by the strong peris- 
taltic contractions of the intestinal musculature 
as the waste products are propelled precipi- 
tously through the gastrointestinal tract. These 
pains are frequently accompanied by a feeling 
of urgency in the need to defecate. Although an 
increase in the number of stools is not always 
an indication of diarrhea, it often occurs with 
diarrhea. Again, as in constipation, there may 
be frequent, painful straining, which, in the case 
of the person with diarrhea, may produce a small 
watery discharge rather than formed stool. Red- 
ness and pruritus around the anal area, due to 
constant irritation, may add further to the per- 
son’s discomfort. 

If the diarrhea is prolonged, the individual 
will show signs and symptoms of fluid and 
electrolyte loss, such as poor tissue turgor, 
weight loss, thirst, and malnutrition (see Chapter 
17). He complains of fatigue, weakness, and 


general malaise. Nausea and vomiting frequently 
accompany diarrhea and further aggravate the 
loss of fluids and electrolytes. 

P4 


Incontinence 


Incontinence of feces frequently oecurs in 
combination with incontinence of urine. It is « 
common problem in people who have beer 
paralyzed as a result of spinal cord injuries, as 
we have mentioned. It is also common in people 
who have had a stroke or other problem in whick 
centers in the brain controlling voluntary move- 
ment or the neural pathways transmitting im- 
pulses from the sacral area to the brain have 
been impaired. If the person has lost conscious- 
ness, incontinence will occur as a result of loss 
of voluntary motor control in any case. However 
if measures are taken to restore normal bowe: 
and bladder functioning as soon as the persor 
regains consciousness, the incontinence neec 
not be a continuing problem. Unfortunately. 
many post-stroke patients are plagued with the 
problem of incontinence for months ór years 
because the proper measures are not taken dur- 
ing the acute stage of the illness. Incontinence 
is a very prevalent problem among elderly resi- 
dents in nursing homes and other extended care 
facilities. In the older person, it may be the 
result of health problems, such as a stroke, or i: 
may be due to loss of strength in the muscles 
controlling defecation. Sometimes, the inconti- 
nence is psychological in origin. This is more 
common in children than in adults. 

Whatever the cause, incontinence is a very 
distressing problem for an individual. It reduces 
him to the dependent state of an infant, and his 
self-esteem is shattered. It is very embarrassing 
for the patient, his family, and his visitors. For 
the person who has always been fastidious in 
his habits, it can be very demoralizing. He may 
become extremely anxious about his bowels. 
wanting reassurance from nursing personne! 
that he is "clean." 

Incontinence seriously restricts an individu- 
al's social activities. He is fearful of leaving the 
confines of the nursing home (sometimes ever 
his room) in case he has an accident. Inconspi- 
cuous devices to collect urine for men anc 
protective undergarments for women help tc 
make socialization easier but, especially in the 
case of fecal incontinence, there is always the 
problem of unpleasant odors. In a large percent- 
age of patients, continence can be restored witt 
a good program of bladder and bowel retraining 
as has been demonstrated in rehabilitation pro- 
grams for people with paralysis from spinal corc 
injuries and in numerous studies undertaken iz 
long-term care facilities for the elderly. 


Artificial Openings into the Intestine 


Some people are unable to have a normal 
bowel movement because of a disease process 
or obstruction that makes it impossible for feces 
to pass normally through the colon, into the 
rectum, and out through the anal canal. For 
these people, an artificial opening from the colon 
to the surface of the abdomen may be created 
surgically. The procedure may also be done for 
people who are paralyzed from a spinal cord 
injury when it is considered advisable to divert 
the fecal matter before it reaches the rectum. In 
an ileostomy, the opening is from the ileum to 
the surface of the abdomen. This may be per- 
iormed because of surgical excision of part of 
the bowel, chronic inflammatory conditions, or 
tumors of the bowel. The consistency and con- 
tents of the fecal matter that flows from the 
openings made in the two procedures are differ- 
ent. In the ileostomy, the fecal matter, being 
higher in the bowel, is more liquid in consist- 
ency and, since it also still contains digestive 
enzymes, is more irritating to the skin of the 
abdomen. A great deal of sensitivity is needed 
by nurses who are caring for the patient on 
whom such a procedure has been done. The 
patient needs much emotional reassurance and 
support to accept the idea of the operation and 
also to accept it as part of himself once it has 
been done. 
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Parasitic Infections 


Parasitic infestations are prevalent throughout 
the world. There are no longer geographical 
limitations to their boundaries, because of the 
rapidity with which people move about in the 
world these days, as well as the migration of 
large groups of people from one part of the globe 
to another. Some types of intestinal parasites, 
however, are more common in some geographi- 
cal areas than in others. In North America, 
among the most common are the helminths, or 
parasitic worms, which cause infections in the 
gastrointestinal tract. Pinworms, roundworms, 
hookworms, and tapeworms are four that are 
not uncommonly seen. Children are particularly 
vulnerable to worm infestations because they 
will often pick up dirt on their fingers, which 
gets transferred to the mouth. They also often 
go barefooted and can pick up infections through 
the soles of the feet, especially if there is a cut 
or scratch on the foot. Pinworms are prevalent 
throughout the world, although they are most 
commonly found in large families, in poor areas, 
and in schools and dormitories where one per- 
son may infect another. Roundworms and hook- 
worms are prevalent in tropical regions and in 
temperate zones up to 40? latitude (including 
the southern United States). Tapeworms are- 
common in the United States, Canada, and many 
other parts of the world. Parasitic infections are 


SUMMARY OF BASIC FEATURES OF FOUR HELMINTHIC INFECTIONS 


Features Roundworm Pinworm Tapeworm Hookworm 

Causative Ascaris Enterobius Taenia saginata Necator 
agent lumbricoides vermicularis or solium americanus 
Mode of Ingestion of ova in Inhaled from infested —— Ingested from Penetration of bare feet. 
transmission dirt contaminated by air; ingested from handling or eating 

human feces. Hand hands that had infested beef or pork. 

contamination from contact with infested 

infested household anal skin or fomites. 

dust. 
Clinical May be asymptomatic. Perianal itch. Nose Varied symptoms: Severe anemia. Occult 
manifestations Fever and malaise; picking. Restless and Abdominal cramping blood in feces. 

restless, disturbed irritable. or pain, nervousness, Abdominal colic, 

sleep. Abdominal insomnia, anorexia, malnutrition, intestinal 

distention and weight loss. or bile duct obstructicn. 

discomfort; vomiting. Sometimes Intestinal mucosa and 

Anemia. Infested asymptomatic. liver damage. 

stools; steatorrhea; 

intestinal obstruction. 

Peritonitis. 
Diagnostic Positive stool culture Microscopic viewirg Positive stool culture Positive stool culture for 
Sndings for ova and parasites. of parasite on scotch -~ for ova and parasites. ova and parasites. 

: tape strip removed 
from perianal area. 

Medical Piperazine derivative Piperazine derivative Stabrine or Yomesan. Tetrachloroethylene or 
xeatment (Antepar). (Antepar) or Povan. Hexylresorcinal. 


From Tackett, J. J. M., and Hunsberger, M.: Family Centered Care of Children and Adolescents. Philadelphia, W. B. 
Saunders Company, 1981. 
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usually discussed thoroughly in pediatric nurs- 
ing texts. 

The worm infestations cause irritation of the 
intestinal tract, often with resultant diarrhea, 
pruritus around the anal area, and the presence 

-of worms in the stools. They may also lead to 
more serious problems, including intestinal ob- 
struction, anemia, and damage to the liver, brain, 
and heart. 


ASSESSMENT 


In assessing a person's bowel functioning it is 
important to know the age of the person and his 
general state of health. As a baseline for her 
assessment, the nurse needs to know about the 
usual bowel habits and the normal patterns of 
defecation of the individual. People vary in both 

frequency of defecation and nature of stools; 
what is normal for one person may not be normal 
for another. 

A knowledge of the patient's pattern of bowel 
elimination includes the frequency of defecation 
and a description of the color, odor, and con- 
sistency of stools (hard, soft, or liquid). Feces 
may contain foreign matter that the patient may 
be able to describe, such as blood, worms, pus, 
or mucus. Most people become anxious if they 
think there is blood in the stools. Black stools 
may indicate the presence of old blood, and red 
stools, fresh blood. However, certain foods and 
medications can also discolor feces. For exam- 
ple, beets can color feces red, and iron (in a 
medication) can color feces black. 

It is important to find out if the patient is 
having any current problems, and if so, the 
nature of these problems as he sees them. Has 
he had them long? Does he get them often? Does 
he have a colostomy or ileostomy? 

The nurse should also determine whether the 
patient uses laxatives or other aids to elimina- 
tion, such as suppositories or enemas, and, if 
so, what kind is used. Some people use laxatives 
or other aids regularly. Some feel that a "good 
purge” or "cleaning out" every once in a while 
is beneficial to the system, and they will use a 
strong cathartic for this purpose, even if they 
are not constipated. 

Food habits are also pertinent in assessing the 
person's bowel functioning. Failure to ensure 
that the diet has sufficient bulk or fluids may 
lead to constipation. The ingestion of irritating 
foods may cause diarrhea. It is important to 
know then what the individual's dietary intake 
has been in the immediate past and also what 
his normal food habits are. 

Since emotions play such an important role 
in the causation of many cases of bowel dys- 
function, it is helpful to determine if the patient 
has been under any particular stress. 


The nurse should also find out something 
about the person's lifestyle. Does he eat regular 
meals? Does he take time to go to the bathroom 
when he feels the need to have a bowel move- 
ment? Does he exercise regularly? Does he do 
shift work? 

Much of this information will have been gath- 
ered in taking the nursing history. The nurse 
also needs to be aware of the nature of anv 
health problems the patient has that may affect 
bowel functioning, and of the physician's plans 
of care for the patient. These data can usually 
be found in the patient's record. The nurse 
supplements these data with her own observa- 
tions. ' 


Subjective Observations 


Control over defecation and urination is 
taught in early childhood and may be associated 
with values of good and bad. In some cultures. 
control over bladder and bowel functioning is 
expected early, and there may have been much 
tension and anxiety associated with early teach- 
ing. 

Many people are embarrassed to talk about 
their elimination problems. In discussing these 
problems, then, the nurse should ensure privacy. 
since it is often difficult for patients to talk about 
their bowel habits in the presence of other peo- 
ple. The nurse, too, may find it hard to ask the 
personal questions that are necessary. Questions 
should be phrased in simple, nontechnical lan- 
guage that assists the patient to give pertirient 
information in his answers and yet maintains 
his own feelings of personal dignity in doing so. 

If the person has indicated that he is having a 
problem, the nurse should ask him to describe 
the nature of the problem. He may say he is “all 
bound up" or hasn't had a bowel movement for 
3 days. She should also ask if he has any of the 
other problems discussed earlier in this chapter 
that are frequently associated with constipation. 
Most people use the term diarrhea, although 
some may say frequent, loose stools. It is impor- 
tant to find out if the problem is associated with 
any foods the person has eaten recently. Is he 
having pain or any of the other problems asso- 
ciated with diarrhea that were discussed earlier 
in this chapter? Are other people in the family 
affected too? 

In caring for a small child it is important to 
know the stage he has reached in regard to toilet 
training and the words the child uses to express 
his elimination needs. It is important to continue 
the toilet-training schedule maintained at home. 
With more and more hospitals permitting anc 
encouraging parents to stay with children, the 
mother or father at the bedside can be very 
helpful in this regard. 
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CHARACTERISTICS OF NORMAL FECES 


Consistency Soft, formed 

Shape Cylindrical 

Color . Brown 

Amount 100—400 gm./day depending on coarseness of diet 
Frequency 1-3 times a day to once every 2-3 days 


Objective Observations 


The patient with bowel problems may not be 
able to communicate his discomfort verbally to 
the nurse. She should, therefore, be alert to the 
signs and symptoms that indicate this discom- 
fort. The patient may have had no bowel move- 
ment for several days, he may have abdominal 
distention, and he may be passing large amounts 
of flatus by rectum or by mouth. The hospital- 
ized patient is particularly prone to constipation 
because of lack of exercise and the alterations 
in daily activity and, often, in diet that are 
imposed by being confined to hospital. These 
interfere with the normal conditioned reflex for 
defecation. 

In observing the feces of the patient, it is 
important to note the consistency, color, size, 
shape, and odor of the fecal matter and compare 
them with the normal. The presence of foreign 
matter, as described earlier, should also be 
noted. 

The person who is constipated may show 
signs other than the passage of hardened feces, 
as we discussed earlier, and the nurse should 
be alert to these. In abdominal distention, for 
example, the patient usually has a swollen ab- 
domen, which on palpation feels hard and un- 
vielding. Pain on defecation may be noted by 
the difficulty the individual appears to be having 
when he tries to have a bowel movement. 

Pertinent observations in the case of the pa- 
tient with diarrhea include the frequency and 
consistency of the stools, as well as their odor 
and the presence of foreign matter. Undigested 
food is sometimes present in the feces because 
of the speed with which it is propelled through 
the gastrointestinal tract. Signs of localized irri- 
tation around the anus may be present. These 
include redness and pruritus. If the diarrhea is 
prolonged, the patient will show signs and 


symptoms of fluid and electrolyte imbalance as 
well as poor nutrition. 

It is essential that an accurate record of the 
patient's intake and output be maintained. This 
will include the number of bowel movements 
and the approximate amount of fluid lost 
through the feces. The nurse should also note 
the patient's ability to tolerate foods and fluids. 
It is very important to determine the patient's 
nutritional status and to observe for signs of 
weakness and fatigue. 


Diagnostic Tests 


Among the diagnostic tests for persons with 
bowel dysfunction is the laboratory examination 
of a specimen of feces. It is often the responsi- 
bility of nursing personnel to collect the speci- 
men and send it to the laboratory, where it may 
be examined for such substances as blood, 
microorganisms, parasites, and other abnormal 
constituents, as well as for fat, nitrogen, urobi- 
linogen, which feces normally contain. 

Blood from the lower gastrointestinal tract is 
usually bright red, whereas old blood from the 
upper tract may appear black. On the other hand, 
blood may be present but occult,that is, hidden 
to the naked eye. 

The specimen can usually be kept at room 
temperature. Sometimes, however, it is frozen 
for transport to the laboratory and sometimes it 
is placed in a preservative solution. 

Excess fat in the stools can be indicative of 
gastrointestinal disease, as can the presence of 
undigested food and urobilinogen. Normally 
there is a considerable amount of the latter in 
feces, but in cases of an obstruction in bile flow 
the feces may be clay-colored and negative for 
urobilinogen. 

X-ray and fluoroscopic examinations of the 
gastrointestinal tract may also be done. A lower 


NORMAL VALUES FOR FECES 


Bulk 


Dry matter 
Total fat 
Total nitrogen 
Urobilinogen 
Water 


100-200 gm./24 hours (may be up to 300-400 
depending on coarseness of diet) 

32—64 gm./24 hours 

Less than 6.0 gm./24 hours 

Less than 2.0 gm./24 hours 

40—280 mg./24 hours 

Approximately 60-80% 


Modified from Beeson, P. B., et al. (eds.): Cecil Textbook of Medicine. 15th ed. Philadelphia, W. B. Saunders Company, 


1979. 
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GI series is often done to visualize the colon 
and rectum. In this case, the barium sulfate is 
introduced in the form of an enema. Scans and 
ultrasound techniques may also be used, as well 
as radioactive isotope tracings for diagnostic 
purposes. : 

It is often necessary to examine the inner 
cavity of the anal canal, the rectum, and the 
lower colon to look for disease processes, tu- 
mors, fissures, or hemorrhoids. In order to vis- 
ualize the cavity, a tubular instrument with a 
light at the end of it is commonly used. An 
anoscopy is an inspection of the anal canal by 
this means: a proctoscopy is this type of exam- 
ination of the rectum, and a sigmoidoscopy (or 
proctosigmoidoscopy) is such an examination of 
the rectum and sigmoid colon. For some exam- 
inations, a speculum is used, either alone or in 
combination with the lighted tube. These instru- 
ments may be called anoscopes, proctoscopes, 
or sigmoidoscopes, depending on the examina- 
tion for which they are designed. An enema or 
a suppository is usually given before the exam- 
ination to clear the tract of fecal material. The 
patient is asked to get into a knee-chest position. 
If he is unable to do this, Sims’s position may 
be used. The patient should be draped carefully 
so that he is suitably covered, and the center 
fold of the drape can be raised to expose the 
anus. These examinations are both embarrassing 
and uncomfortable for the patient. The nurse 


can help the person by making sure that he does 
not have to wait too long in the required posi- 
tion, by ensuring that the drapes cover him wel: 
so that he is not unnecessarily exposed, and by 
reassuring him that the discomfort is of shor: 
duration. 


PRIORITIES FOR NURSING ACTION 


People are uncomfortable when they need tc 
empty their bowels. Elimination is a very basic 
physiological need. When people are well, they 
can usually take care of their own needs for 
bowel elimination by going to a bathroom anc 
using the toilet facilities. When they are ill. 
however, they are often dependent on the helf 
of nursing personnel to meet this very basic 
need. They may need help to get to the bath- 
room, or if confined to bed, may have to use z 
bedpan. Often, with sick people, the need i: 
urgent and takes precedence over other rnatters 
It is important that the nurse promptly answer 
the patient's request for a bedpan or for help tc 
get to the bathroom. 

If the person is having problems with bowe: 
elimination, the nurse also has to assess the 
acuteness of the problem in determining priori- 
ties for nursing action. 

In determining priorities for nursing action ir 
the care of patients with problems of bowel 
functioning, the nurse must take into account 


PRINCIPLES RELEVANT TO BOWEL FUNCTIONING mE 


1. The function of the bowels is to eliminate the waste products of digestion. 
2. Normal bowel elimination is essential to efficient body functioning. 
3. The body's fluld and electrolyte balance can be seriously affected by disturb- 


ances in bowel functioning. 


4. Obstruction of the bowel poses a serious threat to life. 
5. The oral intake of food or fluids stimulates a mass peristaltic action in the 


gastrointestinal tract. 


6. The urge to defecate results from stimulation of the rectal reflex by distention. 


of the lower colon and rectum. 


7. The act of defecation is normally under voluntary control after the age of 3 to 


4 years. 


8. The necessary neuromuscular structures are not sufficiently developed for 
voluntary control over bowel ellmination until the age of 15 to 18 months. 
9. Once achleved, control over defecation is an important area of Independent 


functioning for the individual. 


10. The number of stools an Infant has per day varies considerably, with four to 
seven per day being average for young bables. 

11. The normal pattern of bowel ellmination in individuals after infancy varies 
from one bowel movement every 2 to 3 days, to three bowel movements per day. 

12. Patterns of bowel elimination and consistency of feces are highly dependent 


on an individual's food and fluid Intake. 


13. Stress, anxlety, and other strong emotions may interfere with bowel function- 


the acuteness of the condition. In the severely 
constipated patient, there may be an immediate 
need to end the patient's discomfort through 
bringing about a bowel movement. Complete 
stoppage of the bowel is a medical emergency 
requiring surgical intervention. With the patient 
who is acutely distressed with diarrhea, nursing 
intervention will be directed first to carrying out 
measures to control the discharge of stools. 
There may also be an urgent need to replace lost 
fluids and electrolytes. 


SPECIFIC NURSING INTERVENTIONS 


Measures to Re-establish Normal Bowel 
Functioning 


In People Who Are Constipated. Constipation is 
a problem for many people, both sick and well. 
It is almost always a problem for patients con- 
fined to bed, and care should be taken to direct 
nursing action toward its prevention in patients 
who are ill. Because bowel habits are learned 
early in childhood and each individual's pattern 
of elimination is different, the nurse must de- 
velop a plan of care in conjunction with the 
patient, taking into consideration the individu- 
al's previously established pattern. 

Important factors to consider in preventing 
constipation or in overcoming a long-standing 
problem of constipation include regularity of 
time for defecation; prompt attention to the urge 
to defecate; a diet that contains sufficient laxa- 
tive food, sufficient bulk, and a sufficient intake 
of fluids; and an adequate amount of exercise. 

Because the gastrocolic reflex is usually 
strongest after breakfast, immediately after the 
morning meal is a good time to encourage the 
patient to move his bowels. Affording privacy is 
important. Sufficient time should be allowed for 
the process, and the patient should not be hur- 
ried. If his condition permits, the individual 
should be allowed to go to the bathroom or to 
use a bedside commode. Most patients find it 
awkward to use a bedpan to have a bowel 
movement. If a bedpan has to be used, the 
patient should be in a sitting position unless 
this position is contraindicated. 

The patient may need to be helped to increase 
his sensitivity to the stimulus for defecation. 
Drinking hot fluids helps to activate mass per- 
istalsis and, particularly if they are taken before 
breakfast, helps to stimulate the gastrocolic re- 
flex and subsequently the rectal reflex. The pa- 
tient should be given an explanation of the 
process of eliminatian with stress placed on the 
importance of responding to the urge to defecate. 
The individual can sometimes be helped to 
defecate by massaging the abdomen in a circu- 
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lation motion, moving downward over the de- 
scending colon on the left side of the abdomen. 
Slight pressure on the side of, or posterior to, 
the anus sometimes helps expel feces. Nursing 
personnel use cotton gauze or digital pads for 
this measure. 

Through repetition of these measures at the 
same time each day or as frequently as the 
patient is in the habit of having a bowel move- 
ment, regular habits can often be re-established. 
Glycerin suppositories or enemas are also used 
in some situations to facilitate defecation, par- 
ticularly when regularity is being established. 
Their use is then gradually withdrawn as a 
regular pattern is set. Laxative drugs and stool 
softeners, such as mineral oil, may also be used 
sometimes to help in developing regularity; 
again, their use is gradually terminated as the 
patient gains improved colonic functioning. 

The individual may require help also in estab- 
lishing dietary patterns that give him a sufficient 
amount of laxative foods, foods containing fiber, 
and adequate fluids for normal bowel function- 
ing. Fluid intake, it is usually suggested, should 
be 2000 to 3000 ml. per 24 hours, depending on 
the person's tolerance. The diet should contain 
sufficient bulk to stimulate reflex activity, as 
well as other foods which the individual finds 
have a laxative effect on him. Prunes, figs, prune 
juice, and, to a lesser extent, acid fruit juices 
from citrus fruits and previously cooked dried 
fruits are particularly good to stimulate intes- 
tinal motility. It shovid be noted that older 
people are not always able to tolerate the rough- 
age contained in many fresh fruits and vegeta- 
bles. For them, increasing bulk through whole 
grain breads and cereals and encouraging them 
to increase their fluid intake are often helpful. 

Constipation is aggravated by inactivity and 
poor muscle tone. A regular program of activity 
designed for the individual can be planned and 
the patient assisted to carry it out. Strengthening 
of the abdominal muscles is particularly impor- 
tant. 


In People with Diarrhea. In attempting to re- 
establish normal bowel functioning in the pa- 
tient with diarrhea, it is important to know the 
cause of the diarrhea. The most common cause 
is irritation of the gastrointestinal tract; removal 
of the irritant will therefore stop the symptoms 
in most cases. Specific drugs may be ordered to 
decrease intestinal motility or to coat the irri- 
tated membranes of the intestines. If the diarrhea 
is psychological in origin (for example, if it is 
caused by anxiety or tension), it will often dis- 
appear when the stressful situation is over. If. 
however, it is a chronic problem, medical inter- 
vention is usually necessary to help the patient 
to resolve his problems. Some diarrheas are the 
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result of defects in the anatomical processes 
necessary for defecation. These conditions re- 
quire medical or surgical therapy. 


In People with Artificial Openings into the In- 
testine. For people who have had a colostomy, 
elimination may be allowed to follow the per- 
son's normal pattern with the fecal matter being 
collected in a pouch or bag that is fitted over 
the stoma and changed as necessary. Or, control 
over elimination may be attempted by using 
irrigations at regular intervals. 

There is, however, no way to control the flow 
of fecal matter from an ileostomy, so that a 
pouch or bag over the stoma is the traditional 
way of coping with the problem. 

Diet is, of course, very important in regulating 
the content of the fecal matter and the produc- 
tion of gas in the intestines. In the matter of 
food, each person has to determine what is best 
for him. Generally speaking, foods that are irri- 
tating or gas-forming are best avoided, and those 
that have a laxative effect should be taken with 
caution. Foods that the person knows from past 
experience give him trouble are best avoided. It 
is usually through a process of trial and error 
that a person determines what foods he can 
enjoy without distressing aftereffects. 

Common measures that may be carried out by 
first-year nursing students are changing a colos- 
tomy dressing and irrigating a colostomy. These 
measures are described later in the chapter in 
the specific nursing interventions. 


In People with Parasitic Infections. The prin- 
cipal measures used in re-establishing normal 
bowel functioning in people with parasitic in- 
fections are directed toward ridding the gastroin- 
testinal tract of the parasite and preventing fur- 
ther infestations. Specific antihelminthic drugs 
are used in the treatment of worm infections. 
Sometimes enemas are used to assist in ridding 
the colon of the parasite. If hospitalized, the 
person is put on enteric isolation precautions 
(see Chapter 26), which must be strictly carried 
out. In the case of persons with pinworms, it is 
usually necessary to treat the whole family. The 
disinfection of clothing and bed linens is also 
recommended. In the case of tapeworms, which 
may be transmitted through meats, such as pork 
and beef, careful washing of the hands after 
handling meat, cleaning of the chopping board 
before reuse, and thorough cooking of the meat 
are important preventive measures. Round- 
worms may lurk in dirt contaminated by in- 
fected feces, and the careful washing of fruits 
and vegetables, particularly in areas where these 
worms are prevalent, is a good preventive meas- 
ure. Hookworm infestation is usually accom- 
plished through penetration of the soles of the 


feet; hence, in areas where these worms a 
prevalent, it is not a good idea to go arour 
barefooted. Measures to prevent further recu 
rence for all types of worm infection incluc 
good hygiene and sanitary measures. 

Well-enforced government regulations help | 
ensure that our food supplies are safe, but it 
important that the consumer take adequate pn 
cautions as well. The measures suggested i 
Chapter 14 to prevent food poisoning are impo: 
tant in preventing helminthic infections, as wel 
One cannot stress too much, however, the imr 
portance of good personal hygiene and goo 
hygienic practices in the kitchen, nor of cookin 
meats (in particular pork) thoroughly. Great cau 
tion should be used in eating meats that are no 
government inspected, such as that from wil 
animals and, even with government inspectior 
of pork and pork products where worms cat 
lurk undetected. 


The Use of Bedpans 


As we discussed in Chapter 15, patients whc 
are not ambulatory must use bedpans and urir- 
als in elimination. Many of the principles dis 
cussed in Chapter 15 also apply to bowel elim 
ination. The nurse should do all that is possible 
to insure the privacy, safety, and comfort of the 
patient who is using a bedpan for defecation. 

The procedure can be made as comfortable a« 
possible for the patient by using the prope 
equipment and handling it competently. Assisi- 
ance is given to the patient as needed, such æ 
cleansing the rectal area. Since the bedpan is 
extremely uncomfortable to use, the patiem 
should never be left on it any longer than nec- 
essary. Thus, the call signal must be answerec 
promptly. 

Excretory products from the gastrointestina. 
tract contain a very large number of microorgz- 
nisms. To prevent cross-infection, almost aL 
agencies keep a separate bedpan and urinal for 
each patient's use. They are stored in the pa- 
tient's bedside locker, in an adjoining bathroom. 
or, in some agencies, in a separate room on the 
nursing unit. 

Metal bedpans usually become cold wher 
they are stored. Rinsing them with warm wate 
helps to eliminate this problem and lessens the 
patient's discomfort. The nurse’s hands shoulc 
also be warmed if they are coming in contac. 
with the patient's skin. Many agencies use dis 
posable bedpans that can be discarded after use 
by one patient. Equipment that is used for more 
than one patient must be sterilized after ever: 
use. 

The nurse helps to prevent infection in th: 
patient, herself, and other patients and worker: 
by washing her hands before and after assistinz 


2atients. The patient should always be provided 
with the opportunity to wash his hands after 
aefecating. After use of the bedpan, the perineal 
and rectal area is cleansed with toilet paper or 
washed with soap and water. 

The nurse protects the patient's safety at all 
«imes when helping the patient with a bedpan. 
in addition to being uncomfortable, bedpans are 
also awkward to use. The patient should be 
selped to a secure position on the pan and 
supported to ensure that his balance is not going 
:o be upset. The toilet paper should be within 
zasy reach if the patient can use it himself. The 
2atient may need something to hold onto to 
support himself if he is going to get off the pan 
2imself; the siderails may be helpful in this 
regard. 

It is more comfortable for the patient to be in 
a sitting position for using the bedpan. The head 
5f the bed is elevated unless this is contraindi- 
zated. The bedpan can be used in the supine 
position if necessary; measures to assist the 
zelpless or semi-helpless patient onto the bed- 
pan are discussed in Chapter 23 in connection 
with helping the patient to raise his buttocks. 

An alternative measure, which may be used 
with some patients, is to have the bed flat, with 
*he side rail up on the far side of the bed from 
the nurse. The patient is instructed or assisted 
to roll onto his side and grasp the side rail. The 
5edpan is placed in position under the patient's 
buttocks, and the patient is then returned to the 
back-lying position. The head of the bed should 
then be elevated, if permissible, to bring the 
patient into a sitting position. The position of 
the bedpan may need some slight adjusting for 
zhe patient's comfort and to prevent spillage. 

A fracture (or slipper) pan, which is smaller, 
doth in diameter and in height, than the standard 
Sedpan, may be used when patients are unable 
to use the regular sized one. It is slipped under 
the patient's buttocks from the front of the body. 
1t is easier to use if the patient is in a squatting 
position with the legs wide enough apart to 
permit the pan to be placed between them and 
‘hen slipped under the buttocks. Care must be 
zaken not to injure the patient's skin in using 
:his fracture pan; this is important with all 
Sedpans, but particularly important to keep in 


4 fracture (slipper) pan. (From Rambo, B. J., and Wood, 
- A: Nursing Skills for Clinical Practice. 2nd ed. Phila- 
3eiphia, W. B. Saunders Company, 1982, Vol. 2.) 
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mind when the fracture pan is used, because it 
is very narrow at the base that is slipped under 
the patient and could easily tear tissues. 


Measures to Relieve Distressing 
Symptoms 


Patients who have bowel dysfunction often 
have associated problems such as abdominal 
distention, excess flatus, and pain. With the 
person who is severely constipated, there is 
always the danger of impacted feces. 

The constipated patient is usually relieved of 
his discomfort and concomitant distressing 
problems when a satisfactory bowel movement 
is effected. This may be brought about by the 
administration of a laxative or by the use of a 
rectal suppository, an enema, or a colonic irri- 
gation. At times, manual extraction of feces is 
necessary. If laxatives are ordered, these are 
usually given at bedtime so that they will act 
after breakfast the following morning. 

Medications to coat and soothe the lining of 
the intestines (emulsive drugs) or to reduce 
muscular spasm (antispasmodic drugs) are often 
prescribed for patients with diarrhea. Some of 
these drugs are taken at regular intervals during 
the day; other are taken after each bowel move- 
ment. If the diarrhea is caused by an infectious 
agent, appropriate therapy to combat the infec- 
tion is prescribed by the physician. 

Relief of abdominal distention and excess fla- 
tus can often be accomplished through the in- 
sertion of a rectal tube. Sometimes an enema 
may be ordered for this purpose also. Pain on 
defecation is often relieved by measures that 
soften the feces to permit their easier passage 
through the anal canal. Ensuring an adequate 
intake of fluids and sufficient bulk in the diet is 
helpful. For the specific pain of hemorrhoids, 
analgesic suppositories are often used (such as 
dibucaine suppositories). If other measures are 
not effective, surgery is sometimes indicated 
both for hemorrhoids and for anal and rectal 
fissures, if palliative therapy (treatment afford- 
ing relief of symptoms) is not effective. 


The Enema. An enema is the injection of fluid 
into the rectum. Generally its purpose is to aid 
in the elimination of feces or flatus from the 
colon. This may be done to relieve constipation 
or remove fecal impaction, to cleanse the rectum 
and colon prior to examination, or as a safety 
measure to prevent possible infection in patients 
who are undergoing surgery or who are about to 
deliver. It may, however, be used for other pur- 
poses, such as to reduce fever or cerebral edema. 

Enemas may act by stimulating evacuation by 
distention, by stimulating peristalsis by irrita- 
tion, or by lubrication to make evacuation easier. 
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Cleansing Enemas. Cleansing enemas are 
given chiefly to remove feces from the colon. 
There are many kinds of cleansing enema: The 
soapsuds enema usually contains 1000 to 1500 
ml. of soap solution. The saline enema contains 
1000 ml. of normal saline. A third kind of 

- cleansing enema that is often used is the tap 
water enema, which contains 100 to 1500 ml. of 
tap water. No more than 300 ml. is given to a 
child, and less to an infant. 

These enemas, because of the volume of fluid 
used, serve to distend the rectum and lower 
colon, thereby stimulating the evacuation reflex. 
The soapsuds enema also has an irritating effect, 
due to the chemicals contained in the soap, and 
this enhances the action of the enema. 

Disposable enemas are commonly used in 
many home and hospital situations. These con- 
tain hypertonic solutions, usually of sodium 
phosphate and biphosphate compounds. Their 
action is predominantly irritating, although the 
distention produced by the injection of the fluid 
also helps to stimulate peristalsis. 


Oil Enemas. An oil enema may be given in 
cases in which there is severe constipation or 
the patient has a painful anal condition. The oil 
acts principally as a lubricant to make evacua- 
tion easier. Various oils, such as mineral, olive, 
or cottonseed oil, may be used. The amount 
given is small, usually 150 to 200 ml., and it is 
usually intended that the patient retain the 
enema for approximately an hour. Often a clean- 
sing enema is ordered following an oil retention 
enema. 


Other Types of Enemas. Other enemas may 
be given for a multiplicity of purposes. An 
antihelminthic enema may be used to assist in 
removifg parasitic worms from the colon. An 
astringent enema may be ordered to contract 
tissue and to stop hemorrhage. An emollient 
enema may be given to coat the mucous mem- 
brane of the colon and to soothe irritated tissue. 
Sedative and stimulant enemas are sometimes 
given. Paraldehyde is not uncommonly used for 
sedative enemas, whereas 90 to 180 ml. of black 
coffee is sometimes used as a stimulant enema. 
Magilbsiulh sulfate, 120 ml. of a 50 per cent 
solution, reduces cerebral edema. Ice water is 
sometime used as an enema to reduce fever. 


Equipment and Supplies. Enema equipment 
and solutions are obtainable in disposable sets. 
If these sets are not available, the patient re- 
quires certain clean equipment. Rectal tubes are 
usually made of rubber; however, plastic rectal 
tubes are also available today. Rectal tubes vary 
in diameter; they are measured on the French 
scale. A No. 22 or No. 24 French is the size 
commonly needed by an adult. Also needed are 


Equipment used in administering an enema includes a 
rectal tube, a container for the enema solution, tubing 
to connect the rectal tube to the container, a clamp, a 
lubricant, and a bedpan. 


a container for the enema solution, tubing to 
connect the rectal tube to the container, a clamp. 
a small receptacle for extra fluid, and a lubricant 
for the rectal tube. The patient will also need a 
bedpan if he cannot use a toilet. 


Administration. Before the enema equipment 
is taken to the patient, he will probably require 
some explanation about this measure. The pa- 
tient's active help is important to the effective- 
ness of the enema. For maximum results he 
should try to hold the solution for 10 minutes. 
If the patient is in bed the head of the bed is 
lowered to make the bed level so that the fluid 
will flow in by force of gravity. It may not always 
be possible to have the bed completely flat; for 
example, if the patient is short of breath, the 
head of the bed should be no lower than is safe 
for him. 

The top bedding is fan-folded to the foot of 
the bed and the patient is provided with a drape 
for warmth and comfort. For the administration 
of the enema, the patient is usually placed on 
his left side with both knees flexed, the top leg 
slightly higher than the lower one. It is felt that 
in this position, the descending colon being on 
the left side, the injection of fluid is facilitated 
by the force of gravity. However, this position 
may be varied according to the patient’s condi- 
tion and his wishes. 

The usual temperature of a solution for an 
enema is 105°F (40°C). This temperature is not 
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To have an enema administered, the patient lies on the left side. 


harmful to the mucous membrane lining the 
colon and rectum. The rectal tube is well lubri- 
cated (usually with a water-soluble lubricant) in 
order to facilitate its insertion into the rectum 
and to lessen the irritation of the mucous mem- 
brane. Prior to the insertion of the tube the 
equipment is connected and a small amount of 
fluid is run through the tubing to expel the air. 
Then the tubing is clamped, and the rectal tube 
is inserted approximately 5 to 7.5 cm. (2 to 3 
inches) into the rectum. If the patient is a child, 
the tube should be inserted only 2.5 to 3.75 cm. 
(1 to 1% inches). The rectum of the average adult 
patient is 15 to 20 cm. (6 to 8 inches) in length. 
If the patient takes a deep breath while the tube 
is being inserted, the anal sphincter relaxes and 
the rectal tube can be inserted more easily. The 
tube must be inserted beyond the internal 
sphincter. If any obstruction to the insertion is 
encountered, the tube is withdrawn and the 
physician is notified. A rectal tube should never 
be forced because it might damage the mucous 
membrane or aggravate a disease process. 

The solution for an enema is released slowly 
for the patient's comfort and to avoid damage to 
the mucous membrane. The higher the solution 
container is held, the greater is the pressure 
exerted. Hence, the solution container should 
not be more than 60 cm. (2 feet) above the level 
of the bed. For gynecological patients, the con- 
tainer is suspended at the patient's hip level in 
order to lessen the pressure on the adjacent 
-eproductive organs. If the patient complains of 
discomfort while the solution is flowing, the 
low is stopped for a few minutes and then 
zecommenced cautiously. Any further discom- 
‘ort demands the termination of the measure. 


Following the administration of the solution, 
the rectal tube is pinched and removed. The 
patient retains the enema for 10 minutes if 
possible. In the case of an oil retention enema, 
the length of time for retention of the fluid is 
usually one hour. 

When the enema is expelled, the nurse makes 
certain observations. She observes the color and 
consistency of the feces, the approximate 
amount of fluid returned, the general amount of 
flatus that is expelled (large, small), and the 
general reaction of the patient. All these obser- 
vations are recorded in the patient’s chart. The 
nurse also takes particular note of any unusual 
findings in the enema return, for example, blood, 
mucus, pus, or worms. Following the expulsion 
of the enema, the patient is made clean and 
comfortable. The equipment is then rinsed in 
cold water and washed in hot soapy water. In 
hospitals, equipment is sterilized after each use 
to avoid the transfer of organisms. Disposable 
equipment is placed in a paper bag or other 
suitable container for removal. 


Siphoning an Enema. If the patiert cc not 
expel the enema within a half hour after its 
administration, it is usually necessary to siphon 
off the enema. This is generally a nursing deci- 
sion. To siphon off an enema is to withdraw the 
enema solution from the patient by using posi- 
tive-negative pressures and the force of gravity. 
The equipment and supplies required include a 
rectal tube and water soluble lubricant, a small 
amount of warm tap water (105°F or 40.6°C) a 
receptacle for the enema solution, and a funnel. 

The patient lies on his right side with his hips 
drawn to the edge of the bed. In this position 
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the descending colon is uppermost, a situation 
that facilitates the removal of the enema solution 
by force of gravity. The receptacle for the enema 
solution is placed at a level lower than the 
patient's hips, often on a chair at the side of the 
bed. 

The rectal tube is first connected to the funnel 
and then well lubricated with the water soluble 
lubricant. The funnel is then half filled with 
water while the tubing is pinched to prevent 
leakage. The rectal tube is inserted into the 
patient in the same manner as for an enema. 
The pressure on the tubing is released and a 
small amount of fluid is allowed to run into the 
rectum. Then the funnel is quickly inverted and 
lowered over the bedpan. The negative pressure 
of the fluid in the tube and funnel produces a 
siphon, which draws the enema fluid from the 
patient's colon. 

After the removal of the enema fluid, the 
patient may require assistance regarding his 
comfort and hygiene. The enema fluid is ob- 
served for its color and consistency, and these 
observations are charted on the patient's recprd. 


The Rectal Tube. The purpose of the insertion 
of a rectal tube is to facilitate the expulsion of 
flatus. The equipment required for this measure 
includes the rectal tube, a receptacle for the end 
of the tube, a lubricant, and adhesive tape. The 
adhesive tape is used to hold the rectal tube in 
position.  . 

After the patient's need for information about 
this measure has been met, he is asked to lie in 
the same position as for an enema. The rectal 
tube is lubricated and inserted 5 to 7.5 cm. (2 to 
3 inches) into the rectum. It is then taped in 
place, and the free end of the tube is put in a 
container placed near the patient's buttocks. A 
rectal tube is usually left in place for half an 
hour. 

After the tube has been removed and the 
patient has received any needed assistance, the 
approximate amount (large, small) of flatus that 
was expelled is noted. Usually the patient can 
describe this. In addition, since the patient who 
has flatus usually has a hard distended abdo- 
men, the nurse can palpate his abdomen to note 
any change. These observations are then re- 
corded on the patient chart. 


The Manual Extraction of Feces. The manual 
extraction of feces is the removal by hand of 
impacted feces from the rectum. A fecal impac- 
ton is a large hardened mass of feces that has 
accumulated in the rectum, usually owing to 
prolonged constipation. The equipment required 
for manual extraction includes a rectal glove, a 
container for the glove, a lubricant, and a bed- 
pan. After the measure has been explained to 
the patient, he lies on his left side. 


The nurse puts on the rectal glove and thor- 
oughly lubricates her second or third finger. Sh: 
inserts this finger carefully into the rectum anz 
manually breaks the impacted feces. The lubr-- 
cant is used to facilitate the insertion of th’ 
nurse's gloved finger and to protect the recta. 
mucosa from abrasion. When the feces have bee- 
broken, they are removed by hand to the bedpar 
The manual extraction of feces is often followe- 
by a cleansing enema. This is ordered by tk: 
physician or the nurse in charge. After thi: 
nursing measure, the nurse charts the amoun: 
color, and consistency of the feces. She als: 
notes the presence of any flatus and the patient : 
general reaction (pallor, fatigue, and the like). 


The Rectal Suppository. A rectal suppositor 
is a small conical sphere that is designed to sliz 
easily through the anal canal into the rectum. > 
melts at body temperature. A glycerin or med: 
cated rectal suppository may be administered e: 
a local irritant to facilitate elimination, as « 
vehicle for the administration of a sedative, œ 
as an antispasmodic. The equipment needed fc 
the insertion of a rectal suppository consists a 
a rectal glove, lubricant, the suppository, and z 
container for the suppository. The patient mat 
need information about the function of the sup- 
pository and its insertion as well as the nursing 
techniques that are involved. The patient lies ix 
the same position as for an enema. 

With a gloved hand, the suppository is in 
serted one fingerlength, approximately 7.5 to 1t 
cm. (3 to 4 inches) into the rectum in adults. 
and half that distance in children. It is usualh 
possible to tell when the suppository is in place 
because the rectal sphincter “grabs” or “sucks” 
it in and closes. If the purpose of the suppositon 
is to aid in the explusion of the rectal contents 
the patient should try to retain the suppositor: 
for about 20 minutes. If the suppository is ac- 
ministered for other purposes, it is retainec 
indefinitely. When inserting the suppository, the 
nurse must exercise care to be certain that the 
mucosa of the rectum is not torn and that ths 
suppository is not forced when any resistance 
in the rectum is met. The suppository mus 
contact the bowel wall; it should not be insertec 
into a bolus of stool. 

After the suppository has been administerec 
this fact is recorded, as are the effects of the 
suppository. These can often be observed 15 t: 
30 minutes after administration, dependinz 
upon the medication. i 


Colostomy Care 


Irrigation of a Colostomy. The purpose of z 
colostomy is usually to divert feces from tb: 


The insertion of a rectal suppos- 
itory. 


intestinal tract through an artificial opening to 
the abdomen. It may be done as a temporary 
measure to give the bowel below the incision a 
chance to heal, or it may be permanent. 

In a permanent colostomy there is usually 
only one opening (stoma); in a temporary colos- 
tomy there may be two. The one closer to. the 
stomach is called the proximal stoma; it is from 
this opening that the feces are discharged. If 
there is a second stoma it is farther from the 
stomach (closer to the anus) and hence is re- 
ferred to as the distal stoma. There should be 
some direction in the nursing care plan as to 
how the nurse may distinguish between the 
proximal and distal stomas. An irrigation is 
generally prescribed for the functioning proxi- 
mal stoma; only occasionally is a solution (an 
antiseptic solution, for example) instilled into a 
distal stoma. 

The purpose of a colostomy irrigation is to 
cleanse the colon of fecal matter by injecting 
fluid into the colon through the colostomy open- 


The administration of an irrigat- 3 
ing solution to a colostomy by 
means of a Y tube. 
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ing. The equipment required for this nursing 
measure is similar to that needed for an enema, 
with the addition of a small rectal tube, a large 
glass Y connector, and unsterile waste gauze. 
The person who has a colostomy often needs 
careful instruction with regard to both the co- 
lostomy dressing and the colostomy irrigation. 
Most people can, with guidance assume the 
responsibility for carrying out these measures 
themselves. There are several methods of irri- 
gating a colostomy. One method is detailed here. 

The nurse's approach to these nursing meas- 
ures is extremely important. The patient is often 
anxious about this adjustment to the change in 
his life pattern as a result of this surgery, and 
any revulsion on the part of the nurse could be 
particularly disturbing to the patient and his 
family. Patients often feel embarrassed and find 
the colostomy hard to accept. They may not 
want to wetech the nurse irrigate it at first, or 
they mas be angry that this has happened to 
them. The surse may also have strong feelings 
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of dislike at doing this procedure which may 
show in her facial expression. Her calm accept- 
ance of the situation and her care to protect the 
patient's feelings of dignity can do much to 
reassure the patient. 

At the commencement of a colostomy irriga- 
tion, the patient lies on the side toward which 
the colostomy opening has been made, or sits 
upright so that the expulsion of feces is more 
easily accomplished. If he is in bed, the lower 
bedding is protected by a waterproof towel and 
the top bedding is fan-folded down to expose 
the colostomy opening. A bedpan is placed con- 
veniently at a level lower than the colostomy 
opening. The container for the irrigating solution 
is placed not more than 30 cm. (1 foot) above 
the patient's pelvis in order to keep the pressure 
of the fluid low enough not to damage the 
mucous membrane of the intestine. A narrow 
rectal tube is connected to the irrigating con- 
tainer and a small amount of the irrigating so- 
lution is permitted to run through the rectal tube 
in order to expel the air in it. 

The rectal tube is lubricated, and then inserted 
gently into the colostomy stoma. The irrigating 
fluid is allowed to run slowly into the colon. 
After a small amount is administered, the intake 
tubing is clamped and the output tubing is 
released so that the return flow drains into the 
bedpan. This process is repeated until the re- 
turns from the colostomy are clear. 

The returns of the irrigation are observed for 
color and consistency of the fecal matter. The 
condition of the operative area is also noted. 
Throughout this nursing measure the patient 
should be encouraged to participate actively. 
Most patients learn to carry out a colostomy 
irrigation while they are in the hospital so that 
they can eventually do this independently. 

Stoma cones can be used to guide the insertion 
of the catheter. A stoma cone is a plastic cup 
that fits over the colostomy stoma. The cup has 
a hole for the catheter and a detachable plastic 


In irrigation of a colostomy, the catheter is often in- 
s; rted through a stoma cone. 


sheath that guides the fluid and feces into a 
receptacle. One of the advantages of these is the 
complete enclosure of the fluid and feces during 
the irrigation. Using the cone also reduces the 
risk that the bowel will be perforated during the 
procedure. 


The Colostomy Dressing. The colostomy dress- 
ing is a clean procedure rather than a sterile 
one. The dressing on the colostomy stoma is 
changed as often as necessary in order to keer 
the patient clean and his skin free from feca: 
matter. It is important that the skin surrounding 
the stoma be protected from irritation. Usually 
a protective lubricant, such as zinc oxide, is 
used for this purpose. 

The equipment that is needed for a colostomy 
dressing includes unsterile gauze, unsterile 
dressings, lubricant, a tongue depressor, and z 
container for the disposal of the soiled dressings 
Nursing personnel may use rubber gloves if they 
desire. As with the colostomy irrigation, the 
nurse's approach to this task is important. Mos: 
people require considerable reassurance and e 
calm acceptance of the task. The patient can be 
helpful; in fact most people learn to change their 
own dressings. Therefore, each time the nurse 
dresses a colostomy she should be conscious at 
the learning needs of the patient. 

The patient sits in a comfortable position far 
changing his dressing. If he is in bed, the bottor 
bedding is protected with waterproof materia! 
and the bedclothes are fan-folded to expose the 
colostomy stoma. The patient is draped foz 
warmth and comfort. The soiled dressings are 
removed and the skin around the colostomy 
stoma is cleansed with soap and water. A pro- 
tective substance is then applied generously tc 
the skin around the stoma, and a clean dressing 
is applied. The first layer of dressing usually 
consists of gauze, then unsterile surgical dress- 
ings are applied. Adhesive ties are used to hold 
the dressing in place. The color, the consistency. 
and the amount of fecal matter on the old dress- 
ing are recorded. The nurse also records the 
appearance of the colostomy stoma and the pres- 
ence of any excoriated areas. (Excoriation is the 
loss of superfical tissue, such as epidermis.) 

Plastic colostomy bags are also available com- 
mercially. They have attachable, specially de- 
signed belts that are worn around the waist or 
bags that stick directly to the skin. These bags 
are disposable are changed whenever they be- 
come soiled. 


Colonie Irrigation. A colonic irrigation (enter- 
oclysis) is a measure designed to wash out the 
lower colon. Its purpose may be merely te 
cleanse the large intestine, or it may be to stim- 
ulate peristalsis and relieve distention. Othe: 


uses of the colonic irrigation are to relieve in- 
flammation and to reduce body temperature. In 
the latter two instances the temperature of the 
solution is usually cooler. The equipment re- 
quired for a colonic irrigation consists of the 
solution, a solution container, a colonic irriga- 
tion tube (No. 30 French is suggested), a lubri- 
cant, a catheter (No. 20 French is suggested), 
and a bedpan. 

Initially the colonic tube is marked 5 to 7.5 
cm (2 to 3 inches) from the tip; adhesive tape 
can be used for this purpose. The catheter is 
marked 12.5 cm. (5 inches) from the tip in the 
same manner. These marks serve as a guide to 
the distance to which the tubes should be in- 
serted. The type and temperature of the solution 
are prescribed by the physician. 

This is not a painful measure, but patients 
usually require information about it. The patient 
turns on his right side with his hips toward the 
edge of the bed. This position facilitates the 
drainage of fluid from the colon. He is provided 
with drapes. The tubing and the catheter are 
connected to the solution container and the 
solution is allowed to run through the tubing 
before it is clamped. Both the colonic tube and 
the catheter are lubricated; the tip of the catheter 
is then placed in the opening or eye on the side 
of the colonic tube. The other end of the colonic 
tube is placed in a receptacle at the patient's 
bedside. Holding the two tubes together, the 
nurse gently inserts them into the rectum up to 
the 7.5 cm. (3 inch) mark on the colonic tube. 
Next the catheter is drawn back sufficiently to 
free its tip from the colonic tube and it is then 
inserted to the 12.5 cm. (5 inch) mark. .The 
solution is allowed to flow gradually and contin- 
uously so that the inflow and outflow are equal. 
If the patient has pain, the flow is stopped for a 
few minutes. If the pain persists, the irrigation 
is discontinued and the discornfort is reported. 

When the irrigation returns are clear, the irri- 
gation is discontinued, but the colonic tube is 
kept in place until drainage ceases. If at any 
time the colonic tube becomes blocked, it must 
be removed and cleansed, then reinserted. 

The character of the return flow is observed. 
Particular note is made of the presence of mucus, 
blood, pus, or feces. The observations are re- 
corded on the patient's chart. 


Maintenance of Fluid and Electrolyte 
Balance 


Patients who have diarrhea need extra fluid 
intake to compensate for the fluid lost through 
the gastrointestinal tract. In diarrhea, fluids and 
electrolytes are lost because of hypersecretion of 
mucus from the membrane (due to irritation) 
and because of lack of reabsorption by the bowel 
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of fluids ingested and of fluids secreted into the 
bowel. Normally, 8 liters of fluid are secreted 
into the bowel in a 24-hour period. Most of this 
fluid is reabsorbed. Severe diarrhea depletes the 
body’s potassium levels and lowers the amount 
of sodium chloride. The initial effect of this 
electrolyte loss is acidosis as a result of the loss 
of base; however, with prolonged potassium 
loss, alkalosis is eventually accompanied by a 
chloride loss. 

In constipation there is a need for additional 
fluid intake both as an aid in activating peristal- 
sis and to keep the feces soft. Often merely 
ensuring that the patient is taking enough fluids 
is sufficient to relieve constipation. 


Maintenance of Adequate Nutritional 
Status 


Maintaining adequate nutrition can be a par- 
ticular problem for the patient who has diarrhea. 
Because the food moves quickly through the 
gastrointestinal tract, many food constituents are 
not absorbed. The ingestion of small amounts of 
nonirritating food at frequent intervals is often 
helpful in preventing diarrhea and facilitating 
absorption. Usually a bland diet is ordered to 
prevent further irritation of the gastrointestinal 
mucosa. 

The constipated patient, on the other hand, 
may be anorectic and need help to stimulate his 
appetite. The diet for the constipated patient 
should be planned to meet his needs for fluids, 
ore bulk, and for foods that have a laxative 
effect. 


Maintenance of Comfort and Hygiene 


Meeting the comfort and hygiene needs of the 
patient with elimination problems is a valuable 
contribution to his.sense of well-being. Cleanli- 
ness is essential. The sight and odor of fecal 
material is repugnant, and the high bacteria 
count in feces makes it a possible source of 
contamination. The patient should be given the 
opportunity to wash his hands after he has had 
a bowel movement (as he would normally do t 
home). The rectal area should be cleaned and 
the patient assisted with this if he is unable to 
do it himself. Soiled linen should be removed 
immediately. 

Some patients with diarrhea feel more secure 
if the bedpan is close at hand. In these cases. 
the pan can be kept covered and placed incon- 
spicuously within reach. Care should be taken 
that the pan is emptied and cleaned after each 
use. 

After the patient has had a bowel movement. 
his room may require ventilating and freshening 
to eliminate unpleasant odors. Since such me:- 
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ters can be embarrassing to the patient, the nurse An important factor to consider in the care z 
should take the initiative in these measures. patients with constipation or diarrhea is zx 


Many patients with bowel problems develop  nurse's reaction to these patients and their præ- 


irritation of the 


skin and mucous membranes in lems. It is helpful if the nurse can accept b= 


the anal area. Cleanliness is important to prevent own feelings and not communicate these to zn 
infection, and emollient creams help to keep the patient. 


skin intact and 


to soothe the irritated area. 


GUIDE TO ASSESSING BOWEL FUNCTIONING 


11. 


12. 


. How old is the patient? 


What is the patient's normal pattern of bowel movements? their frequenc 
consistency? color? odor? Is he in the habit of using laxatives, suppositories. = 
enemas? What does he use? How often? 


. Does he have a colostomy or ileostomy? 


If the individual is a child, has he reached the stage where he can control t: 
bowel movements? If so, is he toilet-trained? 


What is the patient's normal diet? What is his usual amount of exercise or activi- 
How much water does he usually drink per day? Does he have a regular time - 
go to the bathroom? Is he on shift work? 


. Is the patient now having constipation, diarrhea, or associated problems such = 


abdominal distention, flatulence, abdominal pain, pain on defecation, rece 
bleeding, or incontinence of feces? Are there abnormal constituents in the stom: 
such as blood, pus, or worms? Absence of color? 


. On examination, does the abdomen look swollen? Does it feel hard and unyield:: 


on palpation? Is there evidence of irritation around the anal area, e.g., redness - 
breaks in the skin? Does the patient complain of itching in that area? Are the 
signs of fecal impaction, as, for example, the passage of small amounts of seepa= 
instead of formed stool? 


How long has the patient had these problems? Has he been eating any irritat: 
foods lately? Is he under any stress? What is his nutritional status? State : 
hydration? Does he have a health problem that could be affecting his bow- 
functioning? Is he on any medications? If so, what are they? 


. Does he require immediate medical or nursing intervention to relieve any of x 


problems? 


. Has a stool specimen been ordered for laboratory examination? Have the resc* 


come back yet? Are they normal? 


Have other diagnostic tests or examinations been ordered? Have reports fræ 
these been completed? What do they show? 


What are the patient's learning needs in relation to re-establishing a norm 
pattern of bowel movement? prevention of recurrence of problems? diagnos- 
tests or examinations? 


GUIDE TO EVALUATING THE EFFECTIVENESS OF NURSING 
INTERVENTION 


1. 
2. 


Is the patient comfortable? Is he free from distressing symptoms? 


If the patient has been constipated, has a successful bowel movement bee 
accomplished? If he has had diarrhea, have the stools returned to normal z 
consistency and frequency? If he has had distention, does the abdomen feel sa¥ 
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Have flatulence, abdominal pain, and pain on defecation been relieved? Are stools 
clear of worms? 


3. Has a normal pattern of elimination been established? 


Is the patient's nutritional status satisfactory? Is his fluid and electrolyte balance 
normal? Is he taking sufficient exercise? 


Does the patient's diet contain a sufficient amount of bulky foods to ensure 
stimulation of the defecation reflex? Is he taking enough fluids? 


. Is the patient aware of his dietary and fluid needs to ensure adequate fecal 


elimination? Does his selection of foods and his fluid intake indicate this? 


. Does the patient practice good hygiene? For example, does he wash his hands after 


a bowel movement? 
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STUDY SITUATION 


Mr. S. Norris is a 70-year-old man living at home who has abdominal pain. He has 


been retired for 5 years after an active life as a house painter, and he now spending 
most of his time watching television. Mr. Norris lives alone in a small house just 
outside the city. He has three grandchildren who live a few miles away and he visits 
them on Sundays. 


Mr. Norris has been increasingly uncomfortable because of constipation during the 


past few years. He says he never took medicines when he worked but now has to take 
a laxative every day. Because he does not like to cook, he generally eats frozen TV 
dinners, sandwiches, and cookies, and occasionally eggs. His doctor has asked you to 
assist Mr. Norris in regulating his bowel habits. 


What factors should you take into consideration before assisting Mr. Norris? 


For what reasons might Mr. Norris be constipated? What associated problems 


What interventions would you think best tó try? Outline the expected outcomes of 


. What would you include in your teaching program for this patient? How would 
. Mr. Norris's physician has ordered an enema for the patient. How would you 


. Describe the position most desirable for the administration of an enema and why 


1. 
2. What questions would you ask Mr. Norris about his bowel habits? 
3. 
might he have? 
4. 
nursing interventions for Mr. Norris. 
5 
you evaluate the effectiveness of your teaching? 
6 
explain this measure to him? 
7 
it is desirable. 
8. What observations should you record regarding the enema? 
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The Nurse Should be Able to: 


Discuss the importance of fluid and electrolyte balance to a- 
individual's health and well-being 

Describe the distribution of fluid and the major electrolytes in the 
body 

Discuss the normal methods of fluid and electrolyte intake anc 
output to and from the body 

Explain the principal mechanisms that maintain the body's flux 
and electrolyte balance 

Identify factors that may affect an individual's fluid and electroly= 
balance 

Discuss fluid and electrolyte needs throughout the life cycle 

Assess a patient's fluid and electrolyte status 

Apply relevant principles in planning and implementing appropr- 
ate nursing interventions in patients 
a. to maintain fluid and electrolyte balance 
b. to assist in restoring balance if a disturbance has occurred 

Evaluate the effectiveness of nursing interventions 


FLUID AND 


ELECTROLYTE NEEDS 


CHAPTER 


INTRODUCTION 


Water has been called the indispensable nu- 
tient. Approximately 50 to 70 per cent of the 
total body weight of an adult is made up of 
water and its dissolved constituents; 70 to 80 
per cent of the total body weight of the infant is 
similarly in a fluid state. The fluid system plays 
an essential role in the body. Its principal func- 
tions are (1) the transportation of oxygen and 
nutrients to the cells and the removal of waste 
products from them, and (2) the maintenance of 
a stable physical and chemical environment 
within the body. Important in the latter function 
are the electrolytes. You will recall from your 
chemistry courses that electrolytes are com- 
pounds that in water solution separate into par- 
ticles, each capable of carrying an electrical 
charge. Sodium (Na*), for example, carries a 
positive charge; it is therefore a cation. Chlorine 


(Cl-), with which it combines to form salt 
(NaCl), carries a negative charge; it is an anion. 
The electrolytes in body fluids are important in 
the chemical reactions that occur within the 
cells. They also help to regulate the permeability 
of cell membranes, thus controlling the transfer 
of various materials across the membrane. They 
are vital to the maintenance of the body’s acid- 
base balance and are also essential in the trans- 
mission of electrical energy within the body. 
Without the calcium ion, for example, muscle 
contraction could not occur. 

Under normal circumstances, the body main- 
tains a very precise fluid and electrolyte balance. 
Both the volume and the constituents of body 
fluids vary but little from day to day, and usually 
return to a state of equilibrium within a very 
few days following any minor disturbance. 

Serious fluid and electrolyte imbalance may 
occur as a result of a number of health problems. 
The nature of the imbalance may be either an 
excess or an insufficiency. An individual may 
retain an excess amount of fluid in the tissues 
and become edematous. On the other hand, he 
may lose an inordinate amount of fluids (through 
persistent vomiting, for example) and become 
dehydrated. Whenever fluids are lost or retained 
in excessive amounts, there is an accompanying 
loss or retention of electrolytes, so that both 
fluid and electrolyte balances are disturbed. Dis- 
turbances in fluid and electrolyte balance can 
cause serious repercussions within the body. 
Both the transportation and regulatory functions 
of the fluid system are likely to be affected. The 
cells may not get sufficient nourishment, for 
instance, or there may be an accumulation of 
waste products owing to inefficiency of the 
mechanism for their removal. The body’s acid- 
base balance may be upset and temperature 
regulation impaired (see Chapter 18). There may 
also be interference with the transfer of materiais 
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across the cell membrane, so that a shift occurs 
in the distribution of fluids and electrolytes. 
Activities within the body that depend on the 
transmission of electrical energy, such as muscle 
contraction and the relay of nerve impulses, may 
also be impaired. 

Whenever there is a disturbance in fluid and 
electrolyte balance, the body attempts to com- 
pensate for the lack or the excess, whichever the 
case may be, by bringing into play various adap- 
tive mechanisms. A very common example of 
this occurs in the person who perspires heavily 
on a hot day and then finds that he is thirsty for 
extra fluids to replace those he has lost through 
sweating. The body has a number of adaptive 
mechanisms in addition to thirst; we will dis- 
cuss these later in this chapter. 

If the imbalance is too great, however, or 
persists over a prolonged period of time, the 
body's adaptive mechanisms may not be able to 
cope. In this event, the body's defenses collapse 
and prostration ensues. This may happen, for 
example, when there is a continuous loss of 
fluids with no replacement, or a very sudden 


large loss, as in massive hemorrhage. 
Y 


THE PHYSIOLOGY OF FLUID AND 
ELECTROLYTE BALANCE 


In order to understand the physiological proc- 
esses involved, it is perhaps easier to consider 
different aspects of fluid and electrolyte balance 
under separate headings: 


1. The distribution of fluid and electrolytes 
within the body 

2. The modes of transport of fluids and elec- 
trolytes 

3. The balancing of fluid intake and output 

4. Mechanisms regulating fluids and electro- 
lyte balance 

5. Maintenance of the body's-acid-base bal- 
ance 


The Distribution of Fluid and 
Electrolytes 


Fluid within the body is generally considered 
to be distributed in what may be termed two 
basic compartments. First, body fluids are found 
within the cells of the body. This type, termed 
intracellular fluid, accounts for approximately 
40 to 50 per cent of the total body weight. 
Second, fluid occurs outside the cells of the 
body; this is extracellular fluid. There are two 
kinds of extracellular fluid. One is the fluid in 
the spaces between the cells; called interstitial 


EXTRACELLULA! 
FLUID 
Na*------------ 142 mEqi.- 
K * ---------------- 5. mEq/.- 
Cat* ssumecust ope ess 5 mEq/L- 
Mg** ----------—-- 3 mEq/1- 
(ol RET 103 mEq/L- 
HCO ----2------ 28 mEq/t- 
Phosphates -------- 4 mEq/L- 
SO4" ---—------- | mEg/t.- 


Glucose - -------- 90 mom. 
Amino acids------ 30 mem. 
Cholesterol 
mr} ---- 0.5 gm.% - 
Neutral fat 


The electrolyte content of body fluids. (From Guyton. 
A. C.: Function of the Human Body. 4th Ed. Philadelphia 
W. B. Saunders Co., 1974.) 


fluid, this component accounts for approx 
mately 15 per cent of the total body weight c 
an adult. The other component, intravascula 
fluid, is the fluid in the blood and lymph vessels 
it makes up approximately 5 per cent of tota: 
body weight in an adult. 

There is a constant shift of fluid from one 
compartment to another as it performs its func- 
tion of transporting nutrients and oxygen to the 
cells and removing wastes and manufacturec 
products from the cells. In health, the amoum 
of fluid in the circulating blood and the tota 
amount of fluid within the cells must be main 
tained at a fairly constant volume. In cases & 
dehydration the body fluid is drawn from withiz 
the cells and routed into the blood vessels. This 
explains why a patient who is unable to retaix 
fluids owing to prolonged vomiting soon loses 
the elasticity of his subcutaneous tissue, his skiz 
becoming loose and flabby. 

The principal electrolytes and their concentre 
tions in extracellular and intracellular fluid ars 
given in the accompanying illustration. It car 
readily be seen that the electrolyte compositict 
of the two types of fluid is quite different. Th: 
fluid contained within the cells is essentially : 
potassium solution, whereas extracellular flu: 
is high in sodium ions. Both types of fluid als: 
contain specified quantities of other electrolytes 
as shown in the illustration. 

The electrolyte composition of the two typ 
of extracellular fluid (that is, interstitial an: 
intravascular) is essentially the same insofar = 
principal electrolytes are concerned. The flu: 
within the blood vessels does, however, contz2 
a much greater concentration of protein than = 
found in the interstitial fluid. 


Modes of Transport 


In the process of body functioning, fluid and 
electrolytes are constantly moving from within 
the cells to the extracellular compartments and 
vice versa. This transfer is accomplished by 
several different means, the three most common 
5eing osmosis, active transport, and diffusion. 

Osmosis is the movement of a solvent, such 
as water, through a partition separating solutions 
of different concentrations. The solvent tends to 
pass from a solution with a lesser concentration 
:o one with a higher concentration to equalize 
the concentrations of both solutions. This move- 
ment is possible when a semipermeable mem- 
5rane separates the two solutions. Cell mem- 
aranes and the walls of capillaries are examples 
af semipermeable membranes. However, some 
ai the dissolved substances in body fluid do not 
move between the membranes as readily as 
water. Electrolytes are examples of this. 

Therefore, when it is necessary for the body 
to transfer electrolytes from the cells to the 
extracellular fluid—to achieve a balance, for 
example—an active transport mechanism is 
5rought into play. Although this mechanism is 
aot yet completely understood, it is believed 
zhat a substance known as adenosine triphos- 
phate (ATP) is released from the cell. This sub- 
stance appears to give the electrolytes the energy 
-equired to pass through the semipermeable 
membrane. The transfer of sodium, potassium, 


Normally the body maintains a precise bal- 
ance between fluid intake and fluid output. 
The average daily intake of flulds from var- 
ous sources and output via various routes 
are shown here. (From Sheridan, E., Patter- 
son, H. R, and Gustafson, E. A: Falconer's 
“he Drug, the Nurse, the Patient. 7th Ed. 
?niladelphia, W. B. Saunders Co., 1982.) 


Lungs 


Mouth 


Water 1000-1500 ml. 
Water in food 900-1000 mL 
(Others: Nutrients, 
electrolytes, vitamins etc.) 


Metabolic 
Water 200-400 ml. 


TOTAL FLUID INTAKE 
2100-2900 mi. 


(Others: O.) 
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and a number of other ions, including amino 
acids, is believed to take place via this mecha- 
nism. 

Diffusion is a process whereby molecules and 
ions tend to distribute themselves equally 
within a given space. When used in connection 
with gases, it refers to the process by which the 
molecules of the gases interpenetrate and be- 
come mixed; this occurs because of the incessant 
motion of the molecules. The exchange of oxy- 
gen and carbon dioxide that occurs in the alveoli 
and capillaries of the lungs takes place through 
a process of diffusion. 


Balancing of Fluid Intake and Output 


A person derives fluid and electrolytes from 
three main sources: the fluid that is ingested in 
liquid form, the fluid content of the various 
foods that are eaten, and the water that is formed 
as a byproduct of the body's oxidation of foods 
and body substances. The total daily intake of 
water under normal circumstances is approxi- 
mately 2100 to 2900 ml. The average amount of 
fluid gained by an adult in a 24-hour period 
from each of the sources listed above is: 


Ingested fluids 1000 to 1500 ml. 
Ingested food 900 to 1000 ml. 
Metabolic oxidation 200 to 400 ml. 
Total 2100 to 2900 ml. 
INTAKE OUTPUT 
Fluid Fluid 
Lungs 

Water 400-500 ml. 

(Others: CO.) 


Skin 
Water 600-700 ml. 
(Others: Electrolytes) 


Feces 

Water 100-200 ml. 
(Others: Electrolytes, 
digestive enzymes, 
digestive wastes) 


Kidneys 

Water 1000-1500 ml. 
(Others: Metabolic 
wastes, electrolytes) 


TOTAL FLUID OU?» 
2100-2900 ~ 
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Water is lost from the body through the skin 
by perspiration, through the lungs in expira- 
tions, and from the kidneys in the urine. In 
addition, a small amount of fluid is excreted in 
the feces. The total daily loss of water from the 
body in normal circumstances is approximately 
2100 to 2900 ml., depending largely upon the 
amount of fluid intake. It is lost as follows: 


In urine 1000 to 1500 ml. daily 
In feces 100 to 200 ml. daily 
From the skin 600 to 700 ml. daily 
From the 
lungs 400 to 500 ml. daily 
Total 


2100 to 2900 ml. 


The balance between the fluid taken in and 
the fluid excreted is maintained within a very 
narrow range. The intake usually equals the 
output over a 3-day period even though it may 
not always be equal over a single 24-hour period. 


- 


Mechanisms Regulating Fluid and 
Electrolyte Balance 


The main forces at work in holding water 
within the various compartments of the fluid 
system of the body are generated by proteins 
and electrolytes. In the intravascular compart- 
ment (blood vessels) the force is generated 
largely by the serum albumin, in the intercellu- 
lar fluid by the sodium ion, and within the cells 
by protoplasm. Water passes freely through the 
capillary walls and membranes, but the protein 
molecules and the sodium ions do not move as 
freely. These substances exert an osmotic pres- 
sure that tends to hold water in the respective 
compartments. Osmotic pressure is that pressure 
exerted by particles which tends to draw a 
solvent toward it. A patient who has lost a great 
deal of serum albumin through malnutrition 
tends to become edematous, since fluid is drawn 
from the blood plasma into the intercellular 
spaces. This happens because the main force 
holding the water in the blood vessels has been 
lost. 

By far the most important regulatory mecha- 
nism operating to maintain the body's fluid 
balance is the kidneys. When the intake of fluid 
is insufficient or when there is an excessive loss 
of fluid from the body, the amount of urine that 
is excreted is decreased. Conversely, when an 
excess amount of fluid is ingested, urine output 
increases. This is accomplished through the se- 
lective reabsorption of water in the tubules of 
the kidney. 

The kidney also exerts the main control over 
the sodium and potassium balance of the body 


through the selective reabsorption of these : 
in the tubules. When sodium and potass: 
need to be retained, increasing amounts 
reabsorbed. Excess sodium and potassium 
excreted in the urine. If there is an acute short 
of sodium in the body, the excretion of this 
through the urine may be cut to almost zero. 
the case of potassium, however, there appe 
to be an obligatory excretion of a certain amo 
in the urine.? Thus, there is always some pot 
sium in the daily urine output, even though t 
body reserves may be dangerously low. Tl 
factor is taken into account by the physici 
when he is planning replacement therapy. 

. The control of fluid and electrolyte balance | 
the kidneys is influenced by two sets of hc 
mones. The antidiuretic hormone (ADH), whic 
is produced primarily in the anterior hypotha 
amus and stored in the pituitary gland, is 
major factor in controlling water reabsorptioi 
When the body takes in an insufficient quantit 
or there is water deprivation from other source: 
the secretion of ADH is stimulated. This in tun 
causes increased reabsorption of water in th 
kidney tubules and a lessened volume of urinan 
output. Aldosterone, one of several steroid hor 
mones produced in the adrenal cortex, exerts a 
major influence in promoting the retention of 
sodium and the excretion of potassium. Aldos- 
terone secretion appears to be stimulated by 
such factors as a lessened sodium intake, an 
excess of potassium, muscular activity, trauma. 
and emotional tension.? 

The gastrointestinal tract also helps to regulate 
fluid and electrolyte balance. The manner in 
which this is done is similar to the action of the 
kidneys—that is, through the selective reabsorp- 
tion of water and solutes, the reabsorption taking 
place principally in the small intestine. Al- 
though the volume of digestive juices secreted 
into the gastrointestinal tract each day is consid- 
erable (approximately 8200 ml.), all but about 
100 to 200 ml. of fluid is reabsorbed. Under 
normal circumstances, only a small amount oí 
the body's daily fluid loss is from the gastroin- 
testinal tract in the feces, and the loss of electro- 
lytes by this route is normally negligible. Both 
fluid and electrolytes may be lost in consider- 
ably quantity, however, in such conditions as 
vomiting and diarrhea. 

Thirst is another of the regulatory mechanisms 
operating to maintain fluid balance. Thirst is the 
desire for more fluids. It usually indicates a 
basic physiological need for water, although it 
may sometimes occur as a result of dryness oí 

the mucous membranes of the mouth and throat 
from other causes, such as mouth-breathing. In 
cases in which thirst is due to a simple dr'ness 
of the oropharynx rather than a basic láck o. 


water in the body, it may be relieved by meas- 
zres to keep the mucous membranes moist. Good 
5ral hygiene can usually relieve this dryness. 

"True thirst," due to a basic lack of water, 
zsually occurs when body cells are dehydrated, 
extracellular volume is lessened (as in a hem- 
arrhage), or certain centers in the hypothalamus 
sre stimulated.” It is thought that the thirst 
mechanism is closely related to the control of 
water balance by the antidiuretic hormone 
ADH). When the body is suffering from a lack 
of water, the thirst mechanism operates to in- 
crease the intake of water, while ADH restricts 
:he loss of water through urinary output. 

The lungs are also important in the regulation 
af fluid and electrolyte balance. Ordinarily, the 
amount of water lost from respiration is quite 
small. Whenever respirations are increased in 
zate-and depth, however, the amount of water 
10st via this route is also increased and may 
Decome a significant factor to consider. This may 
occur, for example, with strenuous muscular 
exercise, in fevers or any condition in which 
respirations are considerably increased, or when 
che air that is breathed is very dry. This last 
point is important to remember in the adminis- 
tration of inhalation therapy. Oxygen or other 
substances given by inhalation should always 
oe humidified in order to counterbalance the 
toss of water through expiration. The loss of 
electrolytes through respiration is normally min- 
:mal, although the lungs can play an important 
role in maintaining the acid-base balance of the 
body, as discussed later. 


Maintenance of Acid-Base Balance 


Intimately connected with the fluid and elec- 
Tolyte balance of the body is the maintenance 
ai acid-base (or H+) balance. You will recall 
‘rom your chemistry courses that acids carry 
hvdrogen ions, which can be released to com- 
3ine with other substances. Alkalis (base sub- 
stances) do not carry hydrogen ions, but can 
combine with the hydrogen ions released by an 
acid. The relative acidity or alkalinity of body 
duids is expressed in terms of pH, which refers 
to the concentration of hydrogen ions in the 
Juid. The pH is measured on a scale of 1 to 14. 
Water, which is considered a neutral substance 
being neither acid nor alkaline), has a pH of 
7.0. The pH scale is based on a negative loga- 
rithm, and acidic solutions have a pH lower 
than 7 and alkaline solutions a pH higher than 
Normally, the acid-base balance (or H* con- 

cen'"ation) of body fluids is maintained by 
- means of four mechanisms. A local small 

buildup of extra acid or base may be corrected 
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by a simple process of dilution—that is, the 
circulating fluid picks up the extra ions and 
takes them away from the trouble spot; they 
become diluted in the total volume of fluid 
circulating. The excess acid accumulated in a 
muscle after exercise, for example, may be re- 
moved in this way. The body also has a system 
of buffers, which operate within the fluid system 
to correct a tendency toward either acidity or 
alkalinity. Buffers are pairs of substances con- 
sisting of a weak acid and its salt, which act as 
sponges to absorb extra hydrogen or base ions, 
as required. The principal buffering agents in 
body fluids are the carbonic acid—bicarbonate 
system, which operates mainly in the extracel- 
lular fluid; the phosphate buffer system, which 
operates predominantly in the intracellular 
fluid; and the protein buffer system, which op- 
erates in both (proteins can act as either acids 
or bases as needed). If the first two mechanisms 
fail to effect a balance, the body has two other 
regulatory mechanisms that may be brought into 
play—namely, the kidneys and the lungs. The 
kidneys can vary the acidity of the urine in 
response to the body's need to throw off excess 
acid or base. They act principally by controlling 
base bicarbonates. The lungs aid in maintaining 
acid-base balance through their control of car- 
bonic acid. They can eliminate either more or 
less carbonic acid (in the form of carbon dioxide 
and water), thus either ridding the body of 
excess acid or conserving it. When you have 
engaged in strenuous exercise, for example, you 
may find that you are breathing more quickly 
and more deeply than usual, as the body at- 
tempts to rid itself of the extra acid from the 
waste products of muscle cell metabolism. 

When large amounts of fluids are lost or re- 
tained in the body, there can be disturbances of 
acid-base balance. The balance can swing in the 
direction of a higher concentration of either acid 
or base. The term acidosis refers to a swing 
toward the acid side, through either a retention 
of excess acid (H* concentration) in the body or 
a depletion of the body's alkaline reserves. The 
normally basic state of body fluids becomes 
more acidic; a pH below 7.35, the lowest point 
on the normal range for blood, is generally 
considered to indicate acidosis. Alkalosis is the 
opposite of acidosis; there is either a lessening 
of the acid (H* concentration) of body fluids or 
an excess of alkaline reserves. When the pH of 
the blood exceeds 7.45, the highest point in the 
normal range, the condition is called alkalosis. 
When acidosis or alkalosis results from disturb- 
ances in metabolism, the term metabolic aci- 
dosis or metabolic alkalosis is used; when it 
results from disturbed respiratory functioning, 
it is called respiratory acidosis or respiratory 
alkalosis. 
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FACTORS AFFECTING FLUID AND 
ELECTROLYTE BALANCE 


There are many factors that will disturb the 
body's fluid and electrolyte balance. It is perhaps 
helpful here to discuss these factors under the 
following general headings: 


Insufficient Intake 


The sources of water and electrolytes for the 
body are the food and fluids ingested. Any 
disturbance in the source of nourishment is 
reflected in the body. People who do not take in 
a sufficient amount of food and fluids, either 
because these are not available or because of 
illness, will usually show a disturbed fluid and 
electrolyte balance, particularly if the insuffi- 
cient intake is prolonged. 


Disturbances of the Gastrointestinal 
Tract 


A very large volume of fluid in the form of 
digestive juices is secreted into the gastrointes- 
tinal tract each day. Almost all of this fluid is 
reabsorbed during the process of digestion. In- 
‘terference with the normal processes of secretion 
and reabsorption can result in serious fluid and 
electrolyte imbalance. The nature of the imbal- 
ance depends to a large extent on the portion of 
the gastrointestinal tract affected. In order to 
appreciate the significance of this point, it is 
helpful to keep in mind the volume, the pH, 
and the electrolyte composition of the various 
digestive juices. The approximate volumes and 
pH of the principal digestive juices per day are 
as follows: 


Daily Usual 
Volume pH 
Saliva 1500 ml. 6.7 
Gastric secretion 2500 ml. 1.0-2.0 
Intestinal secretion 3000 ml. 7.8—8.0 
Pancreatic secretion 700 ml. 8.0—8.3 
Bile 500 ml. 7.8 
Total 8200 ml.? 


The major components that are involved in 
electrolyte and acid-base balance are found in 
the gastric and intestinal secretions. Gastric juice 
contains large quantities of hydrochloric acid 
and a significant amount of sodium. Gastric 
mucus contains a high proportion of sodium 
and chloride, small but significant amounts of 
potassium, and a relatively small amount of 
carbonate. Thus, when fluids are lost from the 
stomach through vomiting, there may be a sig- 


nificant loss of acid as well. Prolonged vomi 
may cause severe sodium depletion and los 
the chloride ion also. The body's reserve: 
potassium may be lessened also. Gastric sucti 
ing removes hydrochloric acid and fluids; gas 
washings can severely deplete the store of cl 
ride ions, particularly if these washings are d 
with water rather than normal saline. All gas 
tube irrigations as well as gastric washi 
should therefore be done with isotonic saline 
prevent the depletion of these electrolytes. 

Pancreatic juice, bile, and the intestinal sec 
tions are predominantly basic and contain rt 
tively large amounts of carbonate, as well 
sodium and chloride. In addition, a large p 
portion of the total volume of potassium | 
creted from the body daily is via the gastroint 
tinal tract in the feces. Thus, diarrhea genera 
results in the loss of fluids, and of sodium a 
chloride ions, as well as of the base secret 
in the intestine. Severe diarrhea depletes t 
body's potassium also. 


Disturbances of Kidney Function 


Because the kidney is so intimately concern: 
with the regulation of fluid and electrolyte b: 
ance, any impairment in renal function mi 
disturb this balance. Damage to the kidney itse 
may interfere with its ability to reabsorb wat 
and electrolytes in the tubules. An imbalance i 
the antidiuretic hormone (caused by pituitai 
gland dysfunction, for example) affects kidne 
functioning, particularly the reabsorption « 
water. Similarly, an imbalance in aldosteron 
(which may result from steroid therapy) affect 
sodium retention and potassium excretion b 
the kidneys. The kidneys are also affected b 
disturbances in cardiovascular functioning. A 
insufficient flow of blood through the kidney 
due to a poorly functioning heart, for example 
hampers the efficiency of the kidneys in tha 
there may not be enough blood circulatim 
through the kidneys to produce an adequat 
amount of glomerular filtrate. Retention of fluic 
in body tissues may then occur. This is evi 
denced by edema, which is a frequent accom 
paniment of many cardiac conditions. 


Excessive Perspiration or Evaporation 


One of the largest variables in the amount of 
water lost from the boay daily is the volume of 
perspiration. This may range from zero to severa! 
liters per day, depending on such factors as the 
amount of physical activity of the individual. 
the temperature of the environment, and the 
presence of fever. When there is excessive per- 


zczcetion, two protective mechanisms are 
crcceght into play: thirst, which increases the 
£z-cunt of fluid intake, and adjustment of the 
vzr output by the kidneys.’ 

When fluids are lost through sweating, there 
= 2 loss of sodium chloride as well. Hence, 
sez ale who live in hot climates, and those who 
z=- work in-temperatures above normal often 
i>i they need more salt in their food to replace 
zz: lost through perspiration. As a person be- 
ces acclimatized to higher environmental 
~m peratures, however, the body usually adjusts 
zv .essening the salt content of sweat so that the 
ass of sodium and chloride ions by this route 
= —inimized. 


Hemorrhage, Burns, and Body Trauma 


‘= hemorrhage, not only fluid but also a per- 
zertage of all the blood elements is lost. The 
cz: circulatory volume is decreased and, in a 
acze hemorrhage, the body's adaptive mecha- 
ixs may collapse and shock may ensue. 

= burns, as well as in some trauma to the 
zxcv (including surgical trauma), fluids and 
+ectrolytes are lost from the general circulation, 
# ‘these tend to accumulate in the interstitial 
steces. Fluids are removed from the plasma, 
acium is depleted throughout the body gener- 
iv. and potassium is released in excessive 
zrounts from the damaged cells. Proteins are 
aso depleted. Therefore, there is a need to 
~zciace not only fluids but also sodium, potas- 
5 ——. and proteins in order to restore a balance. 


*1L ID AND ELECTROLYTE NEEDS 
THROUGHOUT THE LIFE CYCLE 


The pregnant woman's circulatory system 
z=- take care of the unborn infant's oxygen 
weis, and its fluid and electrolyte needs, as 
v1 as her own. To cope with these demands, 
zer total blood volume is increased by approxi- 
-aelv 50 per cent, the production of red blood 
::15 in her body is stepped up by almost one 
zv. and total cardiac volume is increased by 
¿z proximately 10 per cent. The pregnant wom- 
zz s heart must also beat faster (her resting pulse 
7s increases) with the extra demands on her 
z-ulatory system. There is also a marked in- 
zase in the body's water content. An average 

> * 5 to 7 liters is gained, including 3.5 liters 
-ır +e needs of the fetus ahd the balance for the 
-rher's bodily needs. 

Many pregnant women complain of fluid re- 
«con. which may be caused by such factors as 
—azses in hydrostatic and osmotic pressure, an 
cartease in capillary permeability, and a tend- 
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ency to retain sodium. Some edema is common, 
particularly in the late stages of pregnancy. 
Some women develop a pregnancy-induced hy- 
pertension (toxemia of pregnancy), a complica- 
tion that can cause problems for both fetus and 
mother. The hypertension is related to sodium 
and water retention. 

As mentioned at the beginning of the chapter, 
70 to 80 per cent of a newborn's body weight is 
water. Until the age of around 2 years, fluids 
continue to make up a greater proportion of total 
body weight than they do in older children and 
adults. Much of the additional fluid is extracel- 
lular, and is rapidly lost in the event of illness, 
a factor that makes the infant very vulnerable to 
fluid and electrolyte and acid-base imbalances. 
The infant also has a high metabolic rate, be- 
cause of its greater proportional body suríace 
area, its growth needs, and its relatively large 
body organs. The high metabolic rate means that 
there is more rapid turnover of water in the body 
of children than in adults, and children need a 
larger amount of fluids proportional to body 
weight. Another factor contributing to the in- 
fant's vulnerability to fluid and electrolyte im- 
balances is the immaturity of its homeostatic 
mechanisms. The kidneys in infants, for exam- 
ple, have a limited ability to concentrate and 
dilute urine, a mechanism that is important in 
maintaining fluid balance. 

By the time the child is around 2 years of age, 
fluid volume as a percentage of total body 
weight, as well as its distribution in the body, 
is similar to that in an adult. The basal metabolic 
rate gradually decreases through childhood until 
maturity, and the water turnover gradually slows 
down to adult levels. Throughout childhood, 
however, the individual continues to need a 


RANGE OF AVERAGE WATER REQUIREMENT 
OF CHILDREN AT DIFFERENT AGES UNDER 
ORDINARY CONDITIONS 


Average Water per 

Body Total Water kg Body Wt. 

Weight in 24 Hours, in 24 Hours, 

Age in kg. ml. ml. 

3 days 3.0 250- 300 60-100 
10 days 3.2 400- 500 125-150 
3 months 5.4 750- 850 140-160 
6 months 7.3 950-1100 130-155 
9 months 8.6 1100-1250 125-145 
1 year 9.5 1150-1300 120-135 
2 years 11.8 1350-1500 115-125 
4 years 16.2 1600-1800 100—110 
6 years 20.0 1800-2000 90-100 
10 years 28.7 2000-2500 70- 85 
14 years 45.0 2200-2700 50- 60 
18 years 54.0 2200-2700 40— 50 


From Vaughan, V. C., III, McKay, R. J., and Behrman, R. 


E.: Nelson Textbook of Pediatrics. 11th ed. Philadelphia. 
W. B. Saunders Company, 1979, p. 175. 
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FACTORS AFFECTING FLUID AND 
ELECTROLYTE BALANCE 


There are many factors that will disturb the 
body's fluid and electrolyte balance. It is perhaps 
helpful here to discuss these factors under the 
following general headings: 


Insufficient Intake 


The sources of water and electrolytes for the 
body are the food and fluids ingested. Any 
disturbance in the source of nourishment is 
reflected in the body. People who do not take in 
a sufficient amount of food and fluids, either 
because tbese are not available or because of 
illness, will usually show a disturbed fluid and 
electrolyte balance, particularly if the insuffi- 
cient intake is prolonged. 


Disturbances of the Gastrointestinal 
Tract 


A very large volume of fluid in the form of 
digestive juices is secreted into the gastrointes- 
tinal tract each day. Almost all of this fluid is 
reabsorbed during the process of digestion. In- 
‘terference with the normal processes of secretion 
and reabsorption can result in serious fluid and 
electrolyte imbalance. The nature of the imbal- 
ance depends to a large extent on the portion of 
the gastrointestinal tract affected. In order to 
appreciate the significance of this point, it is 
helpful to keep in mind the volume, the pH, 
and the electrolyte composition of the various 
digestive juices. The approximate volumes and 
pH of the principal digestive juices per day are 
as follows: 


Daily Usual 
Volume pH 
Saliva 1500 ml. 6.7 
Gastric secretion 2500 ml. 1.0-2.0 
Intestinal secretion 3000 ml. 7.8—8.0 
Pancreatic secretion 700 ml. B.0—8.3 
Bile 500 ml. 7.8 
Total 8200 ml.? 


The major components that are involved in 
electrolyte and acid-base balance are found in 
the gastric and intestinal secretions. Gastric juice 
contains large quantities of hydrochloric acid 
and a significant amount of sodium. Gastric 
mucus contains a high proportion of sodium 
and chloride, small but significant amounts of 
potassium, and a relatively small amount of 
carbonate. Thus, when fluids are lost from the 
stomach through vomiting, there mav be a sig- 


nificant ings of acid as well. Prolonged vomitiz: 
may cause severe sodium depletion and loss = 
the chloride ion also. The body's reserves <r 
potassium may be lessened also. Gastric suctio-- 
ing removes hydrochloric acid and fluids; gastr:: 
washings can severely deplete the store of chl-- 
ride ions, particularly if these washings are don: 
with water rather than normal saline. All gastn: 
tube irrigations as well as gastric washing: 
should therefore be done with isotonic saline :: 
prevent the depletion of these electrolytes. 

Pancreatic juice, bile, and the intestinal secre 
tions are predominantly basic and contain rele 
tively large amounts of carbonate, as well = 
sodium and chloride. In addition, a large prc- 
portion of the total volume of potassium ex- 
creted from the body daily is via the gastrointes- 
tinal tract in the feces. Thus, diarrhea generall: 
results in the loss of fluids, and of sodium an- 
chloride ions, as well as of the base secrete- 
in the intestine. Severe diarrhea depletes th: 
body's potassium also. 


Disturbances of Kidney Function 


Because the kidney is so intimately concernec 
with the regulation of fluid and electrolyte bai- 
ance, any impairment in renal function max 
disturb this balance. Damage to the kidney itsel: 
may interfere with its ability to reabsorb wate: 
and electrolytes in the tubules. An imbalance ir 
the antidiuretic hormone (caused by pituitary 
gland dysfunction, for example) affects kidnex 
functioning, particularly the reabsorption o 
water. Similarly, an imbalance in aldosterone 
(which may result from steroid therapy) affects 
sodium retention and potassium excretion by 
the kidneys. The kidneys are also affected bv 
disturbances in cardiovascular functioning. An 
insufficient flow of blood through the kidneys 
due to a poorly functioning heart, for example. 
hampers the efficiency of the kidneys in that 
there may not be enough blood circulating 
through the kidneys to produce an adequate 
amount of glomerular filtrate. Retention of fluid 
in body tissues may then occur. This is evi- 
denced by edema, which is a frequent accorn- 
paniment of many cardiac conditions. 


Excessive Perspiration or Evaporation 


One of the largest variables in the amount of 
water lost from the boay daily is the volume of 
perspiration. This may range from zero to several 
liters per day, depending on such factors as the 
amount of physical activity of the individual. 


the temperature of the environment, and the 
nreeenco nf foune Wha— sb--- o7 i 


spiration, two protective mechanisms are 
-ought into play: thirst, which increases the 
zmount of fluid intake, and adjustment of the 
water output by the kidneys.” 

When fluids are lost through sweating, there 
- a loss of sodium chloride as well. Hence, 
zeople who live in hot climates, and those who 
zust work in temperatures above normal often 
Zad they need more salt in their food to replace 
-zat lost through perspiration. As a person be- 
-omes acclimatized to higher environmental 
-=mperatures, however, the body usually adjusts 
zy lessening the salt content of sweat so that the 
:35s of sodium and chloride ions by this route 
5 minimized. 


Hemorrhage, Burns, and Body Trauma 


In hemorrhage, not only fluid but also a per- 
:entage of all the blood elements is lost. The 
-stal circulatory volume is decreased and, in a 
arge hemorrhage, the body's adaptive mecha- 
-isms may collapse and shock may ensue. 

In burns, as well as in some trauma to the 
zodv (including surgical trauma), fluids and 
=tectrolytes are lost from the general circulation, 
zs these tend to accumulate in the interstitial 
spaces. Fluids are removed from the plasma, 
sodium is depleted throughout the body gener- 
zily, and potassium is released in excessive 
amounts from the damaged cells. Proteins are 
ziso depleted. Therefore, there is a need to 
-eplace not only fluids but also sodium, potas- 
sium, and proteins in order to restore a balance. 


FLUID AND ELECTROLYTE NEEDS 
THROUGHOUT THE LIFE CYCLE 


The pregnant woman's circulatory system 
must take care of the unborn infant's oxygen 
needs, and its fluid and electrolyte needs, as 
well as her own. To cope with these demands, 
Ser total blood volume is increased by approxi- 
mately 50 per cent, the production of red blood 
zells in her body is stepped up by almost one 
*hird, and total cardiac volume is increased by 
approximately 10 per cent. The pregnant wom- 
an's heart must also beat faster (her resting pulse 
-ate increases) with the extra demands on her 
zirculatory system. There is also a marked in- 
crease in the body's water content. An average 
af 6.5 to 7 liters is gained, including 3.5 liters 
‘or the needs of the fetus ahid the balance for the 
mother’s bodily needs. 

Many pregnant women complain of fluid re- 
:ention, which may be caused by such factors as 
zhanges in hydrostatic and osmotic pressure, an 
increase in capillary permeability, and a tend- 
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ency to retain sodium. Some edema is common, 
particularly in the late stages of pregnancy. 
Some women develop a pregnancy-induced hy- 
pertension (toxemia of pregnancy), a complica- 
tion that can cause problems for both fetus and 
mother. The hypertension is related to sodium 
and water retention. 

As mentioned at the beginning of the chapter, 
70 to 80 per cent of a newborn’s body weight is 
water. Until the age of around 2 years, fluids 
continue to make up a greater proportion of total 
body weight than they do in older children and 
adults. Much of the additional fluid is extracel- 
lular, and is rapidly lost in the event of illness, 
a factor that makes the infant very vulnerable to 
fluid and electrolyte and acid-base imbalances. 
The infant also has a high metabolic rate, be- 
cause of its greater proportional body surface 
area, its growth needs, and its relatively large 
body organs. The high metabolic rate means that 
there is more rapid turnover of water in the body 
of children than in adults, and children need a 
larger amount of fluids proportional to body 
weight. Another factor contributing to the in- 
fant's vulnerability to fluid and electrolyte im- 
balances is the immaturity of its homeostatic 
mechanisms. The kidneys in infants, for exam- 
ple, have a limited ability to concentrate and 
dilute urine, a mechanism that is important in 
maintaining fluid balance. 

By the time the child is around 2 years of age, 
fluid volume as a percentage of total body 
weight, as well as its distribution in the body, 
is similar to that in an adult. The basal metabolic 
rate gradually decreases through childhood until 
maturity, and the water turnover gradually slows 
down to adult levels. Throughout childhood, 
however, the individual continues to need a 


RANGE OF AVERAGE WATER REQUIREMENT 
OF CHILDREN AT DIFFERENT AGES UNDER 
ORDINARY CONDITIONS 


Average Water per 
Body Total Water kg Body Wt. 
Weight in 24 Hours, in 24 Hours, 
Age in kg. ml. ml. 
3 days 3.0 250- 300 80—100 
10 days 3.2 400- 500 125-150 
3 months 5.4 750— 850 140-160 
6 months 7.3 950-1100 130-155 
9 months 8.6 1100-1250 125-145 
1 year 9.5 1150-1300 120-135 
2 years 11.8 1350-1500 115-125 
4 years 16.2 1600—1800 100-110 
6 years 20.0 1800-2000 90—100 
10 years 28.7 2000-2500 70- 85 
14 years 45.0 2200—2700 50- 60 
18 years 54.0 2200—2700 40- 50 


From Vaughan, V. C., IIl, McKay, R. J., and Behrman, R 


E.: Nelson Textbook of Pediatrics. 11th ed. Philadelphia. 
W. B. Saunders Company, 1979, p. 175. 
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NORMAL BLADDER CAPACITY AND VOIDING 


Average Quantity 


Approximate Number of Voidings at Each Voiding 
Age Capacity in 24 Hours in cc.'s 
Birth 60 cc. 14 30 
Birth to 3 months 60-115 cc. 13-14 30 
3-6 months 115-150 cc. 20 30 
6—12 months 150-280 cc. 16 45 
1 year 280 cc. 12 60 
5 years 500—700 cc. 7-8 120-150 
12 years 850 cc. 7-8 180—240 


ti dni M Ec cro c n duc nO BM S NNI rii E c 
From Tackett, J. J. M., and Hunsberger, M.: Family Centered Care of Children and Adolescents. Philadelphia, W. i 


Saunders Company, 1981, p. 1382. 


greater volume of fluids proportionate to his 
body weight than an adult does, and he also 
loses a proportionately greater volume in urine. 

In children there is also a greater exchange of 
fluids in the gastrointestinal tract than there is 
in adults. This factor is important because it is 
through this exchange that water and sodium 
are reabsorbed and potassium is excreted. Thus, 
problems interfering with the reabsorption of 
fluids in the gastrointestinal tract can cause 
major fluid losses in children. They can become 
dehydrated quickly with even minor gastroin- 
testinal upsets. Edema is often seen in refugee 
children who are starving. In this case the fluid 
flows from the blood vessels into the tissues 
because lowered levels of plasma protein are 
insufficient to hold the fluid. 

With adolescence, there is a maturing of all 
body systems and the homeostatic mechanisms 
for regulating fluid and electrolyte balance begin 
to function as they do in adults. In fluid and 
electrolyte balance, as in so many other aspects 
of physiological functioning, there is a differ- 
ence between males and females, with women 
having a tendency to retain fluids during the 2 
or 3 days immediately prior to the menstrual 
period. Just before the menstrual period, there 


^is an increase in the level of the hormone pro- 
' gesterone. This hormone is related in chemical 


r 


composition to aldosterone and has a similar 
effect in, promoting the retention of sodium, 
which, in turn, leads to the retention of water 
in the body. 

Throughout adulthood, there is a gradual de- 
crease in the functional capacity of the cardio- 
vascular system as blood pressure increases and 
the individual becomes more vulnerable to car- 
diovascular diseases. A gradual lessening in ef- 
ficiency of the fluid and electrolyte regulating 
mechanisms contributes to making the older 
adult slower to recover from imbalances than he 
was in his younger days. 

During the menopause many women have a 
problem with fluid retention. Although a num- 
ber of theories have been postulated, no single 
definitive cause has been isolated. Generallv it 


is usually considered to be “idiopathic,” that 3 
due to no known cause. 

In the elderly, the prevalence of hypertensica 
and the incidence of cardiovascular disease i» 
crease. The arteries thicken and become les 
elastic. Many older people have a problem wi3 
varicose veins, which, if deep, will cause swei: 
ing of the ankles. It is usually difficult to gs 
older people to drink a sufficient amount 4 
fluids to meet their bodily needs, particulars 
when they are ill. It is important to make a pois 
of offering extra fluids between meal times ant 
encouraging them to drink more water, mi 
and juices. 


COMMON PROBLEMS 


A great many problems may result from ds- 
turbances in fluid and electrolyte balance. &* 
other systems in the body are dependent on 3e 
effective functioning of the fluid system. * 
serves not only as the transport mechanism iz 
moving nutrients and removing wastes, but ais 
provides an optimal environment for the e 
cient functioning of body cells. 

As a result of fluid and electrolyte imbalan= 
then, problems may arise in any of the bod: ' 
functional areas. These problems often requ 
medical or nursing intervention. The type = 
problem and the intervention required depea: 
to a large extent on the specific nature of = 
imbalance and the extent of the disturban= 
The most common problems that the nurse wii 
encounter are those associated with dehyc- 
tion, edema, and accompanying disturbance: z 
acid-base balance. 

Dehydration is a general term used to dese 
nate a condition in which the body or tissus 
are deprived of water. It may result fro- : 
number of causes. such ^s an insufficient inzas- 
of fluids, an exces... 5s of fluids, or oz 
disease conditions, as discussed earlier in =r. 
section on factors affecting fluid and electrc--* 
balance. 

Edema is a condition in which there is ev-a— 


sive fluid retained in the tissues; it may be either 
zeneralized or localized. It may result from dis- 
-urbances in kidney function, disturbances in 
zirculatory function (as, for example, in people 
with cardiac conditions), inflammation, in- 
creased permeability of the cell membranes, or 
a number of other health problems. 


ASSESSMENT 


In order to assess the patient's fluid and elec- 
trolyte status, the nurse should be aware of 
factors in the patient's history which could 
cause an imbalance. She should be alert to signs 
and symptoms in the patient that could be in- 
dicative of fluid and electrolyte imbalance, and 
she should be able to identify significant labo- 
ratory findings. In addition, the nurse should 
know the physician's plan of therapy for the 
patient and understand the rationale on which 
this plan is based. 

The patient's medical history provides the 
nurse with much valuable information about 
existing or potential fluid and electrolyte prob- 
lems. The person who has had a history of 
nausea and vorniting over several days, for ex- 
ample, is likely to show disturbances resulting 
from the loss of fluids generally, the loss of acid 
from gastric secretions, and possibly a depletion 
of the sodium ions as well. The patient who is 
admitted for surgery may develop fluid and 
electrolyte imbalance postoperatively and will 
need careful observation on the part of the nurse 
to detect signs and symptoms of impending 
imbalance. The baseline data entered by the 
physician, other nurses, and other members of 
the health team on the patient's record can alert 
the nurse to the presence of any of the health 
problems discussed in the section on factors 
affecting fluid and electrolyte balance. 


Subjective Observations 


Significant factors in the patient's history that 
may alert the nurse to the possibility of fluid 
and electrolyte imbalance include recent 
changes in the individual's usual patterns of 
intake and output or the presence of any one of 
the health problems already mentioned. When 
taking the nursing history, the nurse should 
obtain information about the patient's normal 
habits of food and fluid intake and output. How 
many glasses of wo ., 17,.; ze usually drink per 
day, for example? How many cups of tea or 
coffee? What types of fluids does he like? What 
foods does he usually eat? This type of infor- 
mation not only provides baseline data with 
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which to compare but also helps the nurse to 
plan the patient's care to prevent fluid and 
electrolyte imbalances from developing or to 
assist in correcting those that have occurred. 

In addition to obtaining information about 
usual habits, the nurse should ascertain if there 
have been any recent alterations in the individ- 
ual's pattern of intake and output. For example, 
has the patient been suffering from anorexia, 
and not taking the usual amount of food and 
fluid? Has he noticed that he is not voiding as 
much as usual or, conversely, has been voiding 
more than usual? Is he taking any medications 
that could affect fluid and electrolyte balance, 
as, for example, steroids? Has he experienced 
any changes in his food intake or fluid output 
as a result of illness recently? Has he noticed 
that he is particularly thirsty lately? Is he aware 
of any recent rapid gain or loss in weight, or 
gradually increasing obesity? Has he noticed any 
weakness in his muscle strength, or signs of 
muscular irritability, such as tremors or twitch- 
ing of the muscles? 


Objective Observations 


Although fluid and electrolyte disturbances 
are usually the result of other disorders in the 
body, they may in themselves give rise to spe- 
cific problems. 

Of particular importance to the nurse is an 
awareness of the early signs of dehydration in a 
patient. His tongue is often dry and furry. He 
may complain of thirst, his skin tissues usually 
appear to be loose and flabby (loss of tissue 
turgor), and the mucous membranes appear dry. 
The patient frequently also complains of fatigue. 
The nurse will note that the patient's urine is 
scanty in amount and darker in color than nor- 
mal urine. If the dehydration progresses, evi- 
dence of a greater degree of imbalance may be 
noted. Fluid is first drawn from the interstitial 
spaces and then from within the cells in order 
to maintain an adequate blood volume. How- 
ever, as dehydration advances, the blood volume 
may also be lessened, and the patient's pulse 
may then become weak and his blood pressure 
low. He may experience a feeling of faintness, 
and sometimes signs of mental confusion are 
evident. With moderately advanced dehydra- 
tion, the individual's temperature is usually el- 
evated and there is a marked weight loss as well. 
In the most extreme cases of dehydration, the 
patient may go into shock, which progresses to 
a comatose state. 

Also important to the nurse is the early rec- 
ognition of retention of fluid in the body tissues. 
Edema may be localized or generalized. Gener- 
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The nurse checks fv sms of edema In this patient. 


alized edema cam uewally be observed first in 
the soft tissues around the eyes and in depend- 
ent areas of the body. Wi tbe individual is up and 
walking around, the &eiems may be noted first 
in the feet and ankles With bed patients, the 
nurse may notice edem perticularly around the 
sacral area. The patient » skin appears puffy and 
soft to the touch Tbe edematous patient usually 
shows A- im wehi which is due to the 
extra fluid he is retaimime When there is marked 
edema, the blood volume becomes increased, 
with a resultant rise in blood pressure. The lungs 
may be affected, since the lungs are a low pres- 
sure area in the circulalory system and extra 
fluids tend to accumulate there. Thus, the pa- 
tient may show symploms of dyspnea, with 
moist and noisy breathing. When there is a 
retention of fluids, there is usually a lessened 
volume of urine output. 


Diagnostic Tests 


Diagnostic tests for pafients who have poten- 
tial or actual fluid and electrolyte problems 
usually involve the laboratory examination of 
specimens of blood and urine. Electrolyte levels 
in the blood serum can be determined after the 


collection of approximately 5 ml. of venov: 
blood. Potassium, sodium, calcium, and mas 
nesium concentrations are frequently measurec 
Normal blood values for these elements in adul-: 
are: 


Potassium 3.5 to 5.0 mEq./L 
Sodium 136 to 145 mEq./L 
Calcium 8.8 to 10.5 mg./100 ml. 
Magnesium 1.5 to 2.5 mEq./L 


A blood gas analysis is often carried out t- 
assess the acid-base balance. For this, 5 ml. c 
arterial blood is withdrawn. Measurement of the 
pH, Pco,, and standard Pco, is usually orderec 
The pH indicates the overall acid-base balance 
of the body (normal, 7.35-7.45). PCO, is the 
pressure of carbon dioxide dissolved in the 
plasma and indicates carbonic acid retentior 
(normal, 35-40 mm. Hg). Standard Pco, meas- 
ures the amount of bicarbonate buffer (norma! 
25-29 mEgq./liter). Often a Po, reading is re 
quested; it measures the oxygen tension, nor- 
mally 95 to 100 mm. Hg. 

Diagnostic tests of the urine are done to meas- 
ure the fluid and electrolyte balance. Tests fo: 
acetone and diacetic acid may indicate a dis 
turbance in the metabolism that results in a type 
of acidosis. Urine is examined to test for the 
excretion of chlorides and sometimes potassium. 
The specific gravity of urine indicates the con- 
centration of dissolved materials, such as waste 
products, and can reflect the degree of hydration 
of the patient. Other urine and kidney tests are 
more likely to assess kidney functioning, whicb 
may or may not be a contributing factor to fluid 
and electrolyte imbalance. 


PRIORITIES FOR NURSING ACTION 


Disturbances in fluid and electrolyte balance 
can have serious effects on body functioning 
The nurse must be particularly alert in noting 
early indications of imbalance. These should be 
drawn to the attention of the attending physician 
promptly so that appropriate therapy can be 
instituted to correct the situation before it be- 
comes too advanced. The consequences o! 
marked imbalances of fluids and the major elec- 
trolytes in the body have been documented 
throughout this chapter. It should be stressed. 
therefore, that all measures to maintain or re- 
store fluid and electrolyte balance should re- 
ceive priority from the nurse. 

The individual with an elevated temperature 
is especially vulnerable to disturbances in hi: 
fluid and electrolyte balance. His fluid require- 
ments are higher than normal (at least 3000 ml. 
of fluid is believed to be required by the person 


with pyrexia), and his fluid losses are usually 
:'so in excess of the normal (see Chapter 19). 

Children, in particular, show signs of dehy- 
¿ration with accompanying electrolyte imbal- 
23ce very rapidly in acute illnesses. A child who 
zas been running a temperature, or who has had 
Ziarrhea for even a few days, may be brought 
:ato the hospital in a state of acute dehydration. 
He will need immediate medical and nursing 
:ntervention. 

The nurse should also always be alert to the 
possibility of circulatory collapse, or shock, 
which occurs when the body’s fluid system is 
not able to cope with major disturbances. Shock 
is always considered a medical emergency and 
requires prompt intervention. It may be caused 
əy a sudden, extensive loss of fluids from the 
5ody, such as occurs in hemorrhage or in severe 
burns, or by prolonged dehydration. It may also 
zesult from severe trauma of any kind, surgery, 
neart conditions, infections, allergic reactions, 
or toxicity from drugs. Shock may occur imme- 
diately after an injury, or its appearance may be 
delayed. 

It should be noted that in the case of a sudden 
hemorrhage, there is no time for the develop- 
ment of early symptoms and the patient may 
show signs of circulatory collapse very sud- 
denly. Again, prompt intervention is essential] 
to save the person's life. It is important to re- 
member that any injury produces shock, which 
may range from mild to severe—so severe, in 
fact, that the patient may die from the effects of 
shock itself rather than from the disturbance 
that caused it. 

Shock is frequently present in persons admit- 
ted to the emergency unit of a health agency. It 
is also a possible complication in many condi- 
tions for which people are hospitalized as, for 
example, surgery or cardiac conditions. It may, 
however, just as easily occur in people on the 
street, at home, or in a physician's or dentist's 
office. The subject of shock will be treated in 
much more detail in courses you will take later 
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SHOCK 


Subjective 
Observations 


Objective 
Observations 


Nurse may observe: 
Pallor 


Patient may complain of: 


Feeling of faintness 


Dizziness Cold, clammy skin 
Blurring of vision Profuse sweat 
Thirst Rapid, weak, thready pulse 


Low blood pressure 

Rapid, shallow breathing 
(may progress to air 
hunger) 

Nausea, possibly vomiting 

Patient may be drowsy, 
lapse into 
unconsciousness 


Apprehension 


in your nursing program. However, as a first- 
year student you should: 


1. Be able to recognize the existence of shock 
in a patient, and indications of impending or 
worsening shock 

2. Be aware when prompt intervention is 
needed and summon assistance 

3. Be able to take steps to facilitate the insti- 
tution of emergency measures 


The signs of shock evident in a patient may 
vary somewhat, depending on its cause, its se- 
verity, and the length of time the patient has 
been in shock. However, there are some classic 
signs and symptoms with which the student 
should be familiar. These may be divided into 
those which the patient may be aware of (sub- 
jective data) and those which the nurse may 
observe (objective data) as listed in the table 
above. Any or all of these signs and symptoms 
may be present. 

If you suspect that a patient is going into 
shock, you should alert the nurse in charge so 
that prompt action can be taken to obtain emer- 
gency intervention. Most health agencies have a 
standard routine for such emergencies and a 
well-stocked cart available for treatment needs. 


PRINCIPLES RELEVANT TO FLUID AND ELECTROLYTE BALANCEBEEEEEEEEEEEEEEENN 


1. The average adult requires 2100 to 2900 mi. of fluid in a 24-hour period. 
2. Children require a greater volume of fluids, proportional to body weight than 


adults. 


3. Normally, fluid intake Is balanced against fluid loss. 
4. When fluids are lost or retained in excessive amounts, there is an accom- 


panying loss or gain of electrolytes. 


5. The signs and symptoms accompanying electrolyte imbalance vary according 
to the excess or deficiency of the specific electrolyte. 
6. The specific electrolytes lost from the body In any fluid loss depend on the 


route of the loss. 
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The recommended treatment for patients in 
shock has undergone considerable revision in 
recent years, and opinions vary with regard to 
the use of different drugs to aid in the restoration 
of blood pressure. There has also been contro- 
versy over the positioning of the patient. It is, 
therefore, a good idea to acquaint yourself with 
the specific routine of the agency in which you 
are having experience and also with the contents 
of the emergency cart. It is generally recom- 
mended at present that the patient be placed flat 
in bed (dorsal recumbent position) with the feet 
and legs slightly elevated, unless there are con- 
traindications to this position, as in the case of 
the cardiac patients, for example. You are usu- 
ally safe in assuming that intravenous therapy 
will be started (to raise the volume of circulating 
fluids) and the necessary equipment should be 
gathered. Oxygen equipment and intubation 
equipment may also be required, so these should 
be available. 

Medical anti-shock trousers (MAST) are now 
quite extensively used in the pre-hospital emer- 
gency care of injured persons, particularly those 
in shock or hemorrhaging. Sometimes called 
“trauma trousers" or “MAST suit," these are 
inflatable pants that are used to apply an even 
pressure to the body below the waist, thus help- 
ing to control hemorrhage or to prevent circu- 
latory collapse or both. The trousers can be 
assembled around the patient, then zipped to- 
gether in sections and inflated. Care must be 
taken that the trousers are not deflated too 
quickly, or circulatory collapse may ensue. Usu- 
ally the physician will direct the deflating proc- 
ess. If the trousers are used in your community, 
all nurses should be given instruction on them 
by the local emergency services agency. 

The patient is usually very apprehensive and 
frightened. Therefore, he needs to be reassured. 
A calm, unhurried, manner and competent ac- 
tions on the part of the nurse can help to prevent 
the patient from becoming anxious and also help 
to reassure worried family members who may 
be present. The key to appearing calm and com- 
petent lies in knowing what to do in an emer- 
gency. It is important then to learn the proce- 
dures and policies of the agency in which the 
nurse is working. 


GOALS FOR NURSING ACTION 


The basic goals of care for the patient with 
actual or potential fluid and electrolyte problems 
are to assist the patient to maintain a homeo- 
static balance insofar as this is possible or to 
restore a balance that has been disturbed. 


SPECIFIC NURSING INTERVENTIONS 


Measures to Maintain Fluid and 
Electrolyte Balance 


Ensuring Adequate Food and Fluid Intake. <r 
primary importance in the nursing care of tx 
patient with fluid and electrolyte problems + 
the maintenance of a therapeutic fluid intake. ir 
many instances the physician orders the exac 
amount of oral fluid for a patient. Sometime: 
however, it is a nursing function to judge tm 
oral fluid needs of the patient. For example, the 
nurse determines that the patient with a fever 
or an infection requires large amounts of fluit 
(at least 3000 ml. per day). 

Generally speaking, if the patient is dehy- 
drated or has lost an excessive amount of fluids 
he should be encouraged to take extra fluids 
Additional fluid intake may be contraindicatec 
in some cases, however. If the patient is nau 
seated or vomiting, for example, it is not reason- 
able to expect that he can tolerate oral fluids. 
Patients with kidney or heart conditions max 
require restriction of their fluid intake. The 
nurse should be aware of the physician's objec- 
tives in medical therapy and never push or force 
fluids beyond the limit prescribed. 

People normally get electrolytes from the fooc 
and fluids they ingest. Therefore, to maintain 
good electrolyte balance, adequate nutrition is 
essential. When the patient is deficient in certain 
electrolytes or extra are needed in the body. 
these may be administered by medication. For 
example, calcium tablets are frequently orderec 
for pregnant women because of the heavy de- 
mands for additional calcium to promote growth 
of the fetus. 

In addition, it is not unusual for restrictec 
electrolyte intake to be prescribed; for example. 
the physician might order a salt-free or low-salt 
diet for a patient. The usual purpose here is to 
restrict the oral intake of sodium (Na*). It is 
frequently the nurse's responsibility to help the 
patient to understand the necessity for the re- 
striction and to help him plan meals with this 
in mind. Most people are able to assume the 
responsibility for restricting their diets. Never- 
theless, in hospitals it is not unknown for z 
"helpful" roommate to lend his salt shaker to ¿ 
person on a restricted salt diet. 


Monitoring Fluid Intake and Output. With pè 
tients who have existing or potential fluid an- 
electrolyte problems, it is essential to monitcc 
fluid intake and output accurately. When th: 
physician wishes to know the fluid intke of = 
particular patient, accurate measurements ar- 
made of all the fluids he is given. This includes 


Zuid given orally, intravenously, interstitially, 
znd rectally. Most hospitals provide chart forms 
sr recording fluid balance. 

Body fluids are normally excreted through the 
«:dneys, the intestine, the lungs, and the skin. 
‘= recording the amount of fluid output, the 
zarse measures the amount of the patient's urine 
accurately. In addition, she measures any drain- 
22e. such as bile drainage and suction returns. 


2-8738 RIVERSIDE HOSPITAL OF OTTAWA 


I 
TOTAL 24 hr Intake 2275?Qc* Date Sept UTI i 


E e aE E 


2330- 0730 
: lime 

2400 ^ "m 

fe sh ys molet 
prr 

ool. Hao 

0700 je dfs 

0715 Tea. 

Total 

Oral 

I.V. 

T.B.A. / S Oec | T.B.A. 


Total 24 Hr Output 


sodes owe [ee 
roso |in $69 ee 


AIG 


FLUID AND ELECTROLYTE NEEDS 361 


In some instances, significant amounts of fluid 
lost in the feces, from wounds, or by perspiration 
are also recorded. 

It is difficult to obtain an exact record of fluid 
intake and output in all cases. Most hospitals 
have charts or written material that show the 
estimated fluid content of the drinking glasses, 
cups, soup bowels, and other utensils usually 
used in the agency. However, it requires the 
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cooperation of all personnel to maintain an ac- 
curate record of the patient's total fluid intake. 
The patient can often help to keep his own 
record, particularly if he understands the need 
for doing this. 

An accurate recording of output is usually 
more difficult. For example, the amount of fluid 
loss from perspiration may be considerable in 
the patient with a fever, yet measuring this is 
almost impossible. The nurse sbould, however, 
record the fact that the patient is perspiring 
profusely and draw this to the attention of the 
physician. Often the amount of fluid lost from 
wounds can only be estimated. Sometimes the 
number of dressing pads that are soaked through 
is helpful in assessing the extent of wound 
drainage. 

When drainage tubing is irrigated, or such 
procedures as gastric washings or bladder irri- 
gation are done, the amount of fluid inserted 
must always be included in the calculations of 
fluid intake and output. 

Keeping an accurate record of urine output 
can also present some problems. When patients 
have bathroom privileges, it is necessary to place 
a measured container in the bathroom and to 
enlist the patient's cooperation in collecting ur- 
ine and, if feasible, measuring the amount 
voided. Patients who are incontinent of urine 
and feces presemi additional problems in the 
assessment of fluid lasses. The nurse must watch 
these patients carefmlly for fluid retention or 
excessive fluid loss. 

The urine output of the average adult is 1100 
to 1700 ml. in a 24-hour period. When urine 
output is less than 25 mL or more than 500 ml. 
per hour, it generally is abnormal. Abnormalities 
of either excess or imadequate urine output 
should be drawn to the attention of the patient's 
physician so that appropriate therapy can be 
instituted. 


Observing for Sigms amd Symptoms of Imbal- 
ance. In assisting in the maintenance of fluid 
and electrolyte balance, the nurse must be alert 
to early indications of imbalance. Observations 
of the degree of hydration of the patient are 
noted and recorded. The nurse should watch 
particularly for early signs of dehydration or 
fluid retention, as these were outlined in the 
section on assessment of the patient. 

When observing for indications of electrolyte 
imbalance, the nurse should have an under- 
standing of the patient's medical condition and 
the potential problems that may occur. If she is 
aware, for example, that the patient has a con- 
dition involving dysfunction of the adrenal cor- 


tex or impairment of renal function, she should: 


observe him carefully for signs of sodium and 
potassium imbalance. Most of the body potas- 


sium is normally in the fluid within the cells 
yet the potassium in the blood plasma is mai» 
tained at a fairly constant volume even wher 
there is a significant loss of the ion from the 
cells. Thus the body may be seriously depletec 
of potassium before significant changes can be 
noted in the blood plasma level, which is the 
only tabulated measurement. Therefore, tne 
nurse should be alert to the early signs anc 
symptoms of potassium deficiency such as mus 
cular weakness, irregularities of the pulse. a 
nervous irritability. 

When the nurse is aware of potential pror- 
lems, her observations are more directed anc 
purposeful. She knows what to look for, and hz 
observations can be of inestimable assistance 1r 
the physician in diagnosing the patient's coz- 
dition and planning therapy. 


Assisting in the Restoration of Fluid and 
Electrolyte Balance 


General Considerations. Whenever a distur- 
ance in fluid or electrolyte balance occurs, ste 
must be taken to restore homeostasis. Since the 
principal sources of fluid and electrolytes ar 
the foods and fluids a person takes in, adjus- 
ments in diet or fluid intake or both may = 
sufficient to rectify a mild imbalance. In the case 
of deficiencies of specific electrolytes, suppi- 
ments may be given in the form of medications 
Often, however, fluid loss is too extensive anr 
the accompanying loss of electrolytes too grea 
to be corrected by oral intake alone, or the 
method of replacement may be contraindicatec 
Fluids and electrolytes may then be adminis 
tered by other routes, by intravenous infusior. 
by blood transfusion, or by interstitial or recta 
infusion. The decisions of route to be used anc 
the type of solution to be administered are mae 
by the physician. His decisions are based on bx 
knowledge of the patient's condition and tne 
particular factors causing the imbalance. 

The care of the patient with fluid and electr:- 
lyte problems includes good supportive nursing 
measures as well as assistance with curative 
measures. Hygiene is of particular importance 
for patients with these problems. The patient: 
physical comfort is largely dependent upon hs 
feeling of cleanliness and freshness. Profuse die 
phoresis may necessitate frequent changes ant 
baths; dry, scaly skin and mucous membranes 
are lubricated with emollient creams. One of the 
dangers of cracked lips and dry mouth is th 
increased risk of secondary infections. 

The overhydrated patient, in particulae 
should turn in bed regularly to promote circ 
lation and adequate nourishment to all tissues. 
The presence of edema or even the weight = 


The site of an intravenous infusion. 


-ne patient can restrict circulation to particular 
areas, thus predisposing the area to tissue deatb 
and the formation of decubitus ulcers. 


Intravenous Infusion. The infusion of fluids 
directly into the peripheral veins is often indi- 
cated when a patient is unable to take fluids 
»rally. Infusion permits the patient to obtain 
many fluids, electrolytes, and nutrients that are 
necessary to life. In addition, it has the advan- 
iage of rapid absorption, which is particularly 
important in the administration of some medi- 
cations. 

Many kinds of intravenous fluid are available 
for infusion. The physician decides which kind 
of fluid the patient needs. For example, a patient 
may require 5 per cent dextrose in water, normal 
saline, or 10 per cent dextrose in normal saline. 
Usually intravenous fluid is provided in 250, 
500, or 1000 ml containers. 

In some agencies, only the physician is per- 
mitted to start an intravenous infusion; in others 
it is a responsibility of the graduate nurse. Often 
hospitals have policies regarding the kinds of 
infusions that nurses can initiate, Sometimes the 
physician orders the addition of drugs such as 
norepinephrine, vitamin C, potassium chloride, 
Neo-Synephrine, or nitrogen mustard to an in- 
travenous solution. It is the responsibility of the 
nurse to know which she is permitted to add 
and which drugs the physician must administer 

The choice of site for an intravenous infusion 
is dependent upon a number of factors. The 
condition of the patient's veins as well as his 
comfort must be considered. The cephalic and 
basilic veins in the inner aspect of the elbow 
are used most frequently. These sites may re- 
quire extension of the patient's arm, which can 
be uncomfortable after a prolonged period. If, 
however, these veins are entered along the shaft 
of radius and ulna (bones of the forearm), the 
bones provide a natural splint and make exten- 
sion of the elbow unnecessary. 

Prior to starting an intravenous infusion, the 
tubing is attached to the intravenous flask. Ster- 
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ile precautions are taken throughout this proce- 
dure in order to protect the patient from infec- 
tion. In addition to the flask and the intravenous 
tubing, the nurse requires a tourniquet, an anti- 
septic swab, a sterile syringe, a standard to hold 
the flask, end a receptacle for the discarded fluid. 

After the tubing has been attached to the 
intravenous flask, the flask is hung upon the 
standard and the fluid is then run through the 
tubing before the tubing is clanped. By running 
the fluid through the tubing, air is removed so 
that it will not be introduced into the patient's 
vein. Air Injected into a vein can result in an air 
embolus, Am embolus is a clot or plug that has 
been ed by the blood from a larger 
blood vessel to a smaller one, which can result 
in the blocking of blood flow. 

A tourmiguet is applied to the patient's arm 
above the intravenous site. At the same time, 
the patiemt clenches and unclenches his fist. 
These measures distend the veins in his arm to 
make them more accessible for venipuncture. 
The injection site is cleansed with antiseptic, 
and a sterile needle (No. 18, 19, 20, or 21) is 
then attached to the syringe and inserted at a 
45-degree engle, bevel up, into the vein. Some 
resistance fa the needle is encountered at the 
skin, but the subcutaneous tissues and veins 
offer very little resistance. The patient perceives 
pain when the needle goes through the skin but 
little discomfort thereafter. The plunger of the 
syringe is drawn back to ascertain that the 
needle fs in the vein (indicated by obtaining 
blood). The syringe is disconnected, and the 
tubing ís attached to the needle. The rate of flow 
is then established. Depending upon the pa- 
tient's condition, the rate of flow may range from 
40 to 100 drops per minute. The usual rate is 80 
drops per minute. The rate of flow for an intra- 
venous infusion is often ordered by the physi- 
cian. 


Needle 
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The intravences mee enc tubing are held in place 
with tape, and an ambos is used to immobilize the 
joint. 


The tubing and the needle are then attached 
to the arm by ive pe. The patient can be 
provided with an ermbeerd to immobilize his 
arm if this is necessary. Whenever the site of 
the needle insertion is mesr a joint, as, for ex- 
ample, the elbow or the wrist, it is wise to use 
an armboard to prevent the needle from being 
dislodged with the patient's movement. It is very 
difficult to maintain immobility of a part without 
support such as à beard provides. To be effec- 
tive, the armboard y should reach from 
above the elbow joint tg the end of the fingertips, 
although sometimes the fingertips are curved 
over the end of the armboard. The board should 
always be padded for the patient’s comfort and 
safety. 

If intravenous fluids are to be administered 
over a prolonged period of time, polyethylene 
tubing (Intra-cath) may be used instead of a 
needle for an infusion; the tubing fits through 
the needle, which is removed after the tubing 
has been inserted into the vein. Tubing is more 
flexible than a needle, but it must be checked to 
make certain that it does not become dislodged 
and move down the patient’s vein, particularly 
when it is being removed, In some agencies, 
Intra-caths are inserted only by physicians. 


Often with children, and sometimes with 
adults whose surface veins are inaccessible oc 
unsuitable for infusion, it is necessary to make 
a small incision in order to locate an appropria** 
site for the needle insertion. In these cases. 3 
“cut-down” will be used by the physician. Th 
technique is not carried out by nursing persom 
nel, although the nurse should have the equip 
ment ready and assist the physician as needec 

It may be necessary to vary the height of the 
intravenous flask according to the pressure wit® 
which one wishes the fluid to enter the vein 
The higher the flask, the stronger is the gravit= 
tional pull on the fluid, and the greater the 
pressure it exerts. Usually 1 meter (3 feet) above 
bed level is an adequate height for most intr 
venous infusions. 

Frequently it is the nurse's responsibility & 
adjust the rate of flow of the intravenous sol 
tion. Various methods of deriving the number 
of milliliters per minute are used, the objective 
being to divide the total amount of solution 
equally over the time period prescribed for the 
infusion. For example, if 250 ml. of fluid is t 
be given over a 2-hour period, the rate of flow 
should be approximately 2 ml. per minute & 
allow all of the fluid to run through in 2 hours 

During an intravenous infusion, the patient is 
observed for any untoward effects. Specifically 
the nurse should note the entry site of th: 
intravenous needle or catheter for swelling, rec- 
ness, blanching, or pain. These reactions cas 
indicate that the needle has slipped out of the 
patient's vein, with the result that the fluid 5 
flowing into the surrounding tissues. The LY 
should be stopped immediately. Patients are alse 
observed for signs of overhydration or cardiac 
overload. A faster pulse rate, an increase i= 
blood pressure, or dyspnea can indicate cardiac 
overload and consequently are reported to the 
physician immediately. If the fluid appears te 
be running too quickly or the patient shows 
signs of overhydration or cardiac overload, the 
flow should be slowed down. 

The nurse records on the patient's chart the 
amount and the kind of intravenous fluid being 
administered, as well as the name of the persos 
who initiated the procedure. The site of the 
intravenous puncture and the rate of flow are 
also recorded. In this way another site can be 
chosen for the next infusion. Generally the sites 
are chosen by starting from the lower part of the 
arm and working upward so that previous inf 
sion sites will not impede the flow of solutios 
in the veins. 

Several problems may be encountered in the 
administration of intravenous fluids. !f the flu 
stops running or flows spasmodically, the nev ike 
may have become dislodged, or the bevel oi the 
needle (or the end of the plastic tubing) may be 


resting against the wall of the patient's vein. 
Slight alteration of the position of the needle or 
tubing can often correct this. If the intravenous 
solution flows into the interstitial spaces, the 
infusion must be restarted with another sterile 
needle. The nurse can tell if the infusion has 
gone into the interstitial spaces by the edema 
that forms around the injection site when fluid 
infiltrates the subcutaneous tissues. Another 
problem is the appearance of air bubbles in the 
tubing. When this happens the tubing can be 
disconnected at the needle and the fluid allowed 
to run through the tubing until the bubbles are 
expelled. Another method of removing an air 
bubble is to “flick” the tubing with the finger, 
while holding the tubing taut, until the bubble 
rises in the container. 


Adding Medications to Intravenous Infu- 
sions. Medications are frequently added to in- 
travenous infusions. This method of administra- 
tion is particularly useful when a slow, 
continuous infusion of a medication is desired. 
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An antibiotic, for example, might be adminis- 
tered by this route to a patient who has a massive 
infection. The route is also useful in fluid and 
electrolyte maintenance or replacement. Potas- 
sium chloride is often administered this way. 
Medications administered by this route are 
called intravenous admixtures. They may be 
added to the solution before an intravenous is 
started, or while it is running. 

Sometimes, the drug to be added cannot be 
mixed with the intravenous solution or may 
need to be given slowly or intermittently. In 
these cases, a second intravenous set may be 
used. A "'piggy-back" set is used for the inter- 
mittent administration of a drug into an intra- 
venous infusion. A small bottle containing the 
drug is suspended (on an extension hook) from 
the same pole used for the primary intravenous 
bottle and is connected to the upper opening 
(upper Y-port) of the primary set by means of a 
short tube. The bottle containing the drug must 
be suspended at a higher level than the primary 
bottle, so that the pressure of the flow from the 


“Piggy-back” and secondary sets can be used for intravenous infusion of drugs that are not mixed directly 
with the primary intravenous solution. 


"Piggy-back" bottle - 


Primary bottle 


"Piggy-back" tube 


Primary tube 


Secondory tube 
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bottle containing the drug is greater than that 
from the primary bottle. When the flow clamp 
on the “piggy-back" tube is opened, the differ- 
ence in pressure causes the backcheck valve in 
the upper Y-port to cut off the flow of the 
primary solution until the level of the drug in 
the “piggy-back” tube falls to a point lower than 
the drip chamber of the primary bottle. 

A. secondary set can be used for either inter- 
mittent or simultaneous administration of a drug 
solution. Any size intravenous fluid container 
may be used to hold the drug. The bottle is 
suspended at the same level as the primary 
bottle. The attachment is made at the lower Y- 
port of the primary tube. 


Discontinuing an lntravenous Infusion. To 
discontinue an intravenous infusion, an antisep- 
tic swab for cleansing the open area is needed. 
The intravenous tubing is clamped, and then 
the adhesive tape on the patient's arm is loos- 
ened. The needle is removed quickly from the 
patient's vein, the antiseptic swab is placed over 
the puncture wound, and digital pressure is 
applied until the bleeding stops. If plastic tubing 
has been used instead of a needle, it is with- 
drawn carefully and checked to make sure that 
none of the tube remains in the patient's vein. 
Since the length of the tube that was inserted is 
often recorded in the patient's chart, the length 
of the removed tube can be checked against this 
record. 

Whenever bleeding persists from the intrave- 
nous site, pressure is prolonged by means of a 
small dressing in order to prevent bleeding into 
the tissues and resultant bruise. Subsequently, 
the kind and amount of fluid that was infused 
is recorded, as is the time the intravenous infu- 
sion was terminated. 


Blood Transfusion. Prior to a blood transfu- 
sion, the patients blood is typed, There are many 
blood groups besides the basic A, AB, B, and O 
types. The Rh factor is determined along with 
the blood group. Usually 5 ml. of blood is taken 
for typing. 

Blood transfusions are usually started by a 
physician or a specially qualified nurse. Initiat- 
ing a transfusion is similar to starting an intra- 
venous infusion. A careful check is always made 
to be certain that the patient is getting the right 
blood. Usually this means that two nurses check 
the number on the blood bottle against the num- 
ber on the duplicate request form on the pa- 
tient's record, and the name on the requisition 
against the name on the patient's record and 
identification band. In some hospitals it is also 
necessary to check the patient's hospital identity 
number on the blood bottle, the blood requisi- 
tion, the chart, and the identification band. 


—— 
Proper identification of blood for transfusion is essential 


A No, 18 needle is usually used for a blood 
transfusion, and the rate of flow of the blood is 
normally 40 drops per minute. Special note is 
made of the patient's reaction and condition; at 
any sign of urticaria, chills, backache, or respi- 
ratory or circulatory distress, the transfusion is 
terminated and the physician notified. The pa 
tient's temperature and blood pressure are taken. 
and a sample of urine is obtained for laboratory 
analysis. The urinalysis is done to look for 
evidence of the lysis of red blood cells, which 
occurs when there is incompatibility of donc: 
and recipient blood. Because most reactions to 
a blood transfusion occur within a short time 
after it has been started, the nurse should stay 
with the patient for the first 15 minutes. 

Recording the initiation of a blood transfusion 
should include the time it was started, the 
amount of blood, the number on the bottle of 
blood, and the name of the person who initiated 
the transfusion. Termination of the blood trans 
fusion is similar to the termination of the intre- 
venous infusion. 

On occasion a patient requires a phlebotomy 
that is, an opening into a vein in order to remove 
blood. This measure is carried out by the phy- 
sician, usually to decrease blood volume (ìs 
order to relieve dyspnea caused by congestion 
of blood in the lungs, for example). For this 


procedure, empty bottles to receive the blood 
are required, in addition to the equipment that 
is needed to enter a vein. 


Interstitial Infusion. Interstitial infusion, hy- 
podermoclysis, and subcutaneous infusion are 
synonymous terms referring to the administra- 
tion of large amounts of fluid into subcutaneous 
tissue. This measure is not used often; it is 
utilized when a patient is unable to take fluids 
orally, rectally, or intravenously. Its purpose is 
to supply the patient with fluids, electrolytes, 
and occasionally nourishment. Hyaluronidase 
(Wydase) is often added to the fluid to hasten 
its absorption. This enzyme breaks down the 
hyaluronic acid of the connective tissue. 

Whether the initiation of an interstitial infu- 
sion is the responsibility of the nurse or the 
physician depends on the policy of the specific 
agency. The usual sites for the administration of 
an interstitial infusion are just below the scap- 
ula, the abdominal wall above the crest of the 
ilium, the lower aspect of the breast, and the 
anterior aspect of the thigh. 

The equipment that is used is similar to that 
used in intravenous infusions. A No. 19, 20, 21, 
or 22 needle is used. Usually, two sites are used 
simultaneously. After the equipment has been 
set up (see Intravenous Infusion), the needle is 
inserted into the skin at a 20-degree angle. It is 
then taped in place and the flow of the fluid is 
adjusted in accordance with the physician's or- 
der. The usual rate of flow for an interstitial 
infusion is 60 to 120 drops per minute. The rate 
is dependent upon the ability of the individual 
to absorb the fluid. Thin people usually absorb 
fluid more easily than obese people, because 
they have fewer fat cells. 

The nurse assists the patient in assuming a 
comfortable position, since this treatment is 
often lengthy. Observations are indicated to de- 
tect untoward symptoms, particularly those re- 
lated to circulatory collapse (for example, an 
accelerated, weak pulse) The patient should 
also be watched for signs of respiratory difficulty 
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Ready reserves of blood must be available during 
surgical procedures. 


that could indicate overhydration, such as dysp- 
nea or mos and noisy breathing. Sometimes 
the infusion is poorly absorbed and the nurse 
may notice that tissues at the site of injection 
are becoming edematous. If untoward symptoms 
develop, the infusion should be stopped and the 
physician notified promptly. Because of the site 
of interstitial infusions, adequate draping is nec- 
essary for the patient's comfort. 

At the termination of an infusion the needle 
is removed and a small antiseptic dressing is 
taped over the wound with slight pressure to 
prevent leakage of the fluid. The nurse records 
the time of initiation and termination of the 
infusion, es well as the type of fluid, the amount 
of fluid sbsorbed, the addition of any medica- 
tions, the rate of low, and the patient's reaction 
to the treatment. Again it is wise to record the 
site of the infusion so that the injection sites can 
be changed for subsequent infusions. 


GUIDE TO ASSESSING FLUID AND ELECTROLYTE STATUS 


1. How old is the patient? 


2. What is the patient's usual pattern of fluid intake and output? 


3. Have there been any recent changes in this pattern? Has the patient been anorectic, 
for example, and not taking the usual amount of food and fluid? Has the patient 
had a lessened amount of urine output? an increased amount? 


4. Has the patient had any loss or gain in weight recently? Can he tolerate food 


and/or fluids by mouth? 


5. Does he have a health problem which could cause fluid and electrolyte imbalance? 
For example, has he been nauseated or vomiting, has he had diarrhea? Does he 
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have a kidney problem? a cardiac condition? Has he lost large amounts of fluiz 
from any cause? 

. Is he taking any medication that could affect fluid and eléctrolyte balance? 

. Does he show signs or symptoms of dehydration? of fluid retention? 


. Do laboratory tests show findings indicative of fluid or electrolyte imbalance? 


oo nN Oo 


. Has measurement of intake and output been ordered for this patient? If so, az 
the totals of intake and output normal for a 24-hour period? 


10. Are there restrictions on the patient’s fluid or electrolyte intake? Does he neec 
help to plan a diet to meet these restrictions? 


11. Is the patient receiving medications to supplement or replace electrolytes? 


12. Have parenteral fluids been prescribed? If so, why have they been ordered? Wha 
are the nurse's responsibilities in their administration? Are there special precar- 
tions to be observed with any of these? 


13. Have intravenous admixtures been ordered? How are they to be added? 


14. What does this patient or his family need to know about maintaining or restoring 
his fluid and electrolyte balance? 


GUIDE TO EVALUATING THE EFFECTIVENESS OF NURSING 
INTERVENTION 


1. Is the patient taking adequate food and fluids to meet his fluid and electrolyte 
needs? 


2. Is his urine output compatible with his fluid intake? 


3. H there are restrictions on the patient's fluid or electrolyte intake, are these being 
observed? 


4. If parenteral fluids have been prescribed, have they been given at the correct time? 
Have sterile precautions been observed in their administration? Is the infusion 
flowing at the proper rate? 


5. Is his skin in good condition? his mouth? 


6. Do the patient and his family have all the information they need to assist in 
maintaining or restoring his fluid and electrolyte balance? 


STUDY SITUATION 


Mr. R. Miller is admitted to a medical nursing unit of a large city hospital late one 
evening. His diagnosis was tentatively given as dehydration and emaciation. The 
physician has directed that the patient be given food and fluids as tolerated. He has 
ordered various laboratory tests. He has also ordered an intravenous infusion of 1000 
ml. of 5 per cent dextrose in normal saline to be started at midnight and to be run at 
80 drops per minute. Mr. Miller is 70 years old and is on Social Security. He has no 
family and lives alone in a rooming house, where he cooks on a small hot plate. A 
friend accompanied him to the hospital. Mr. Miller is very thin and says he has not 
eaten well in many months. He appears frightened; this is his first admission to a 
hospital. 


1. What is dehydration? 
2. What subjective and objective observations might you anticipate? Why? 


3. How long can you expect this patient's intravenous infusion to run? 


infusion to this patient? 
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What factors should be taken into consideration in explaining the intravenous 


5. What observations should you make regarding his intravenous infusion? 


5. Outline a nursing care plan for this patient. 


7. How can you evaluate the results of your planned nursing interventions for this 


patient? 
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The Nurse Should Be Able to: 


Elaborate on the statement, “Oxygen is essential to life” 
Describe the physiology of respiration including the five basc 
processes involved 
Discuss factors that may interfere with the normal functioning o 
these processes 
Discuss variations in oxygen needs throughout the life cycle 
Assess a patient's respiratory functioning status 
Identify common problems 
Identify signs of impending respiratory failure in a person and take 
appropriate action 
Apply relevant principles in the planning and implementation c 
nursing interventions to: 
1. Maintain patency of the patient's airway 
2. Increase ventilatory efficiency 
3. Ensure adequate oxygen intake 
4. Decrease bodily needs for oxygen 
5. Minimize the patient's anxiety 
Evaluate the effectiveness of nursing intervention 


OXYGEN NEEDS 


INTRODUCTION 


Oxygen is essential to life. All cells in the 
body require it, some being more sensitive to a 
lack of oxygen than others. Nerve cells are par- 
ticularly vulnerable; a few minutes of severe 
oxygen deprivation may cause irreversible dam- 
age to brain cells. Longer periods of even less 
severe deprivation can lead to death, or to per- 
manent damage of brain tissues. 

Normally, oxygen is taken into the body 
through the air we breathe. It is carried to the 
cells by the blood, which also returns the waste 
material, carbon dioxide, to the lungs for dis- 
posal in the expired air. The term respiration is 
used to describe the exchange of oxygen and 
carbon dioxide between the atmosphere and the 
cells of the body. Two major systems are in- 
volved in the process—the pulmonary system 
and the cardiovascular system. Problems in 
either system or insufficient oxygen in the at- 
mosphere can interfere with satisfaction of the 
very basic need for oxygen. 

A person whose oxygen needs are being met 
adequately is not normally aware of the process 
of respiration. Respiration can, however, be al- 
tered voluntarily. Eating and drinking, for ex- 
ample, may involve voluntary changes in the 
breathing pattern. Similarly, speaking and sing- 
ing require a certain amount of control over 
respiration. Some people develop considerable 
skill in adjusting their breathing patterns to 
produce specific effects with the voice. Singers 
and actors are usually particularly adept at this. 
Under normal circumstances, however, most 
people are not aware of the regular pattern of 
breathing in and breathing out, which occurs 
rhythmically 12 to 18 times per minute in the 
normal adult. 

When a person has difficulty in meeting his 
oxygen needs, he usually becomes acutely aware 
of his respirations and attempts to control their 
rate and depth. He also becomes very anxious. 
The inability to obtain oxygen and to control a 
function that is essential to life can be terrifying. 


CHAPTER 


Prompt attention to the patient's needs is im- 
perative. not only because of the vital role of 
oxygen in sustaining life, but also because the 
anxiety induced by difficulty in breathing can 
in itself affect a person's respirations and further 
aggravate the situation. The competence of the 
nurse in knowing what to do in the situation 
and in helping the patient to feel that he has 
some control over the situation are important 
supportive measures in caring for the patient 
who is having difficulty meeting his oxygen 
needs. 


THE PHYSIOLOGY OF RESPIRATION 


The physiology of respiration can be divided 
into five logical sections: 


1. The provision of oxygen from the atmos- 
phere 

2. The mechanisms that regulate the respira- 
tory process 

3. The passage of air from the atmosphere to 
the alveoli of the lungs and from the alveoli to 
the atmosphere 

4. The diffusion of oxygen and carbon dioxide 
between the alveoli and the blood and between 
the blood and the tissue cells 

5. The transportation of oxygen to the cells 
and carbon dioxide away from the cells by the 
blood stream 


1. Basic to the respiratory process is the avail- 
ability of oxygen. Normally, the atmosphere sup- 
plies all the oxygen an individual requires. The 
air at sea level contains approximately 20 per 
cent oxygen and 0.04 per cent carbon dioxide. 
These concentrations appear to be the most 
conducive for normal breathing. 

2. A number of factors regulate the respiratorv 
process. The principal mechanism of control is 
the respiratory center located in the medulla. 
The respiratory center contains both inspiratorv 
and expiratory centers. Generally speaking. 
these operate as an "alternating circuit" type of 
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mechanism; when one is active, the other is 
inactive. 

Impulses from a number of specialized recep- 
tors in the body are transmitted to the respiratory 
center to effect changes in respiration. The well- 
known Hering-Breuer reflex is initiated by im- 
pulses from stretch receptors located principally 
in the visceral pleura around the lungs. At a 
specific point in inspiration, these receptors 
transmit impulses to the respiratory center, 
which promptly inhibits inspiration and triggers 
the expiratory phase of respiration. The reverse 
takes place during expiration. Chemical recep- 
tors in the respiratory center, aorta, and carotid 
sinuses are called chemoreceptors. These recep- 
tors are sensitive to changes in the chemical 
composition of blood and tissue fluid. A lowered 
concentration of oxygen, a higher concentration 
of carbon dioxide, a lowered blood pH (in- 
creased acidity), and an elevation in blood tem- 
perature will all stimulate increased respira- 
tions. An alteration in the arterial blood pressure 
affects pressoreceptors in the aorta and carotid 
sinuses, and these receptors then transmit im- 
pulses to the respiratory center. A sudden rise 
in arterial blood pressure inhibits respirations. 
Respiration may also be affected by impulses 
arising from proprioceptors located in the mus- 
cles and tendons of movable joints. These recep- 
tors are stimulated by movements of the body. 
Active exercise is a powerful stimulant to res- 
piration, as you will know if you have recently 
joined a physical fitness class, started jogging or 
running, or for that matter, if you engage in any 
type of active exercise. 

Emotions also have an effect on the character 
of respirations. Anxiety, for example, can cause 
a prolonged state of respiratory stimulation. 
Pain, fear, and anger usually cause an increase 
in the rate and depth of respirations. Exercise 
and emotional upsets both increase cardiac out- 
put, thereby causing an increased production of 
carbon dioxide. With the CO, level in the blood 
raised, the respiratory center is stimulated. 

With exercise, cellular metabolism is also 
speeded up, with a resultant buildup of meta- 
bolic waste products, including lactic acid and 
carbonic acid. The latter disintegrates into car- 
bon dioxide and water and becomes another 
factor contributing to the increased respiratory 
rate of a person who is engaged in active exer- 
cise. 

3. The passage of air from the atmosphere to 
the alveoli of the lungs, the exchange of gases 
there, and the subsequent return of air to the 
atmosphere are collectively referred to as venti- 
lation. During ventilation, the air passes through 
the nasal passages, pharynx, larynx, trachea, 


bronchi, and bronchioles to the alveoli and the 
back. In its passage to the lungs the air 
humidified, cleansed of foreign materials, ar 
warmed. The respiratory tract is lined with m: 
cous membrane, part of which contains cilia ar 
excretes mucus to trap organisms and oth 
foreign material. 

4. Once oxygen enters the alveoli of the lung 
it passes into the blood as a result of the diffe 
ence in the pressures of the gases on either sid 
of the alveolar membrane. Since the partial pre: 
sure of oxygen in the inspired air is higher tha 
the pressure of the oxygen in the venous blooc 
the oxygen passes from the area of higher pres 
sure to the area of lower pressure. The sam 
principle holds for the passage of carbon dioxid: 
from the blood to the alveoli. 

5. Once the oxygen enters the blood, it com 
bines with hemoglobin to form oxyhemoglobiz 
and is carried by the arteries to the capillaries 
throughout the body. From there it is transportec 
via the interstitial fluid to the tissue cells, agair 
because of the difference in the pressures. It is 
apparent that the delivery of oxygen to the cells 
depends on the hemoglobin level in the blood 
plasma and the adequacy of the blood circula 
tion. 


FACTORS AFFECTING RESPIRATORY 
FUNCTIONING 


It would seem logical to discuss the factors 
that affect respiratory functioning in relation to 
the same five headings we used in the previous 
section, that is, those factors that affect each oí 
the five components of the physiological process 
of respiration. 


Availability of Oxygen 


A decrease in the availability of oxygen from 
the atmosphere can cause serious respiratory 
problems. The term “ambient anoxia” is used to 
describe this condition. At high altitudes, where 
the pressure of oxygen in the air is low, a person 
will experience considerable difficulty in breath- 
ing until he becomes acclimatized to the rarefied 
atmosphere. Once he is acclimatized, his breath- 
ing rate may be seven times as fast as at sea 
level in order to provide him with sufficient 
oxygen. 

The presence of noxious gases in the air will 
displace the oxygen normally present and lessen 
the amount available for respiration. In most 
fires, for instance, suffocation from smoke is 
usually as great a hazard as bodily injury from 
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Oxygen (O,) diffuses from the alveolus into the capillary, while carbon dioxide (CO,) diffuses from the 


capillary into the alveolus. 


the flames. In heavily industrialized areas, a 
combination of gaseous wastes from industrial 
plants and the exhaust fumes from automobiles 
may pollute the atmosphere to a level that it is 
dangerous to health. Many cities now have a 
pollution monitoring system. When the pollu- 
tion level reaches a point that is considered 
dangerous, industries in the area may be re- 
stricted in their operations until the pollution 
level is relatively safe again. 


Control Mechanisms for Breathing 


Respiratory problems may also be caused by 
anything that interferes with the control mech- 
anisms for breathing. A number of different 
factors may depress or totally inactivate the 
respiratory center in the medulla. Depressed 
respirations almost invariably accompany a 


head injury and are believed to be due to cere- 
bral edema. The edema causes increased pres- 
sure within the cranial cavity, which depresses 
the activity of the respiratory center. Drugs and 
anesthetics that act as depressants on the central 
nervous system will also depress respirations 
and may, when administered in large dosages, 
cause respiratory arrest. Morphine is usually 
cited as an example of a drug that depresses 
respirations, although any central nervous: sys- 
tem depressant will decrease respirations as well 
as depress other parts of the central nervous 
system. 

As discussed earlier in the section on the 
physiology of respiration, the respiratory center 
is sensitive to chemical stimuli resulting from 
changes in the composition of blood or tissue 
fluids. If a person faints, or voluntarily holds his 
breath until he faints, the accumulation of car- 
bon dioxide in the blood quickly triggers the 
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mechanism for inspiration and the patient au- 
tomatically begins to breathe again. A lessened 
quantity of oxygen in the blood acts more slowly 
than an increased amount of carbon dioxide as 
a respiratory stimulant. This is because the 
blood normally carries an amount of oxygen 
greater than that which is needed for immediate 
use. It takes a longer period of time for the body 
to feel the need for more oxygen and to respond 
to the oxygen lack. Increased acidity of the blood 
(a lowered pH) will increase both the rate and 
depth of respirations as the body attempts to 
"blow off" acid through the expired carbon 
dioxide. In patients with a fever, the accelerated 
rate of metabolism caused by the higher than 
normal body temperature leads to an increase in 
the amount of end products of metabolism, 
which are acid in character. The respiratory 
response is an increase in the rate and depth of 
respirations. 


Ventilation 


The passage of oxygen from the atmosphere 
to the alveoli and the passage of carbon dioxide 
from the alveoli to the air require an unob- 
structed airway. Anything that interferes with 
the patency of any part of the respiratory tract 
can interfere with the efficiency of respirations. 
Normally the cough is a mechanism by which 
the respiratory tract is cleared of foreign mate- 
rials. Obstructions in the pharynx, larynx, tra- 
chea, and bronchi can stimulate the cough reflex. 

Some patients have difficulty in clearing mu- 
cus from the bronchial tree, perhaps because it 
is painful to cough, because of lack of strength, 
or because of unconsciousness. At any rate, 
fluids can accumulate and require nursing inter- 
vention for their removal. Continual bed rest 
and maintaining a prone or supine position can 
contribute to this difficulty by limiting chest 
expansion and alveolar ventilation. Also, certain 
drugs and diseases of the nervous system inter- 
fere with muscle control and the normal meth- 
ods of clearing the respiratory system. The prin- 
ciple muscles concerned with respiration are the 
muscles of the chest wall and the diaphragm. 
These include the internal and external inter- 
costals, the sternocleidomastoid, the scalenes, 
the thoracohumeral, and the thorascapular mus- 
cles. In addition, in forced breathing, the abdom- 
inal muscles may be brought into use. Trauma 
to any of these muscles, as may result from 
accidental injury or from surgery, will impair 
respiration. Similarly, any disease process that 
weakens or paralyzes these muscles (such as 
poliomyelitis) will affect the individual's ability 
to breathe normally. 


Diffusion of Oxygen and Carbon 
Dioxide 


Under certain circumstances, oxygen and cz. 
bon dioxide are impeded from crossing throug 
membranes of the alveoli, the capillaries, or rec 
blood cells. This impediment is referred to = 
"alveolocapillary block.” For example, the dis 
tance the gases have to travel may be increase: 
owing to pulmonary edema or inflammatioz 
The successful exchange of gases depends cr 
the efficient functioning of the two major puri 
systems in the body, the lungs and the heart. 

Any malfunctioning of the lungs or the mus 
cles of respiration because of injury or diseas 
will interfere with the transfer of oxygen an: 
carbon dioxide. For example, conditions tba 
disturb the balance of the partial pressures a 
these gases can result from disturbed passag 
through the airway, such as occurs in asthma 
in which expired air is obstructed in the bror- 
chioles. In addition, any decrease in the elastic- 
ity of the lung tissue can impair respiration. Fa 
example, in emphysema (a condition commor 
among heavy smokers in which the alveoli ar 
chronically distended) extra effort must be made 
to deflate the lungs because of the inelasti: 
tissue. 


Transport of Oxygen and Carbon 
Dioxide to and from Cells 


A great many factors may affect the eff- 
cient functioning of the heart. In some condi- 
tions there may be inadequate force to pump the 
blood through the lungs, or there may be an 
impediment in the return flow of blood from the 
lungs to the heart, causing a slowing up (stasis: 
of blood in the small vessels that surround the 
alveoli. Such conditions will interfere with res- 
piration by disturbing the balance of partial 
pressures of oxygen and carbon dioxide within 
the blood circulating through the lungs. 

Similarly, any condition affecting the circu- 
lation of blood to the tissues can interfere with 
the transportation of oxygen from the lungs to 
the cells. This would include all types of heart 
disease and arterial or venous disorders, as well 
as blood dyscrasias. Since hemoglobin carries 
the oxygen in the blood stream, a reduction in 
the amount of hemoglobin, such as in anemia, 
lessens the amount of oxygen carried to the cells. 

Among the major diseases affecting the car- 
diovascular system are those which cause the 
blood vessels to narrow and deteriorate. This 
results in inadequate oxygenation, and subse- 
quent damage of tissues in vital organs, such as 
the heart, the brain, the kidneys, or other parts 


af the body. Most of the damage is caused by 
*our major types of heart disease—atherosclero- 
sis (hardening of the arteries), hypertension 
high blood pressure), rheumatic heart disease, 
and congenital defects. These diseases may lead 
*o congestive heart failure, myocardial infarc- 
tion, and stroke. 


OXYGEN NEEDS THROUGHOUT THE 
LIFE CYCLE 


During pregnancy, the diaphragm is pushed 
upward as the fetus grows and the uterus ex- 
pands in the abdominal cavity. The lungs of the 
mother are gradually squeezed as space in the 
chest cavity decreases. Pregnant women usually 
find that they are breathing more rapidly than 
usual and may experience dyspnea after mild 
exertion. 

The infant in utero receives its needed oxygen 
from the mother, the supply being transferred 
from the mother's circulation to the placenta 
and, thence, via the umbilical cord to the fetus. 
In the fetus, blood flows through four channels 
that normally close after birth: (1) the umbilical 
arteries and veins, (2) the ductus venosus in the 
liver, (3) the foramen ovale, which lies in the 
atrial cardiac septum and (4) the ductus arter- 
iosus, which connects the pulmonary artery 
with the descending aorta (pp. 376—377). 

Although intermittent, shallow, and rapid res- 
piratory movements have been observed in in- 
fants in utero, it is felt that these movernents are 
due to electrical activity in the cortex—the fetus 
does not breathe through its lungs. Indeed, well- 
developed terminal air saccules are not present 
until about 38 weeks gestation, and the lungs, 
in any case, are partially (approximately 40 per 
cent) filled with fluid until birth. This fluid is a 
mixture of swallowed wastes and amniotic fluid. 
If, for any reason, the supply of oxygen from 
mother to fetus is cut off, there may be resultant 
brain damage to the child. This problem is most 
likely to develop during the late stages of labor. 
Two conditions that may result from fetal as- 
phyxia (suffocation) are mental retardation and 
cerebral palsy. The latter is a persisting motor 
disorder that shows up before the age of 3 years 
and is characterized by uncoordinated motor 
functioning. 

With the first breath of life, air replaces fluid 
in the infant's lungs. The newborn infant 
breathes only through his nose; hence, conges- 
tion in the nasal passages can create a major 
problem. The infant breathes much more rapidly 
than an adult, with 35 to 50 breaths per minute 
being the normal range. The rate remains high 
through the first months of life, slowing down 
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gradually to about 20 to 40 breaths per minute 
at 12 months. The higher rate is, of course, due 
to the smaller lung capacity. A normal full term 
infant has a total lung capacity of only 300 ml. 
and a tidal volume of 25 ml. 

Some newborns develop acute respiratory dis- 
tress (ARD). The distress may be caused by a 
hyaline membrane, which has been found on 
autopsy to line the alveoli, the alveolar ducts, 
and the bronchioles of some newborns who have 
died with ARD. The membrane prevents the 
exchange of oxygen and carbon dioxide across 
the alveolar wal]. Sometimes, however, there is 
no known cause. Infants with hyaline membrane 
disease usually die within a few days after birth. 
Infants who develop the idiopathic type of res- 
piratory distress may, however, survive. Prema- 
ture infants, children of diabetic mothers, and 
infants delivered by cesarean section are more 
vulnerable to the respiratory distress syndrome 
than others. 

Respiratory infections are a major cause of 
infant and childhood deaths. Newborns are usu- 
ally immune, because of antibodies received 
from the mother, until they are about 3 months 
old. By the age of 6 months, however, virtually 
all infants have had at least one attack of acute 
respiratory disease. During the first 2 to 3 years 
of his life, a child usually has 8 to 9 respiratory 
infections per year, as he gradually builds up 
his active immunity to the organisms normally 
prevalent in his environment. Immunization 
(which confers passive immunity) to whooping 
cough is routinely started in infancy to protect 
the child from this disease, which used to cause 
many deaths in infancy and early childhood. 

Infants continue to be obligatory nose breath- 
ers through the first year of life. Hence, nasal 
congestion presents problems, especially when 
the child is being fed. 

During childhood the diameter of the upper 
respiratory tract is small, and obstruction caused 
by the accumulation of secretions from an infec- 
tion, an allergy, or the inhalation of a foreign 
body can be disastrous. Peanuts are a particular 
hazard for preschool children. 

With adolescence, there is a rapid increase in 
lung capacity as the chest expands. Boys show 
a greater increase than girls, the shoulders of the 
male becoming broader, and the chest cavity 
larger than those of his female counterpart. Al- 
though fewer teenagers are smoking cigarettes 
than formerly, a great many begin to smoke in 
their teens, thus endangering their future health. 

The functional capacity of an individual's 
respiratory system gradually declines as he gets 
older. Adults who remain physically active, 
however, maintain higher aerobic capacities 
than do sedentary individuals. In most physical 
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A, Fetal circulation. 
Illustration continued on opposite page 


fitness classes, emphesis is placed on aerobic 
exercises (such as running, jogging, and stren- 
uous calisthenics), which are designed to im- 
prove cardiovascular and respiratory fitness (see 


Chapter 23). - 

; Respi [poe ae in the form of eal, 
bronchitis, and pneumonia, continue to a 
major cause of short-term illness throughout 
adulthood. Most people appear to be most re- 
sistant to these infections in the late middle 
years. It is at this time, however, that the chronic 
resplbatory ailments become more prevalent. 
The. term chronic obstructive lung disease 
(COLD) is used to refer to disorders of the 
respiratory tract such as emphysema, chronic 
bronchitis, and asthma. 

In old age, a person's chest shrinks in size, 
and respiratory efficiency is reduced. Older peo- 
ple often notice that they have a little more 
difficulty breathing, particularly after exertion, 
than they did before. They are also, once again, 
more susceptible to respiratory infections. Mu- 
cous secretions tend to accumulate more readily 


in the older person. You will probably notia 
that older people seem to clear their throat a lot 
they may need to cough and bring up sputus 
more often than younger adults. 


ASSESSMENT 
Subjective Data 


One of the prominent indications of respire 
tory distress is the feeling of difficulty in breath 
ing experienced by the patient. This is termes 
dyspnea. 

Difficulty in breathing is a subjective symp 
tom. It is, therefore, difficult to assess totally 5: 
objective observation, although it is sometimes 
necessary to do so. A person who is choking @ 
unconscious is obviously not able to tell you 
about his respiratory problems. Nor are inían's 
and small children able to communicate thei 
distress in words. In these cases, the nurse hay 
to rely on her powers of observation to detec! 
difficulty the patient is experiencing. 
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B, Neonatal circulation. Note the closure of the foramen owale, the ductus venosus, the ductus 
arteriosus, and the umbilical vein and arteries after birth. (Fram Tackett, J. J. M., and Hunsberger, 
M.: Family-Centered Care of Children and Adolescents. Phiad=iphia, W. B. Saunders Company, 


1981, pp. 530—531.) 


As part of the nursing history, the nurse gath- 
ers information about any health problems the 
patient has and, in her initial clinical assess- 
ment, she observes the patient's respirations (see 
Chapter 9). 

If the patient has indicated that he is having 
respiratory problems, or if the nurse has noted 
deviations from the normal breathing pattern 
when she was taking the vital signs, the matter 
should be pursued further. A good place to start 
is to find out how long the patient has had the 
problem, the nature and extent of the respiratory 
distress, and whether it is brought on or relieved 
by specific factors. It is also important to find 
out if the patient is currently taking any medi- 
cations. If so, the name of the drugs and the 
dosage should be carefully noted on the patient's 
record, as part of the nurse's observations. It is 
also important to find out if the patient has been 
using.any breathing aids at home, (or in another 
agency, if the patient has been transferred). 


Many people with chronic respiratory problems 
use oxygen st home (portable units are avail- 
able], and they often use humidifiers, nebulizers, 
and other aids as well. These, too, should be 
noted on the patient's record. 
Specific problems the patient has identific.; 
should be investigated by further questioni 
Common complaints include: dyspnea, fatig: 
coughing, sneezing, wheezing, hiccup’ RE. 
ing, fainting, dizziness, and chest pain. _ t 
that precipitate the distress, and those ^ re 
lieve it, should be noted. ex 
People whose oxygen needs are not beix’ . vet 
often complain of dyspnea on exertion. ' 2y 
may find it difficult to climb a flight of stai ` or 
walk a block to the corner store without finc 3 
it hard to breathe. Often, the person finds it m 
difficult to breathe when he is lying flat (orth. 
nea). Asthmatic patients, those with chror 
obstructive lung disorders, and those with heart. 
conditions frequently use numerous pillows to 
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raise themselves to a sitting position for more 
- comfortable sleeping. The sitting position pro- 
motes maximum expansion of the chest and, 
also, prevents the pooling of blood in the large 
abdominal vessels. Excessive fatigue is com- 
monly experienced, as even normal daily activ- 
ities tire the patient out when he does not have 
enough oxygen to supply his body needs. 

Coughing is the body's mechanism for ridding 
the respiratory tract of irritations and obstruc- 
tions, which it does by means of an explosive 
expiration. Sneezing is a similar mechanism, but 
is confined to the nose. Wheezing (commonly 
noted in patients with COLD) indicates that air 
in the respiratory passages is passing through a 
narrowed lumen. Hiccupping (hiccoughing) is a 
spasmodic contraction of the diaphragm, which 
may be caused by irritation of the respiratory or 
digestive systems. Sighing involves a prolonged 
inspiration followed by a long expiration. In 
yawning there is a deep, long inspiration usually 
caused by mental or physical tiredness, although 
it may be due to a deficiency of oxygen in the 
atmosphere. Both sighing and yawning are 
mechanisms by which the body attempts to 
increase the amount of oxygen taken into the 
lungs. 

Many patients with respiratory problems com- 
plain of pain in the chest. The pain may or may 
not be associated with the act of breathing. Pain 
may be caused by a number of different factors, 
such as inflammation, the presence of space- 
occupying lesions, or increased muscular activ- 
ity as the patient works harder to breathe. The 
presence or absence of chest pain should be 
noted. A description of the pain (for example, 
sharp, dull, intermittent, or steady) should be 
reported, as should its location and its relation- 
ship to breathing. 

Other pertinent information to gather from the 
patient includes his smoking history and his 
employment history. Smoking, as we have men- 
tioned numerous times, is a frequent offender in 
the development of respiratory problems. If the 
patient is, or was, a smoker, pertinent informa- 
tion includes how long he has smoked, and how 
many cigarettes per day. With regard to employ- 
ment history, many chronic respiratory prob- 
lems have been traced to pollutants in the at- 
mosphere of the work environment. Particularly 
at risk are miners (the process of drilling causes 
fine particles of metal and rock to pervade the 
atmosphere) and people who work with asbestos 
or chemicals. 

Also to be considered are the patient's other 
health problems. You will remember that there 
are two major systems involved in respiration— 
the respiratory and the cardiovascular. There- 
fore, any heart or circulatory problems the pa- 


tient has can interfere with his ability to mee 
his oxygen needs. 

The patient's family history is also pertinen: 
Researchers are finding more and more evidence 
that the same health problems appear in succes 
sive family generations. The assumption is tha 
there is a certain amount of genetic predispos- 
tion to problems in a specific body system 
Therefore it is important to know of family 
members who have had allergies, asthma. 
chronic bronchitis, frequent bouts of pnev- 
monia, or the like. 


Objective Data 


Observations should be directed and purpose- 
ful. They are based on the nurse's knowledge d 
the physiological mechanisms involved in res- 
piration, her ability to identify deviations from 
the normal, and her understanding of the disease 
process affecting the patient. 

Pertinent observations include an assessmere 
of the character of the patient's respirations, his 
color, his behavior, and the presence of pain 
cough, or sputum, as well as observations relatec 
to his general physical status. 

In observing the character of the patient: 
respirations, the nurse should note the rate anc 
rhythm of breathing. The normal rate for adults 
is 12 to 18 per minute, and normal breathing is 
silent and effortless. Labored breathing may be 
observed in the use of accessory muscles fa 
inspiration or expiration and in the flaring œ 
the nostrils on inspiration. Distention of the 
neck veins may also may be present. Difficuk 
breathing is often accompanied by abnorma: 
sounds. Wheezing, which we have already men- 
tioned, is caused by a narrowed lumen. Rhonch: 
a rattling in the throat or a dry coarse rale in the 
bronchial tubes, may be caused by a partia 
obstruction. A squeaky or grating sound mat 
indicate a friction rub—caused by the rubbing 
together of irritated surfaces of the pleura—as 
in "dry" pleurisy (inflammation of the pleura: 
Rales, short bubbling sounds, are indicative œ 
fluid in the respiratory tract. An obstruction œ 
the upper airway may result in laryngeal stridor 
a coarse, high-pitched sound that accompanies 
inspiration. 

The nurse should also note the movements d 
the patient's chest on breathing. Normal respi 
ration results in deep and even movements 
Labored respirations may be persistently sha- 
low, or there may be alterations in rhythm anz 
depth. For example, in Cheyne-Stokes breathins 
there is a regular pattern of gradually decreasir: 
depth to the respirations followed by a cycle cr 
increasing depth. The pattern of inspiration anc 


expiration may be varied also. Normally, the 
inspiratory phase is shorter than the time for 
expiration (1.0 to 1.5 seconds for inspiration, 2 
to 3 seconds for the expiratory phase). Both are 
shorter, of course, in children. Often the expi- 
ratory phase is prolonged in people with chronic 
obstructive lung problems. 

Air hunger is one of the symptoms associated 
with hypoxia, a condition in which there is a 
reduced oxygen content of the tissues. In air 
hunger the respiratory rate and the depth of 
respirations are markedly increased as the body 
attempts to obtain more oxygen to augment the 
depleted reserves in the tissues. 

The patient's color is frequently an important 
indication of respiratory distress. Cyanosis, a 
bluish tinge in the skin and mucous membranes, 
is frequently associated with respiratory dis- 
tress. Cyanosis may appear as a general duski- 
ness of the skin surface, but more frequently it 
is observed as a bluish tinge in the lips, or 
around them (circumoral cyanosis), in the ear- 
lobes, under the tongue, and in the beds of the 
nails. It is not, however, considered a very reli- 
able sign of respiratory distress, since its pres- 
ence depends on a number of factors, including 
the tissue blood flow and volume, tissue oxygen 
uptake, the hemoglobin content of the blood, 
and skin color. 

Cyanosis is not always present in respiratory 
insufficiency. There are some conditions in 
which an oxygen deficiency may cause the pa- 
tient's skin to show an increased reddish tint. 
This may occur as a result of prolonged anoxia 
in which there has been damage to the kidneys. 
The damage may result in an excessive output 
of the substances that stimulate the production 
of red blood cells, with a resultant ruddy skin 
coloring. 

When an obstruction occurs in the respiratory 
tract, coughing is usually stimulated. The cough 
is a protective mechanism of the body. To ex- 
pectorate is to bring up mucus from the lungs. 
Hemoptysis is the expectoration of blood- 
streaked sputum. Sputum consists mostly of 
mucus that is brought up from the lungs. It 
usually also contains leukocytes, epithelial cells, 
secretions from the nasopharynx, bacteria, and 
dirt. Patients with respiratory diseases fre- 
quently expectorate sputum. Sputum should be 
observed for amount, color, consistency, odor, 
and the presence of foreign material such as 
blood or pus. The character of the sputum is 
often specific to the type of disease the patient 
has. People with emphysema, bronchitis, and 
other chronic obstructive disorders usually have 
a thick, tenacious sputum. The sputum from 
people with pulmonary edema is usually pink 
in color with an aerated, frothy appearance. 
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If the patient has a cough, the nurse’s obser- 
vations should include its frequency and time 
of occurrence, its relationship to activity (that 
is, if it is present on exertion or under some 
other condition), whether it is productive of 
sputum, and whether there are specific factors 
that induce cough or effectively relieve it. People 
suffering from oxygen lack are usually restless 
and they look anxious. 

Because nervous tissue is very sensitive to 
oxygen deficiency, the patient with respiratory 
problems may show signs of impaired brain 
functioning. An early sign is faulty judgment, 
which may progress to confusion and disorien- 
tation. Safety precautions such as using side 
rails on the bed should be taken to protect the 
patient. Other signs that the brain is suffering 
from oxygen lack include headache, vertigo (diz- 
ziness), syncope (fainting), and drowsiness. The 
nurse should be alert for signs of mental confu- 
sion, drowsiness, or abnormal behavior in the 
patient. It is important to remember that these 
symptoms are reversible. 

Additional observations the nurse may note 
are tachycardia and increased blood pressure, as 
the cardiovascular system attempts to keep up 
with the body’s demands for oxygen. Because of 
the vital role of respiration in total body func- 
tioning, other systems may also be affected, and 
signs and symptoms indicative of their impaired 
functioning may be present. Because muscular 
activity, for example, demands increased oxygen 
consumption, the patient tires easily, particu- 
larly with any extra exertion. 


Diagnostic Tests and 
Examinatiens 


A complete assessment of the patient's respi- 
ratory functioning usually includes a total phys- 
ical examimation with particular focus on the 
lungs, various x-ray procedures, and laboratory 
tests. Sometimes, scans are done after radioac- 
tive isotopes are inhaled or injected. Another 
diagnostic tool is thoracentesis, or aspiration of 
fluid from the pleural cavity. 

Nursing responsibilities with regard to diag- 
nostic tests ordered for the patient include ex- 
plaining the purpose of the test to the patient, 
giving him a description of the procedure, and 
telling him what is expected of bim. Many 
anxieties and fears can be allayed by a simple 
explanation in nontechnical terms that the pa- 
tient can understand. The nurse may also be 
asked to assist in carrying out these tests. She 
should know the purpose of the test and the 
significance of the results. The laboratory find- 
ings are important not only for assessing the 
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patient's nursing problems, but also as an aid in 
evaluating the effectiveness of therapy. 


Physical Examination of the Lungs. In the 
physical examination of the lungs, all of the 
basic methods of observation we discussed in 
Chapter 9 are used. A visual inspection of the 
chest is done to look for scars, abnormalities in 
the dimensions of the chest or the sternum, and 
abnormal chest movements. Scars may indicate 
that the person has had chest surgery or an 
injury, either of which could affect his respira- 
tory functioning. Normally, the chest is smaller 
from front to back than it measures from one 
side of the body to the other. People with COLD 
often develop a round or a barrel chest; that is, 
the anterior-posterior dimension and the lateral 
dimension are approximately the same. Some- 
times the sternum protrudes anteriorly, the so- 
called pigeon chest. This condition comes from 
a softening of the ribs, from rickets, or, some- 
times, from emphysema. Sometimes, the soft- 
ening of the ribs causes the lower part of the 
sternum to sink into the chest, however, giving 
the chest a funnel-like appearance (funnel 
chest). 

Palpation of the chest, using the palms of the 
hand and the fingertips, may be done to assess 
the inspiratory and expiratory movements of the 
lungs and, also, to check for fremitus, or vibra- 
tions that can be felt. Percussion is done to listen 
for abnormal sounds in the lungs. Normally, the 
lungs are resonant, emitting a hollow sound that 
is moderate to loud in intensity and low in 
pitch. A stethoscope is used to amplify the 
breath sounds in the airways and lungs and to 
ilisten. for sounds in the pleural cavity. The 
'examiner is listening for adventitious sounds 
(those not normally present), such as those we 
described earlier in the chapter, as well as for 
subtle variations in the normal sounds emanat- 
ing from the respiratory tract. 


X-ray and Other Procedures. The standard x- 
ray, the CAT scan, fluoroscopy, bronchography, 
and bronchoscopy are all means by which the 
lungs may be visualized. In fluoroscopy the 
chest movements can also be observed. 

In bronchography an iodized oil is instilled 
into the bronchial tree as a contrast medium so 
that, when a chest x-ray is made, the structures 
of the lung are visualized. | 

Bronchoscopy is the exarnination of the bron- 
chial tree with a lighted instrument. A local 
anesthetic is sprayed on the patient's pharynx 
and he is usually sedated before the examina- 
tion. In preparation for bronchoscopy, the pa- 
tient does not take food or fluids for at least 6 


hours beforehand. If he wears dentures, they a= 
removed before the examination. 

Isotopic procedures may be done to asse= 
lung functioning, or to detect abnormaliti= 
such as pulmonary embolus, tuberculosis, lux: 
cancer, or COLD. Radioactive xenon (the cox- 
pound '??Xe) may be given as an inhalation iz : 
test to measure the adequacy of ventilation = 
regions of the lungs, or it may be injected fo: : 
test to measure regional blood flow in the lune 
Radioactive iodine (?!I) may be given intrav+ 
nously and a lung scan done to detect abor 
malities in the lungs. 

The examination of sputum is a commzcr 
diagnostic test. Normally a sterile wide-moi= 
vial or Petri dish is used to collect the sputu= 
Sputum is best collected early in the mornin: 
when there is more of it and it is most eas 
expectorated. The sputum should be coughe- 
up from the lungs, not from the back of = 
throat. Sometimes a 24-hour specimen of spi 
tum is ordered. If this is the case, the quan=~ 
is usually to be measured. The sputum shows: 
be collected in a graduated container. If = 
ungraded one is used, the nurse can put into =r 
container a measured amount of saline solutio 
The specimen when collected can then = 
poured into a graduated container and the quz 
tity of saline subtracted from the total to give = 
accurate estimate of the amount of sputum = 
the 24 hour period. 

For nose and throat cultures, a sterile, cotte- 
tipped applicator is touched to the inside of = 
nose or throat and then returned to a sterile <= 
tube. Separate swabs and containers are used = 
the nose and throat. 

A hemoglobin test is important in assesszm. 
oxygenation of the blood. Another importer 
laboratory test that is performed frequently - 
the measurement of partial pressures of blo: 
gases. For this test, a sample of arterial blooc : 
drawn and sent to the laboratory for analys» 
The analyses of blood gases reflect the efficien- 
of ventilation and of the transport system i- 
oxygen and carbon dioxide, and the rate - 
metabolism in the cells, as well as the state - 
the buffer systems. Normal values for Po, are = 
to 100 mm. Hg and for Pco, are 35 to 45 mr 
Hg. The P stands for partial pressure—that : 
the pressure of the gas dissolved in the blo: 
(The particular gas is only a part of the tcr 
volume of gases in the blood, hence the te= 
"partial pressures.") It is important that = 
sample be taken to the laboratory immediate 
The container is usually surrounded by ice : 
ensure that the gases remain in solution. 

There are a number of tests of pulmon— 
function which may also be ordered tor z= 
patient. Among those that are commonly da. 


are maximum voluntary ventilation (MVV) and 
"orced vital capacity (FVC). 

The measurement of maximum voluntary ven- 
"ilation is a good indication of a person's ability 
to take air into his lungs. It measures the maxi- 
mal amount of air a person can breathe in one 
minute. The normal for adult males is 125 to 
150 liters per minute; for females, 100 liters per 
minute. 

Forced vital capacity (often referred to simply 
as vital capacity) measures the volume of ex- 
pired air which the patient exhales following 
deep inspiration. This test requires the expend- 
iture of less effort on the patient's part and yields 
essentially the same information as the MVV. 
Sometimes the results are given as a ratio of 
vital capacity (VC) to maximum voluntary ven- 
tilation (MVV). A ratio below 75 per cent indi- 
cates obstruction in the airway. 


Thoracentesis. A thoracentesis is the aspira- 
tion of fluid from the pleural cavity. Normally 
there is just enough fluid present to lubricate 
the pleura so that the lungs can move freely. 
Pleural fluid is serous. The pleural cavity is a 
potential space which under normal conditions 
does not contain any fluid or air except the few 
milliliters of pleural fluid. The pressure in the 
pleural cavity is normally negative ( — 4 mm. of 
mercury), and because of this the lungs are kept 
from collapsing. 

A thoracentesis may be indicated for either 
diagnostic or therapeutic purposes. In a diag- 
nostic thoracentesis, a specimen of pleural fluid 
is obtained in order to identify an infecting 
microorganism or the presence of abnormal 
cells. Therapeutically, a thoracentesis is per- 
formed to remove fluid that is causing pressure 
upon the chest organs or to remove air that is 
inhibiting respirations. 

If the patient has not had a thoracentesis 
previously, he will need an explanation of the 
procedure beforehand. The patient usually as- 
sumes a sitting position so that the fluid collects 
at the bottom of the pleural cavity. He places 
his arm over his head or in front of his chest in 
order to extend the intercostal spaces. The pa- 
tient is warned not to cough or to move suddenly 
during the procedure because of the danger of 
the needle's becoming dislodged and piercing 
his lungs. 

The equipment that is required for a thoracen- 
tesis consists of an aspirating set, an airtight 
drainage bottle, tubing, suction ‘machine or 
pump in order to obtain a negative pressure 
within the drainage bottle, local anesthetic, sy- 
ringe‘‘sterile gloves, mask, and discard basin. 

- Before the doctor begins the thoracentesis, the 
nurse establishes negative pressure in the drain- 
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For thoracentesis, the patient assumes a sitting position 
with her arm across her chest in order to enlarge the 
intercostal spaces. 


age bottle in order to draw the fluid from the 


‘pleural cavity. Because there is some negative 


pressure within the pleural cavity, it is necessary 
to have greater negative pressure in the drainage 
bottle before fluid can be drained. It is also 
essential to prevent air from getting into the 
pleural cavity because it produces pneumo- 
thorax (the accumulation of gas or air in the 
pleural cavity), which causes collapse of the 
lungs. The thoracentesis needle has an attach- 
able stopcock which can be opened and shut in 
order to prevent air from getting into the pleural 
cavity. A syringe can be attached to the stopcock 
to obtain fluid for laboratory examination. 

After the patient assumes a sitting position 
and is draped comfortably, the physician wipes 
the area of insertion with disinfectant. The 
thoracentesis is done below the surface level oi 
the fluid, often in the frontal plane in line with 
the crest of the ilium. The doctor determines the 
level of the fluid by percussion. The area is 
anesthetized locally and then the long thoracen- 
tesis needle is inserted through the intercostal 
space into the pleural cavity. The tubing is 
connected to the stopcock and to the source of 
negative pressure, and upon a signal from the 
doctor the valves are opened to let the fluid flow 
into the drainage bottle. 

During the procedure the nurse watches the 
patient carefully for any signs of respiratory 
distress—for example, cyanosis or dyspnea. If 
the fluid is removed quickly the patient may 
faint. Puncturing a blood vessel with the needle 
is a complication that can result in a lung hem- 
orrhage. 

After the needle is withdrawn, pressure is 
applied over the site, collodion is often used to 
seal the skin over the puncture wound, and a 
sterile dressing is applied. The patient is ob- 
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served frequently for several hours after the 
thoracentesis for any signs of respiratory embar- 
rassment or shock. Damage to the lungs may be 
indicated by the presence of frothy, blood-tinged 
sputum (hemoptysis), by excessive coughing, or 
by difficulty in breathing. 

The nurse records on the patient's chart the 
time; treatment; name of the doctor; amount, 
color, and consistency of the fluid obtained; and 
the condition of the patient. If the thoracentesis 
is successful therapeutically, the patient will 
probably find breathing easier because the fluid 
is no longer present to exert pressure upon his 
lungs. 


COMMON PROBLEMS 


In discussing pertinent subjective and objec- 
tive data to be gathered, we have already noted 
many of the common problems with which the 
nurse can help people who are having trouble 
meeting their oxygen needs. In summary, these 
problems include: 


1. Dypsnea, which may be due to a number 
of causes, the principal ones being an obstructed 
airway; inadequate ventilation of the lungs; an 
inadequate supply of oxygen in the atmosphere; 
impai i y efficiency; increased de- 
mands of the body for oxygen; pressure on, or 


trauma to, the respiratory center in the medull 
and anxiety (or strong emotion of any kind). 

2. Coughing, which may be due to irritatio 
of the respiratory tract, increased secretions. c 
foreign bodies in the tract. 

3. Sputum, which may be due to increase 
amount of secretions (often the result of « 
inflammatory process) or a slowing down o 
stasis of blood in lungs. 

4. Fatigue and muscle weakness due to inac 
equate oxygenation of muscle tissue. 

5. Vertigo, fainting, or disturbances i: 
thought processes due to inadequate oxygena 
tion of the brain. 

6. Chest pain, which may or may not be 
related to breathing and may be caused by suct 
factors as inflammation, pressure from tumors. 
increased muscular activity in breathing, œ 
trauma. 


PRIORITIES FOR NURSING ACTION 


Difficulty in breathing is a distressing symp- 
tom. It always requires immediate attention bs 
nursing and medical personnel. Early anc 
prompt intervention can often minimize attacks 
and prevent the need for radical measures. The 
nurse should therefore observe the patien: 
closely for any changes in his condition that 


PRINCIPLES RELEVANT TO OXYGEN NEEDS ME 


1. Oxygen is essential to life. 


2. A persoa can survive only a few minutes without oxygen. 
3. An insafllidient supply of oxygen impairs functioning of all body systems. 
4. lrreparable brain damage may result from prolonged periods of inadequate 


oxygen 


oxygen. 


5. Cells of the cerebral cortex begin to die as soon as they are deprived of 


6. Alr at sea level containing approximately 20 per cent oxygen and 0.04 per 
cent carbon dioxide is normally adequate to meet man's oxygen needs. 
7. Carbon dioxide concentrations between 3 and 10 per cent Increase the rate 


and depth of respirations. 


8. The body's ability to meet Its oxygen needs depends on the adequacy of 
functioning of the cardiovascular and the respiratory systems. 
9. A patent alrway is essential to normal respiratory functioning. 
10. The respiratory tract is lined with mucus-secreting epithellum. 
11. Coughing, swallowing, and sneezing are mechanisms by which the body 
attempts to rid Itself of forelgn materials in the respiratory tract. 
12. Difficulty in breathing provokes anxiety. 


indicate increasing difficulty with respiration. 
These should: be reported immediately, and ap- 
propriate measures instituted. Severe distress in 
5reathing is a medical emergency. Signs of im- 
pending respiratory failure include rapid, shal- 
‘ow breathing; rapid, thready pulse; fear and 
apprehension; restlessness; and confusion. Rest- 
:essness often occurs early and is an important 
sign to watch for in patients. Cyanosis may or 
may not be present. 

If respiratory failure seems imminent, the 
aurse should make certain that the patient's 
airway is clear; institute ventilation by mechan- 
ical means; and obtain assistance. Measures for 
the resuscitation of patients with respiratory 
failure are detailed in a later section. 


GOALS FOR NURSING ACTION 


Principal goals of nursing action in the care 
of patients who are having difficulty in breathing 
include the following: 


1. Maintaining the patency of the airway 

2. Increasing ventilatory efficiency 

3. Ensuring that the patient has an adequate 
supply of oxygen 

4. Decreasing the demands of the body for 


oxygen 
5. Minimizing the patient's anxiety 


SPECIFIC NURSING INTERVENTIONS 
Measures to Maintain a Patent Airway 


A patent airway is essential to adequate res- 
piration. Suctioning, positioning, and coughing 
are measures used to maintain the patency of 
the air passages. Suctioning is done to clear 
mucus and other secretions from the upper air- 
way. One of the surest indications of partial 
blockage of air passages by mucus (or other 
secretions) is the sound of “wet breathing." As 
the air passes through the secretions it creates a 
typical gurgling sound. The frequency with 
which a patient needs suctioning is variable, but 
if the patient tends to accumulate fluids, a suc- 
tion catheter should always be nearby for im- 
mediate use. The procedure for throat suctioning 
is described later in this chapter. 

For the conscious patient, medications in the 
form of nose drops or aerosol sprays may be 
used to help liquefy secretions and facilitate 
their removal from the air passages. 

Body position also effects patency of the air- 
way. The unconscious patient should be placed 
*h a semiprone position (Sim's position) without 
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a pillow for his head and with the mandible 
extended forward and up. This position prevents 
the tongue from falling back and permits the 
drainage of fluids from the mouth. For the con- 
scious patient, Fowler’s position allows maxi- 
mum chest expansion and helps to make the 
expectoration of sputum easier. Helping the pa- 
tient to change his position frequently while he 
is in bed permits expansion of all areas of the 
lungs and helps to promote the drainage of 
secretions. When a patient is lying on his left 
side, he is not able to expand his left lung to its 
maximum capacity. 

Coughing is an important means by which a 
person clears his respiratory tract of secretions 
and foreign material. For the patient who finds 
it painful to cough, the pain will be eased if the 
nurse supports the painful area, such as an 
operative incision, firmly while he coughs. The 
patient can accomplish the same purpose by 
holding a small pillow firmly over the painful 
area, unless he is unable to do so. A folded bath 
towel inside a pillow case makes an effective 
“splint pillow” for this purpose. 


Artificial Airways. An artificial airway is in- 
serted into a patient's throat in order to keep his 
tongue forward and the airway patent. Artificial 
airways are usually made of plastic or rubber. 
There are long and short airways for deep and 
shallow intubation. In deep intubation the air- 
way extends through the pharynx into the tra- 
chea. This type of airway is usually inserted by 
a doctor. In shallow intubation the airway ex- 
tends behind the tongue and terminates in the 
pharynx. This type of airway is often inserted 
by the nurse. 

In shallow intubation the patient's tongue is 
brought forward and the airway is placed in his 
mouth with the base of the curve against his 
tongue. The airway is then turned so that the 
base of the curve is against the soft palate. It is 
then in position in the pharynx. 


The insertion of a shallow alrway. 


` 
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An airway in place. 


If there is serious obstruction in the upper 
airway (nose, mouth, or throat) an artificial 
opening may be made into the patient's trachea 
(a tracheotomy) and a tube inserted to facilitate 
breathing. This procedure may be done when 
there has been injury that impedes the passage 
of air in the upper airway, for example, or a 
tumor blocking the passage. 


Throat Suctioning. Oxygen reaches the alveoli 
of the lungs by passing through the mouth, the 
nose, the pharynx, the larynx, and the bronchi 
and bronchioles. A patent airway is essential to 
the passage of air through this route. The pur- 
pose of throat suctioning is to help a patient 
clear his airway by removing secretions and 
foreign materials from his nose, mouth, and 
pharynx. In most instances, the patient needs ar 
explanation of the procedure. He can be reas- 
sured that this is a painless measure that will 
relieve his breathing so that he will be more 
comfortable. If the patiemt can cough while the 
suction is applied, it will facilitate the removal 
of mucus. 

The equipment required includes a throat suc- 
tion, a container for cold water, and a clean 
catheter. In hospitals, catheters are sterilized 
after each use. The catheter has a narrow lumen 
with a fine tip and several openings along the 
sides. The openings prevent irritation of the 
mucous membrane in any one area by distrib- 
uting the negative pressure of the suction over 
several areas. Whenever there is any indication 
that a person might require emergency suction- 
ing, tris equipment is kept nearby. 

The respiratory tract is lined with mucous 
membrane, which can easily be injured by me- 
chanical means; therefore the catheter is never 
forced against an obstruction. Normally the cath- 
eter is inserted by the nurse as far as the pharynx; 
for suctioning; deeper suctioning is generally a; 
physician's procedure. E 

The catheter is attached to the suction ma;; 
chine and then lubricated with water. Water is 
drawn through the catheter in order to ensure 


the patency of the lumen. The patient assume 
a position with his head turned to one sia 
facing the nurse. In this position his tongue fall 
forward and does not obstruct the entry of th 
catheter. The catheter is then gently inserte 
through the nose or mouth into the pharym 
rotated gently and withdrawn. Suctioning t 
begun when the catheter is in place. This pro 
cedure is repeated until the airway is clear. t 
the patient coughs while the catheter is in place 
it helps to remove the mucous accumulation: 
and foreign materials. 

A Y tube is sometimes used with suctior 
equipment. One stem of the Y is closed off witn 
a finger to apply suction through the catheter. 
When this stem is left open, the suction is 
stopped in the catheter. This method does away 
with the repeated insertion and removal of tbe 
catheter, and thus minimizes trauma to the mu- 
cous mernbranes of the air passages. 


Measures to Increase Ventilatory 
Efficiency 


The principal factors that impede ventilation 
are obstruction of the airway and inadequate 
expansion of the chest. Measures to ensure pat- 
ency of the airway, as just discussed, are there- 
fore essential to increasing ventilatory effi- 
ciency. 

Measures that assist in optimal expansion of 
the chest include positioning of the patient (as 
already noted) and the alleviation of pain or 
discomfort associated with breathing. The chest 
is sometimes splinted to relieve painful respi- 
rations, or the physician may leave orders for 
analgesics to be given. Usually these are given 
at the nurse's discretion. Coughing may also 
interfere with respirations. The administration 


Suctioning a patient's throat to remove mucus that is 
obstructing the airway. 


ie 
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of cough mixtures will usually provide relief 
from this discomfort. Frequently cough mixtures 
are left at the patient's bedside to be taken as 
needed. 

Deep breathing at frequent intervals should be 
encouraged. Exercise helps to improve ventila- 
tory functioning, and active or passive exercise 
within the patient's level of tolerance should be 
promoted. Abdominal distention should be pre- 
vented by giving the patient small, frequent 
meals of easily digestible food. Foods that are 
gas-forming (see Chapter 14) should be avoided. 
The patient's garments should be loose-fitting, 
and bed coverings should not be tucked in 


tightly. 


Postural Drainage. Postural drainage is done 
to facilitate the drainage of secretions from the 
respiratory tract to assist in maximum ventila- 
tion. The position of the patient for postural 
drainage depends on the areas of the lung to be 
drained. For drainage from the lower lobes, the 
patient assumes a position in which his chest is 
lower than his hips, so that gravity will assist 
the movement of the mucus. Several special 
postural drainage beds are now available. If a 
special bed is not available, one way of assuming 
this position is for the patient to lie in a prone 
position across the bed with the waist at the 
edge of the’ bed. The upper part of the body is 
supported by the arms, which rest on a chair at 
the side of the bed. A receptacle for sputum is 
put on the chair in front of the patient. 

Another position assumed by hospital patients 
who require postural drainage is a prone posi- 
tion over the knee break of the bed. The patient 
lies facing the bottom of the bed so that his 
waist is at the knee break and his head and 
chest incline downward. 

Postural drainage is carried out to drain spu- 
tum from the lungs and to obtain a specimen of 
sputum. For therapeutic purposes it is ordered 
by the physician, usually for 10 to 15 minutes, 
three to four times daily. 

Percussion of the chest helps to dislodge mu- 
cus and is frequently done prior to the treatment. 
For more detailed instructions on techniques 
used in postural drainage, the student is referred 
to a medical-surgical nursing textbook. 


Mechanical Ventilation of the Lungs. When an 
individual's own respiratory apparatus is not 
functioning normally, it is sometimes necessary 
to use mechanical aids to ventilate the lungs. 
Depending on the extent of respiratu-y dysfunc- 
tion, either “assisted” or "controlled" ventila- 
tion may be used. “Assisted” ventilation is the 
term used to describe a mechanically generated 
airflow that is initiated by the patient's own 
efforts at inspiration and serves to increase his 
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inadequate breathing. In "controlled" ventila- 
tion, the airflow is delivered according to a 
preset cycling pattern that is not influenced by 
the patient's own breathing. 

Basically, ventilators can be divided into two 
groups, those operating on the principle of neg- 
ative pressure and those employing positive 
pressure. The negative-pressure machines gen- 
erate a suction (negative pressure) on the outside 
of the chest. This creates within the thorax a 
pressure gradient with the atmosphere, so that 
air flows into the lungs. The positive-pressure 
ventilators, on the other hand, force air into the 
lungs by means of a power-driven source, 
thereby creating intrathoracic pressure (positive) 
that causes the lungs and chest to expand. A 
variety of ventilators are now available on the 
market. The Bird and Bennett respirators are 
examples of positive-pressure machines; the 
Emerson cuirass, which is a shieldlike appliance 
that fits over the body, is now more commonly 
used for negative pressure than the Drinker res- 
pirator (iron lung) used formerly. 


Measures to Ensure Adequate Oxygen 
Intake 


General measures to ensure an adequate sup- 
ply of oxygen include the provision of fresh air. 
The patient's room should be kept well venti- 
lated. Many patients with respiratory problems 
like to have the bed placed beside a window so 
that they can get fresh air. These patients are 
often particularly sensitive to alterations in the 
temperature and humidity of the environment. 
Atmospheric oxygen may need to be supple- 
mented by inhalation aids, such as oxygen tents, 
oxygen masks, nasal cannulae, and nasal cathe- 
ters. The use of these aids is discussed later in 
this chapter. 

Inhalation Therapy 

Humidity Therapy. The provision of air that 
has a high water content is a form of therapy 
that has been used for people with respiratory 
problems for many generations. Traditionally 
this has taken the form of steam inhalations, but 
there are now many techniques available to 
provide a high humidity environment for those 
who require this form of therapy. The putpose 
of humidity therapy is to provide extra moisture 
to the mucous membranes lining the respiratory 
tract. The moisture helps to soothe irritated 
mucous: membranes, and also helps to dilute 
‘hick secretions and to loosen the crusts that 
:equently form on the mucous membranes as a 
esult of respiratory infection. The secretions 
«nd crusts can then be coughed up or aspirated 
more easily. The moisture may also be used as 
a vehicle for administering a medication directly 
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to the respiratory tract. In this case, the water 
vapor is passed over the medication from which 
it picks up molecules that are then inhaled with 
the vapor. 

A high humidity environment may be estab- 
lished in oxygen tents, in specially constructed 
plastic hoods, and in entire rooms; however, the 
most common method of increasing the humid- 
ity in the atmosphere immediately surrounding 
the patient is by means of a humidifier (steam 
kettle). Many types of humidifiers are manufac- 
tured commercially, and both hot and cold hu- 
midifiers are available. In the home, a small 
commercially bought humidifier or an electric 
kettle may be used to supply steam. Whatever 
type of equipment is used in the home or in the 
hospital, most patients require some help with 
it. 

The physician may order continuous humid- 
ity therapy (or steam inhalations), or he may 
order it for one-half hour every 4 hours (humid- 
ity therapy, % hour q4h). 

Nursing care measures relevant to humidity 
therapy include: 


1. Explaining the equipment to the patient 
and advising him to breathe in the water vapor 
(steam) deeply 

2. Taking safety precautions to protect the 
patient from burns if heated humidity (hot steam 
inhalations) is used; the patient should be 
warned not to touch any of the equipment that 
may become hot, and the humidifier (kettle) 
should be kept well out of reach if the patient 
shows any signs of mental confusion 

3. Arranging the humidifier so that the water 
vapor surrounds the patient's head 

4. Preventing drafts, which could be chilling 

5. Changing linen when it becomes damp 

6. Encouraging the patient to expectorate mu- 
cus during the inhalations and providing him 
with a container for the sputum 


Oxygen Inhalation Therapy. It is necessary 
under some circumstances to provide the patient 
with a concentration of oxygen that is higher 
than that found in the air. The physician orders 
the method of administration of the oxygen, the 
concentration, and the length of time that the 
patient is to receive the oxygen. The latter factor 
is sometimes left to the nurse's judgment, the 
order simply stating “oxygen as necessary." 
Oxygen is generally supplied in two ways, 
from tanks or from wall outlets (piped-in oxy- 
gen). Oxygen from the latter source is stored in 
a central storage area. Most newer hospitals 
employ the piped-in method of supply. In the 
home, oxygen is supplied in portable tanks. 
Oxygen tanks are steel cylinders in which the 
oxygen is stored under a pressure of 2200 
pounds per square inch at 70? F (21? C). There 


are different sizes of oxygen tanks: the larger 
ones store 244 cubic feet of oxygen; the smaller 
tanks store less oxygen but are readily portable. 
Each tank has a pressure reduction valve that 
enables the oxygen to be released at a pressure 
lower than that within the tank. An oxygen tank 
normally has two gauges: one indicates the 
amount of oxygen in the tank (the pressure) and 
the other indicates the amount of oxygen being 
released (in liters per minute). 

The oxygen gauges are generally attached to 
the tank before it is brought to the patient. In 
most hospitals respiratory (inhalation) technol- 
ogists usually supply and service the oxygen 
equipment. The following steps are followed in 
order to attach the gauges to the tank: 


1. Open the cylinder valve slightly and then 
close it quickly to remove any dust in the outlet 
("cracking the tank"; this produces a loud hiss- 
ing sound, which can be frightening when not 
explained beforehand) 

2. Connect the regulator valve to the cylinder 
outlet and tighten the nut with a wrench 

3. Make sure that the liter flow valve is in the 
“off” position 

4. Open the cylinder valve slowly until the 
pressure gauge registers the pressure in the cyl- 
inder 

5. Adjust the liter flow valve to the desired 
rate of flow 

There are a variety of liter flow indicators. 
The gauge type and the ball float type are two 
that are commonly seen. 


Piped-in oxygen is usually under low pres- 
sure, between 50 and 60 pounds per square inch. 
Usually only a liter flow valve is needed. To 
attach the equipment for piped-in oxygen: 


1. Make sure that the liter flow valve is in the 
“off” position 

2. Attach the valve to the outlet—some valves 
are attached by a screw nut; others are inserted 
directly into the wall outlet 


An attachment for an oxygen tank showing the pressure 
gauge and the liter flow gauge (mercury-ball type). 
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An attachment for an oxygen wall outlet with a mercury- 
ball liter flow gauge. 


3. Slowly turn the liter flow valve to the 
desired liter flow 


Fears and Precautions in the Use of Oxygen 
Equipment. When nursing a patient who is 
receiving oxygen inhalations, there are certain 
precautions, practices, and facts with which the 
nurse needs to be familiar. The administration 
of oxygen is often a frightening experience for 
the patient and his family. To many patients, it 
denotes a serious illness; a surprising number 
of patients remember a relative or a friend who 
died while receiving oxygen. Oxygen is essential 
to life and to have to depend upon equipment 
in order to live is in itself anxiety-producing. 
This is a situation over which the patient often 
has little control, and, because he is so com- 
pletely dependent upon others even for the air 
he breathes, he feels helpless. 

Such fears can often be allayed. Explanations 
about the oxygen equipment are geared to the 
patient's needs. Some people want to under- 
stand in great detail; others are satisfied with a 
simple explanation. If the patient is well enough 
to help with his therapy, the nurse can teach 
him to administer the oxygen himself and thus 
help him to feel that he has some control over 
the situation. 

Some patients fear suffocation when using 
inhalation equipment; many dislike the feeling 
of having something cover their nose and mouth 
when a mask is used. Children in croupettes 
and patients in oxygen tents often feel isolated 
from their fellow patients. In addition, the ne- 
cessity of depriving the patient of everyday 
pleasures such as the use of cigarettes, facial 
creams, and perfumes adds to his or her feelings 
of helplessness. Cigarettes are never permitted 
because a spark could readily start a fire in the 
presence of concentrated oxygen. Creams and 
perfumes with an alcohol base are not used 
because they can contribute to a fire. 

When handling oxygen equipment the opera- 
tor's hands should be free of oils and alcohol, 
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which are highly flammable. Normally the use 
of electrical equipment around oxygen is re- 
stricted to appliances that have been checked 
and found safe—that is, appliances that will not 
spark or start a fire. 

Lotions and liquids for the patient’s use 
should have a water rather than oil or alcohol 
base. Special mouth care solutions and back rub 
lotions that are not flammable must be used in 
the presence of oxygen equipment. 


Principles Relevant to the Administration of 
Oxygen. Oxygen is a colorless, odorless, and 
tasteless gas that is essential to life. Because 
oxygen can be neither seen, tasted, nor smelled, 
the equipment gauges are relied upon to indicate 
that oxygen is being supplied. The concentration 
of oxygen in a tent can be tested by an analyzer. 
The patient who is receiving oxygen is inter- 
rupted as little as possible in order to decrease 
oxygen loss and promote rest. 

Oxygen dries and irritates mucous mem- 
branes. Most patients who are receiving oxygen 
require special mouth care in order to maintain 
good oral hygiene. The provision of fluids for 
the patient is also important; often the patient 
is dependent upon the nurse for the administra- 
tion of fluids. Oxygen is always humidified be- 
fore it is supplied to the patient. 

Oxygen supports combustion. It is essential to 
the patient’s safety that there be no smoking 
within 4 meters (13 feet) of oxygen equipment. 
This applies to patients and visitors and usually 
requires continual explanation and enforcement. 
Oxygen is not explosive, but a spark created in 
the presence of a high concentration of oxygen 
can ignite a fire quickly. 


Methods of Administering Oxygen. There are 
four basic methods of administering oxygen: 
tent, nasal catheter, face mask, and nasal can- 
nulae (nasal prongs). 

The oxygen tent. Tents were at one time the 
most common method of administering oxygen. 
Today they are seldom used for adults except in 
instances in which the patient requires a high 
humidity environment in addition to supple- 
mental oxygen. The tents are still used fre- 
quently with children; in this case they are 
referred to as croupettes. 

Oxygen tents are usually made of a clear 
plastic material that does not permit the diffu- 
sion of oxygen or air through it. The motor unit 
of the tent is usually electrically driven; it cir- 
culates the air in the tent and cools it to the 
desired temperature. 

The oxygen concentration in a tent can gen- 
erally be kept between 50 and 60 per cent, 
although each time the tent is opened oxygen is 
lost. Oxygen analyzers are instruments which 
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measure the concentration of oxygen inside the 
tent. These measurements should be done reg- 
ularly—for example, every four hours. 

A temperature between 68 and 70° F (20 to 
21* C) in the tent is comfortable for most people. 
The ventilation fan can be set at a moderate 
speed in order to provide sufficient circulation 
of air. The minimum liter flow of oxygen for the 
tent is generally 8 liters per minute. However, 
some patients require a more rapid flow to meet 
their oxygen needs, whereas the flow should be 
limited to a maximum of 4 liters per minute for 
patients with emphysema. 

To set up an oxygen tent, the following steps 
are performed: 


1. Turn on the motor and set the liter flow to 
the desired level 

2. Arrange the canopy over the patient's head 
so that most of the space in the tent is in front 
of the patient's face 

3. Tuck the canopy under the mattress and 
secure the canopy over the patient's thighs with 
a drawsheet folded lengthwise and tucked in on 
each side of the bed 

4. Flush the tent for 20 minutes to bring the 
concentration o! axyaenm up quickly to 50 per 
cent; warn the petient that this makes a hissing 
noise 

5. Provide the patient with a mechanical bell 
for calling nursing personnel 


Because oxygen supports combustion, precau- 
tions are taken to prevent fires. Patients do not 
smoke in an oxygen tent. nor are any electrical 
devices used inside the tent. such as electrically 
controlled signal lights. asring aids, transistor 
radios, and electric sħavers "No smoking" signs 
should be placed on the door of the patient's 
room and visitors should be counseled not to 
smoke. The patient im the tent may feel cold 
because of the Circulating air. The temperature 
can often be raised ane exirs covers provided. 
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Patients should be discouraged from pluggine 
the oxygen outlet of the tent with towels in orde 
to close off drafts. 

Nursing measures for the patient in an oxygen 
tent are planned so that the tent is opened as 
infrequently as possible. Each time the tent i« 
opened oxygen is lost, and the patient conse 
quently receives less than the desired concentra- 
tion of oxygen. 

Patients in oxygen tents often feel isolatec 
from fellow patients; however, they have the 
same needs to communicate and feel a part of & 
group. Tent motors today are usually so quie 
that patients can hear reasonably well inside 
them. People can normally be heard by the 
patient if they speak distinctly. 

The nasal catheter. Oxygen catheters are made 
of plastic and are disposable. They have a series 
of six or eight holes on the sides and are abou: 
45.7 cm. (18 inches) long. A No. 14 French 
catheter is usually used for an adult patient 
Because oxygen dries and irritates mucous mem- 
branes, the oxygen is passed through water 
(humidified) before it is administered by cathe- 
ter. 

The advantage of the administration of oxygen 
by catheter is the freedom of movement that it 
affords the patient. Patients receiving oxygen by 
this method can obtain about a 50 per cent 
concentration of oxygen. The minimum liter 
flow of oxygen by catheter is generally 6 to 7 
liters per minute, except for the maximum limit 
of 4 liters per minute used in treating patients 
with emphysema. 

The catheter is lubricated before insertion. 
preferably with water. An oil base lubricant is 
dangerous because it can be aspirated and sub- 
sequently irritate the lungs. The catheter is in- 
serted to a distance about equal to the distance 
from the patient's nose to his earlobe. It is 
inserted until the tip is opposite the uvula in 
the oropharynx (seen through the mouth) and is 


The position of the nasal catheter 
for oxygen administration. Note thar 
the tip of catheter is opposite the 
uvula. 
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then taped in place as illustrated. It is never 
forced against an obstruction. In another tech- 
nique of shallow insertion, a nasal catheter is 
inserted approximately 3 inches—that is, into 
the nasopharynx. 

Oxygen catheters are removed every 8 hours, 
and a clean catheter is inserted into the other 
nostril. Patients receiving oxygen by catheter 
require special mouth and nose care. The cath- 
eters tend to irritate the mucous membranes, 
thereby stimulating secretions, which must be 
removed. Water base lubricants will soothe ir- 
ritated nares. 

The face mask. A variety of inhalation masks 
are available for use. The lightweight plastic 
mask that covers the patient's nose and mouth 
is used extensively today. It provides a concen- 
tration of oxygen of about 50 per cent with a 
minimum liter flow of 8 liters per minute. There 
are also several non-rebreathing masks in use 
that can provide an oxygen concentration as 
high as 95 per cent. 

After the liter flow valve is turned on, the 
mask is applied to the patient's face. Oxygen 
masks come in different sizes; the mask selected 
should rest comfortably on the patient's face. 
Patients who are receiving oxygen by mask are 
assisted in taking fluids and performing hygienic 
measures to protect the skin and mucous mem- 
brane of the face and mouth from irritation. 

Positive-pressure masks are used when oxy- 
gen is administered under pressure. These 
masks apply pressure on exhalation only. A 
variety of positive-pressure masks are available. 
With the meter mask, the concentration of oxy- 
gen is regulated by a dial on the flow meter. The 
rebreathing mask has a bag below the mask that 
permits the partial rebreathing of exhaled air 
along with the oxygen. 

Nasal cannulae (nasal prongs). Nasal cannu- 
lae provide a convenient and comfortable 
method of administering oxygen. Usually made 
of a soft plastic material, they consist of two 
tubes approximately one-half inch in length that 
are fitted into the patient's nostrils and are held 
in place with a light elastic halter, A concentra- 
tion of approximately 37 per cent oxygen in the 
alveolar air may be achieved with a flow rate of 
5 liters per minute; a concentration of about 40 
per cent is achieved with a flow rate of 8 liters 
per minute. Oxygen applied in this way is al- 
ways humidified; the cannulae are changed fre- 
quently and nasal care is provided as needed. 


Carbon Dioxide Inhal n. The administra- 
tion of carbo. dioxide sometimes used to 
incre ise tae aate and d . th of respirations. It is 
a’. administered as | treatment for singultus 
(hiccups). 

Carbon dioxide is usually supplied in cylin- 
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A plastic oxygen mask. 


ders in cambination with oxygen; this mixture 
is called carbogen. It is usually administered by 
mask as a 5 per cent concentration in 95 per 
cent oxygen. Today in many hospitals CO, is 
given by means of an Adler Rebreather, which 
eliminates the use of the heavy cylinders. The 
treatment is generally ordered by the physician 
for 10- te 15-minute periods several times a day, 
repeated no oftener than qth. 

In carrying out this treatment, the nurse alter- 
nates the application of the mask with periods 
of normal atmospheric breathing during the 10- 
to 15-minute intervals. That is, the nurse applies 
the mask for a few minutes, then removes it and 
lets the patient breathe without it for several 
respiratians, then reapplies the mask. This pro- 
cedure is repeated during the interval designated 
for the treatment. 

In administering carbon dioxide, the nurse 
must watch for the signs and symptoms of CO, 


Oxygen nasal cannulae (nasal prongs). 
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toxicity. At the first indication of vertigo, dysp- 
nea, nausea, or disorientation, the treatment is 
stopped and the condition reported to the phy- 
sician. 


Aerosol Therapy. Aerosol inhalation (nebuli- 
zation) is a method by which a nonvolatile drug 
is inhaled into the respiratory tract. A stream of 
oxygen or compressed air is passed over a so- 
lution of the drug and picks up small particles 
to form a spray. The patient breathes in the 
spray deeply to force the tiny particles to travel 
deep into the respiratory tract. Different kinds 
of aerosols are marketed for use, some of which 
attach to a face mask that the patient wears 
during the treatment. 

Most aerosol treatments are given by IPPB 
(intermittent positive-pressure breathing), but a 
similar spray can be formed by means of a hand 
atomizer for use in the home. When the bulb of 
the atomizer is squeezed, air passes over the 
medicine and picks up small particles to form 
the spray which the patient inhales. The parti- 
cles formed by the hand atomizer are usually 
larger than the particles formed in a nebulizer. 

When the physician orders aerosol inhalation, 
he also orders the type of drug to be adminis- 
tered, the quantity of the drug, and the frequency 
af the treatment. The liter flow of oxygen that is 
necessary for aeroso! therapy is usually 6 to 8 
liters per minute. The exact flow is determined 
by the density of the spray. A treatment usually 
lasts 15 to 20 minutes; more exactly, it lasts 
until all the medicine has been inhaled. 

When intermittent aerosol therapy is ordered, 
the treatment is usually carried out by a respi- 
ratory technologist, but in some instances it may 
be a nursing responsibility. The nurse should 
then be familiar with the equipment and its use. 
The most commonly used machines for this type 
of therapy are the Bird and the Bennett respira- 
tors. 


Measures to Decrease Bodily Needs for 
Oxygen 


The need for oxygen by the body is related to 
the rate of metabolism of the tissue cells. Factors 
affecting metabolic rate include physical activ- 
ity, disease processes, and emotional reactions. 
Although a certain amount of activity is essential 
to promote optimum ventilation of the lungs, 
excessive activity should be avoided. The pa- 
tient’s level of tolerance must be carefully as- 
sessed and care taken that the patient does not 
overexert himself. 

An elevated body temperature increases the 
basal metabolic rate and contributes to respira- 
tory distress. Care should be taken then to pre- 


Me 


A patient receiving a treatment with a Bennett respi- 
rator. The respiratory technologist is assisting the pa- 
tient. 


vent the patient from developing an infection, 
and measures taken to keep body temperatures 
within normal limits. 

Emotional tension is also a factor to be con- 
sidered in patients with respiratory problems. 
Anxiety, for example, may be mediated through 
the parasympathetic nervous system and result 
in constriction of the smooth muscles of the 
bronchioles. The expression of other emotions, 
such as fear, anger and grief, is also closely 
related to respiration. Strong emotions such as 
anger and fear initiate responses to prepare the 
body for action, and respirations become faster 
and deeper. 


Measures to Minimize Anxiety 


Anxiety almost invariably accompanies dysp- 
nea. To be unable to breathe easily and normallv 
is a frightening experience. The person with 
chronic respiratory problems may live in con- 
stant fear that his next breath may be his last 
one. 

The patient's anxiety contributes to his respi- 
ratory problems, and a vicious circle may de- 
velop. The patient becomes dyspneic; his dysp- 
nea produces anxiety; the anxiety results in 
more dyspnea. It is essential that this circle be 
broken, 

Helping to establish the patient's confidence 
in the care he is receiving is an important factor 
in alleviating anxiety. Prompt attention to the 
patient's needs, such as answering his call-light 
immediately and attending to his wants without 


delay, can often prevent or minimize an attack 
of dyspnea. It ís important in this regard to 
remember that anxiety is not always expressed 
openly. The patient may not necessarily say "I 
am frightened," but his actions convey this 
meaning to the astute and observant nurse. The 
patient may make a seemingly excessive number 


The Heimlich maneuver. 
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of requests, or attempt to keep the nurse engaged 
in conversation. The physical presence of some- 
one competent who can help him if need be is 
reassuring to the patient. 

Efficient handling of equipment and skillful 
execution of procedures contributes to the pa- 
tient’s feeling that he is in good hands. The 


& — Obstructing object 
and its poth out 


A, If the victim is upright. stand behind the victim ame place both arms around his waist. Make 
a fist with one hand and place it against the victim s abdomen just above the navel, below the 
rib cage. Place your other hand over your fist am give a sharp quick upward thrust to the 
abdomen. The action is done by sharp flexion of the ebows, by a "bear hug," which compresses 


the rib cage. 


B, The action has the effect of elevating the diaphragm. The sudden elevation of the diaphragm 
compresses the lungs and the air pressure ejects the food or other foreign object from the 


victim's windpipe. 


C, If the victim has collapsed and you are unable to fift him, a variation of the maneuver can be 
done. With the victim lying on his back, you knee! astride his hips, facing him. With one of your 
hands on top of the other, place the heel of your bottom hand on the abdomen slightly above 
the navel and below the rib cage. Press into the victim's abdomen with a quick upward thrust. 
Repeat several times if necessary. If the victim vomits, quickly tum him to his side and wipe 


out his mouth to prevent aspiration. 


D, When the victim is an infant or small child, have the child bend over or place him face down 

" over your forearm, supporting his chest. With the heel of the other hand, glve him four rapid 
Slaps between the shoulder blades. For a child, if the obstruction remains, grasp him from 
behind and follow the Instructions in part A. 


392 MEETING BASIC NEEDS 


nurse should be familiar with the equipment 
used in the care of patients with respiratory 
-problems and should have confidence in her 
own ability to perform the necessary procedures. 

Caring for the patient who has difficulty in 
breathing can be anxiety-provoking for the 
nurse. Knowing what measures to take and how 
to use equipment contributes to her feelings of 
confidence in giving care. 

Measures to ensure the patient's comfort and 
improve his sense of well-being are also valuable 
adjuncts in the care of patients with respiratory 
problems. Good personal hygiene is important, 
and the patient who experiences dyspnea on 
exertion may need assistance from the nurse in 
this regard. Many patients with respiratory dis- 
orders are ‘‘mouth-breathers” and good oral hy- 
giene is needed. Because of the drying effects of 
oxygen, patients who are on oxygen therapy 
require special mouth care to maintain hydra- 
tion of the tissues in the oral cavity and prevent 
the development of infection or other compli- 
cations. 

Difficulty in breathing is often related to emo- 
tional problems. Distressing situations may pro- 
voke attacks of difficnlty in breathing. The nurse 
should be alert to conditions that appear to 
precipitate such attacks and should report these 
to the physician. 


Emergency Situations 


Choking. Choking on food can be easily rec- 
ognized. Victims are unable to speak or breathe. 
Their faces become pale, followed by a blue or 
purple discoloration, and the victim finally col- 
lapses. Death may occur in 4 to 5 minutes. A 
person who is choking will grasp at his throat, 
and this action will help to distinguish choking 
from other conditions with somewhat similar 
symptoms, such as heart attacks. 

A first aid procedure called the Heimlich ma- 
neuver can save people who are choking. It can 
be done by any informed person and needs no 
special equipment. The procedure is shown on 
page 391. 

in most cases, choking on food occurs during 
in ipiration, which means that the piece of food 
is :ucked in against the opening into the larynx; 
the lungs are partially expanded. If you sud- 
denly push the diaphragm up, the lungs com- 
press and push air up through the trachea, caus- 
ing the object to "pop" out. If the object that is 
causing the choking is only partially dislodged 
but not expelled, you can shove a finger inside 
the victim's mouth to the base of his tongue and 
use a hooking action to move the object to the 
front of the mouth. 

To Avoid Choking: 


1. Cut food into small pieces; chew slowly 
and thoroughly 

2. Avoid laughing and talking while chewing 
and swallowing 

3. Avoid excessive intake of alcoholic bever- 
ages before and during meals 

4. Do not allow children to walk, run, or play 
with food or foreign objects in their mouths 

5. Keep foreign objects (such as marbles. 
beads, and thumbtacks) away from infants anc 
small children 


Artificial Respiration. Among the severa: 
methods of resuscitation for respiratory failure. 
the most widely used are: (1) the oral method 
(mouth-to-mouth or mouth-to-nose), (2) the re- 
vised Sylvester method, and (3) the self-inflatinz 
bag-mask method. The oral method is the sim- 
plest to use and is generally considered the mos: 
effective in first aid situations. It can be used bx 
and with almost all age groups and in most 
situations. As an alternative method when phvs- 
ical, religious, or esthetic reasons preclude use 
of the oral method, the revised Sylvester method 
(Brosch modification) is internationally advo- 
cated for first aid situations when mechanica: 
aids are not available. When the equipment is 
available (as, for example, in hospitals or first 
aid stations) the self-inflating bag-mask methoc 
is generally preferred. 
Oral Method 

1. Place the patient flat on his back if possible 

2. Ensure an open airway—lift the patient's 
neck and press his forehead so that head is tiltec 
backward; life the chin upward 
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AIRWAY CLOSED 
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(HEAD HYPER EXTENDED) 


3. Remove any foreign materal from moutk 
and throat 


Mouth-to-mouth resuscitation using an alrway. 


4. If an airway such as the Brook airway is 
available, insert it in the patient's mouth over 
his tongue (see the section en artificial airways 
earlier in this chapter) 

5. Occlude the patient's nostrils (by pinching 
them together) and blow into his mouth by 
placing your mouth directly over the patient's; 
observe the rise of the patient's chest 


6. After each inflation, raise vour mouth from 
the patient's and allow the patient to exhale 

7. Repeat this procedure approximately 12 to 
15 times each minute; continue until normal 
breathing is restored 


If it not possible to achieve an airtight seal 
between your mouth and that of the patient, the 
mouth-to-nose method may be used. Bring your 
hand that is holding the patient's chin up over 
his mouth to seal it off. Blow directly into the 
patient's nostrils. When using the oral method 
with infants and small children, bring your 
mouth over the nose and mouth of the child. 
Repeat the procedure 20 to 30 times per minute, 
using gentle puffs of ai to avoid undue pressure 
which could damage tne lungs.' 


Revised Sylvester Method. The procedure .c- 
ommended by the St. John Ambulance Associ- 
ation is as follows: 


Quickly place the casualty on his back, elevating 
the shoulders with a folded coat or other suitable 
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padding. Extend the neck and tilt the head straight 
back as far as possible in order to raise the tongue off 
the back of the throat, thus opening the airway. Make 
sure his airway is not obstructed. 

Compression Phase: Kneel at the casualty’s head, 
grasp his wrists, and cross them over the lower half 
of the sternum (breastbone). Rock forward, pressing 
firmly downward upon the casualty’s chest, thus 
forcing the air out of his lungs. This phase should 
take about two seconds.... Count one and two 
and.... 

Expansion Phase: Release the downward pressure 
and draw the casualty’s arms upward, outward, and 
backward. This pulls the chest wall into the expanded 
position and sucks air into the lungs. Count three and 
four and... . 

Now return the wrists to their original position 
across the sternum... . Count five. 

Timing: In order to simulate normal breathing, 
movements should be repeated in a rhythmic man- 
ner—about 12 times each minute for an adult, some- 
what faster for a child. The First Aider should watch 
for signs of obstruction in the airway or change in the 
color of the face of the casualty and adjust his move- 
ments when the casualty shows signs of voluntary 
breathing. Care should be taken to use a reasonable 
amount gf pressure in relation to the age and physical 
build of the casualty. 

If an assistant is available, have him maintain the 


A, Compression phase. B, Expansion phase. 
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position of the casualty’s head—tilted well back— 
and watch for the presence of any obstruction, such 
as stomach contents, in the mouth. He may relieve 
the First Aider since this method of Artificial Respi- 
ration is physically demanding.’ 


Self-Inflating Bag-Mask Method. The self-in- 
flating bag-mask unit consists of a mask, system 
of valves, self-inflating bag, and oxygen tube- 
connector. The mask is designed to form an 
airtight seal around the patient's mouth and 
nose. When squeezed and released, the bag rein- 
flates itself rapidly. The valves permit air to 
enter the mask when the bag is squeezed; an 
exhaust valve carries the exhaled air away so 
that it does not enter the bag. The unit can be 
used with or without supplemental oxygen. 

To use this unit effectively, an airtight seal 
must be maintained between the patient’s face 
and the mask. In addition. the patient’s head 
must be tilted, keeping the jaw in a forward 
position. 


1. Place the patient in a supine position with 
shoulders elevated and meck extended 

2. Stand at the head of the patient and apply 
mask over his pose and mouth; hold the mask 
with the thumb end index finger on the top of 
the mask and the third. fourth, and fifth fingers 
un the patient's jew (the pointed end of the mask 
goes. over the nase) 

3. With the other hand, squeeze the bag firmly 
and continue squeezine until you see the pa- 
tient's chest rise, them release your grip on the 
bag and allow i! fo spand on its own; do not 
remove the mask from the patient's face; repeat 
the procedure 12 to 15 times per minute 


With this method, pee must be particularly 
alert to signs of vomiting or regurgitation. If the 
patient vomits ar reginistes food, quickly re- 


The basic position of me hands in holding a bag mask 
in place is Gemonstates: A seht seal should be main- 
tained between the mask and the patient's face with 
one hand while the bag & squeezed with the other 
hand. The patients alway must be kept open by 
keeping the neck extended as shown.’ 


move the mask, turn the patient's head to ! 
side, and use your finger or a suction unit 
clean out the mouth. Then resume the venti 
tion.? 


Cardiopulmonary Resuscitation. The metho 

of artificial respiration described above are us 
when a person has stopped (or almost stoppe 
breathing. When, in addition, a person's hea 
stops beating, a technique called cardiopulm 
nary resuscitation (CPR) is used. CPR simpl 
means restoring heart and lung action when 
has stopped or severely decreased. The teci- 
niques of CPR can present some danger to the 
victim, so they must be learned and practices 
on a mannikin in a supervised class. Mane 
hospitals require every staff member to lake == 
refresher course at least once a year. 

To help you remember the steps in CPR, ther 
American Heart Association recommends using 
the ABC's. The letter A stands for airway, the= 
letter B for breathing, and the letter C for citou- 
lation. 


Airway. If you find a person who appears & 
have collapsed, first find out whether he & 
conscious. Look at the person closely, shake him 
gently by the shoulders and shout, "Are you a!” 
right?” If the person does not respond, yell fue 
help. Then open the victim’s airway. If the 
person is not lying on his back, roll him over 
so that he is on a flat firm surface. Follow the 
instructions for establishing an airway gives 
above; that is, lift up the neck or chin gently 
with one hand while you push down on the 
forehead with the other hand to tilt the head 
back. When the airway is open, check whether 
the person is breathing. Put your ear close to his 
mouth and listen for breathing, while you loot 
at his chest to detect motion. Do you feel any 
breath on your cheek? If you cannot hear, ses. 
or feel his breath, the victim is not breathing 
and you must start to provide artificial respire- 
tion. 


Breathing. The fastest and most direct way te 
provide breath is by the mouth-to-mouth tech- 
nique. Place your hand on the victim's forehead 
and use the thumb and index finger to close off 
his nostrils. (Keep the heel of your hand on his 
forehead so that his head remains tilted.) Take 
a deep breath, open your mouth wide, and place 
it tightly over the victim's mouth. No air shoulc 
be able to escape. Immediately give four quick 
full breaths to the victim. 


Circulation. Quickly check the victim's pulse 
It is fastest to check the carotid pulse, because 
your hands are at his head, and because the 


carotid pulse can be checked without removing 
the person's clothing. While you keep one hand 
on the victim's forehead (to keep the head tilted 
and airway 'open), feel the carotid artery with 
the other hand. If you do not find a pulse, you 
must provide artificial circulation in addition to 
breathing. Artificial circulation must be pro- 
vided because simply supplying oxygen to the 
lungs will not save the patient unless the oxygen 
can get from the lungs to the heart and into the 
bloodstream to be carried to the rest of the body, 
especially the brain. Artificial circulation is pro- 
vided by means of external cardiac compres- 
sion. Look at the illustration below. In effect, 
when you apply rhythmic pressure to the lower 
half of the victim's sternum you are forcing his 
heart to pump blood. To perform external car- 
diac compression, kneel at the victirn's side near 
his chest. Locate the notch at the lowest portion 
of the sternum. Place the heel of one hand on 
the sternum 1 1/2 to 2 inches above the notch. 
Place your other hand on top of the hand in 
position. Be sure to keep your fingers off the 
victim's ribs. Align your shoulders over your 
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Cardiopulmonary resuscitation (CPR). A, The 
victim's carotid pulse must be checked to 
determine whether artificial circulation is 
needed. (Photo by Victor Wong. Copyright 
Studio Impact, Ottawa, Ontario.) B, The person 
performing CPR should kneel beside the victim 
and lean forward so that his arms are straight 
while the hands push down on the stemum. 
C, Pressure from the heel of the hand com- 
presses the chest cavity, providing artificial 
circulation. The rescuers fingers should be 
kept off the victim's chest. 
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hands, keeping your elbows straight. Depress 
the sternum about 1 1/2 to 2 inches for an adult 
victim. Then relax pressure on the sternum com- 
pletely. Do not remove your hands (keep them 
in position), but allow the victim’s chest to 
return to its normal position between compres- 
sions. If you are the only rescuer, you must 
provide both breathing and cardiac compres- 
sions. If another person is with you, one person 
can breath for the victim, while the other person 
performs compressions. If there is one rescuer, 
you must provide 15 compressions for every two 
quick breaths. That means you must provide 
compressions at a rate of 80 per minute: When 
there are two rescuers, one person gives a breath 
to the victim after every fifth compression. The 
compressions are given at the rate of 60 per 
minute. 

If your are by yourself, keep giving CPR for 
one minute, then yell for help again, and check 
the victim's pulse. Telephone quickly for help 
if necessary, but resume CPR immediately. 1f 
there are two rescuers, you can switch tasks 
when the person giving compressions gets tired. 


C Vertebra 
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The technique for cardiac compression is dif- 3/4 to 1 1/2 inches, depending on the size of tl 
ferent in children and infants. For infants only child. 


the tips of your 


fingers are used. The sternum is CPR is continued until other life support hei 


depressed 1/2 to 3/4 inch at a fast rate of 80 to arrives, the victim begins to breathe spont 
100 times a minute. For children, the heel of neously, the rescuers cannot continue, or tk 
your hand is used, and the sternum is depressed victim is pronounced dead by a physician. 


GUIDE TO ASSESSING OXYGEN NEEDS 


1. 


Does the patient complain of difficulty in breathing? How long has he had thi 
condition? 


. Is he anxious about his ability to breathe? What can the nurse do to alleviate hi 


anxiety? 


. What are his respirations like in rate, depth, regularity, and sound? Is he usim 


accessory muscles of respiration in breathing? 


. What is his position in bed or on a stretcher? 
. Does he show signs of cyanosis? 


. Does his condition require immediate medical or nursing intervention? Wha 


measures should the nurse institute first? 


. Has the specific causal factor for the dyspnea been identified? Which of the five 


processes involved in respiration have been impaired in function? 


Is the patient's airway clear? Does he need suctioning or other measures to clea 
the airway? 


. ls the patient receiving an adequate supply of oxygen? Has oxygen therapy beer 


ordered? If so, by what method of administration? 


. What position is best for this patient to promote maximal ventilatory efficiency? 
. Is the patient distressed by coughing? 

. Is he bringing up sputum? 

. Is the patient showing signs of restlessness? of mental confusion? 


. Have diagnostic tests and examinations been ordered for this patient? What ar 


the patient's learning needs relative to these? What are the nurse's responsibilities? 


Has the patient or his family other learning needs (for example, needs relating ir 
the patient's activities, measures to prevent dyspnea, or the use of equipment fa 
his treatment)? 


GUIDE TO EVALUATING THE EFFECTIVENESS OF NURSING 
INTERVENTION 


NO gd fF WN PF 


. Is the patient breathing more easily? 

. Has his anxiety been relieved? 

. Is his airway patent? : 

Has his ventilatory efficiency been impre :d? 

. Have distressing symptoms such as coug ` +g been relieved? 

. Has cyanosis been lessened? E 


. Is the patient able to bring up sputum suffi :ntly to clear the bronchial tree? 
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8. Are his activities commensurate with his level of tolerance? 


3. Has he (or his family) gained the knowledge and skills necessary to prevent further 
attacks or to continue his treatment at home? 


STUDY SITUATION 


Mr. R. S. Rowlands is a 38-year-old patient who has been in the hospital for 3 weeks. 
His medical diagnosis is acute bronchial asthma. When he was admitted his breathing 
was dyspneic, he appeared cyanotic, and his respiratory rate varied from 28 to 34 


respirations per minute. 


Mr. Rowlands did not want his bed to be flat; he demanded five pillows from the 
nurse and spent most of his time bent forward in bed. He was thin and appeared 
anxious. The physician ordered an oxygen mask for Mr. Rowlands, who liked to use 
the oxygen and to turn it on and off himself. 


1. What factors should be taken into consideration in explaining to this patient how 


to use the oxygen equipment? 


N 


By what means can the patient’s need for oxygen be assessed? 


3. For what reason might the patient demand five pillows, and why would he like to 


handle the oxygen himself? 


4. What nursing interventions might ease this patient's breathing? 


oux 
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How can the effectiveness of these measures be evaluated? 
What objectives could help to guide the nursing care of this patient? 
What observations should you make about this patient? 


What are his nursing problems? How would you resolve these problems? 
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The Nurse Should Be Able to: 


Explain in simple terms the heat-regulating mechanisms of the 
body 

Discuss factors affecting body temperature 

Discuss variations in temperature regulation throughout the life 
cycle 

Identify common problems of disturbed temperature regulation 

Identify and intervene appropriately in emergency situations in- 
volving people with marked disturbances of body tempera- 
ture 

Apply relevant principles in planning and implementing appropri- 
ate nursing interventions in the care of patients with disturb- 
ances of body temperature 

Apply relevant principles in planning and implementing therapeu- 
tic interventions involving heat and cold applications 

Evaluate the effectiveness of nursing interventions 


TEMPERATURE 
REGULATION NEEDS 


CHAPTER 


INTRODUCTION 


The surface temperature of the body varies 
with environmental changes, and man has had 
to learn to dress appropriately to protect himself 
from both the hot tropical sun and the cold 
northern winds. Over the centuries, he has also 
developed the ability to modify his immediate 
surroundings to provide an environmental tem- 
perature most comfortable for him. 

With regard to the internal, or core, tempera- 
ture of the body, however, man is homeo- 
thermic, or warm-blooded, with inborn mecha- 
nisms for maintaining a stable temperature 
within the body. These mechanisms include 
those concerned with both the production of 
heat within the body and its dissipation. 

Usually the heat-regulating mechanisms of the 
body maintain a precise balance between heat 
production and heat loss. In this way the inter- 
nal body temperature is kept within a very 
narrow range, usually varying not more than a 
degree or so in a day. The heat-regulating sys- 
tem, as we mentioned in Chapter 9, is one of 
the body's most important homeostatic mecha- 
nisms. 

Every once in a while, however, the balance 
is upset and deviations outside the normal range 
of body temperature occur. Many people who 
are ill have an elevated temperature. It is, in- 
deed, one of the cardinal signs of illness, often 
being one of the first observable indications that 
there is a disturbance of body function. The 
maintenance of a higher than normal tempera- 
ture puts considerable stress on the body's adap- 
tive mechanisms, and is very debilitating. 

The balance may also be upset in the opposite 
direction from fever. Mild degrees of lowered 
body temperature apparently do not do as much 
harm to the body as fever does. Everything 
simply slows down and when the.body warms 


up, it will commence to function at normal 
levels again. However, the problem of accidental 
hypothermia (excessively low body tempera- 
tures) due. in most cases, to prolonged exposure 
to cold environmental temperatures has been 
receiving increasing attention. It appears to be 
more common than was once thought. Frostbite, 
which involves freezing of the skin tissues in 
one area of the body, such as exposed earlobes, 
the tip of the nose, fingers, or toes, has always 
been a problem in cold climates. This and chil- 
blains, which are a mild form of frostbite, are a 
common source of discomfort, particularly to 
older people who live in cold, damp climates 
and whose homes are not equipped with central 
heating. 

Applications of both heat and cold have been 
used for centuries to treat various disorders of 
the human body. Both have systemic and local- 
ized effects on body tissues and are still fre- 
quentlv utilized in therapy. 


THE BODY'S MECHANISMS FOR 
TEMPERATURE REGULATION 


Body heat results from the energy released by 
foods in the process of cellular metabolism. Heat 
is lost from the body through a variety of means: 
direct contact with cooler objects in the imme- 
diate environment (principally air) by the proc- 
ess of conduction, which is enhanced by the 
convection (movement) of air currents circulat- 
ing around the body; the evaporation of mois- 
ture from the surface of the body; and the trans- 
fer of heat. in the form of electromagnetic waves. 
from the body to cooler objects in the environ- 
ment by radiation. 

The regulatory mechanisms controlling bodv 
temperature are located in the preoptic area of 
the hypothalamus. Neurons in this area respond 
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- to changes in the temperature of the blood cir- 
culating through the area by sending impulses 
either to the anterior heat-losing center (in the 
hypothalamus) or to the posterior heat-promot- 
ing center. These centers have a reciprocal effect 
on each other; when one is activated, the other 
is depressed. 

The body has various adaptive mechanisms to 
promote heat if body temperature falls too low, 
or to lose excess heat if the temperature goes too 
high. 

Stimulation of the heat-producing center in- 
creases wakefulness and stimulates muscular 
activity. If the individual does not engage in 
some form of exercise in response to this, the 
body will initiate its own muscular activity 
involuntarily in the form of shivering, which 
can produce a considerable amount of heat 
within the body. At the same time, stimulation 
of the sympathetic nervous system facilitates the 
release of both epinephrine and norepinephrine 
into the blood stream. As a result, cellular me- 
tabolism is speeded up, which increases heat 
production. 

Stimulation of the sympathetic nervous sys- 
tem also results in the phenomenon of piloerec- 
tion, which means that the hairs literally stand 
on end. In human beings, this can actually occur 
but most often a milder reaction takes place, 
evident in the “gonseflesh” appearance of the 
skin. In animals with long hair, this mechanism 
serves to entrap a layer of warm air next to the 
skin. In human beings, the mechanism is not so 
effective in providing insulation, but it occurs 
nonetheless. Cessation of sweating usually oc- 
curs as well, to reduce the amount of heat lost 
through evaporation of water from the body 
surface. 

Concomitantly, vasoconstriction occurs and 
blood is drawn from surface vessels to minimize 
the amount of heat lost through conduction, 
convection, and radiation. The individual be- 
comes pale and his skin is cold to the touch; he 
also feels cold. 

With prolonged exposure to colder tempera- 
tures than normal (as in cold climates in the 
wintertime) the thyroid gland is stimulated to 
increase production. This increases the meta- 
bolic rate, thereby increasing heat production. 
However, this is a slower process, which occurs 
over a period of weeks. 

Stimulation of the heat-losing center, on the 
other hand, has an inhibitory effect on the mech- 
anisms for heat production, and the reverse 
effect is seen. Muscular activity is decreased; 
metabolism is slowed down; circulation to the 
skin is increased; and the rate of production of 
thyroxin by the thyroid gland gradually de- 
creases. 


The body also has two other mechanisms ti 
facilitate heat loss; these are sweating and pant 
ing. In lower animals, rapid shallow breathin; 
(panting) increases the amount of heat lost by 
evaporation of moisture from the respiraton 
tract or tongue. Rapid shallow breathing ir 
dyspneic patients has the same effect. In human 
beings, however, the principal mechanism foi 
cooling the body is by increasing perspiration. 
This greatly facilitates the loss of heat from the 
body through the process of evaporation of mois- 
ture from the skin. If the environmental temper- 
ature is above body temperature, perspiration is 
the only mechanism available to the person for 
heat loss. 


FACTORS AFFECTING BODY 
TEMPERATURE 


Under conditions of good health, a number of 
normal activities and physiological processes 
affect body temperature. Any factor that in- 
creases the metabolic rate will raise the temper- 
ature of the body; conversely, a decreased met- 
abolic rate will lower body temperature. In 
exercise, muscular activity increases body tem- 
perature as a result of heat production by bodx 
muscles. Heavy muscular exercise may increase 
the body temperature by as much as 2.2? C (* 
to 5? F). When the temperature begins to rise. 
the body's heat regulating mechanisms start tc 
function. Blood is drawn to the surface for cool- 
ing and the person starts to perspire. Usually ar 
elevated temperature due to exercise quickly 
returns to normal with the cessation of exercise. 

Strong emotions, such as anger, will also raise 
body temperature because of stimulation of the 
sympathetic nervous system. The ''heat of an- 
ger" and “feverish with excitement” are com 
mon expressions and they can, indeed, be phys- 
ically true. One notices this particularly witk 
children, whose body temperatures are more 
labile (that is, they fluctuate more easily) thar 
those of adults. 

Disturbances in the production of thyroxin br 
the thyroid gland also affect body temperature 
An excess production of thyroxin (due to ar 
overactive thyroid gland) increases the basa 
metabolic rate, thereby stimulating heat produc- 
tion. People with a thyroid deficiency, on the 
other hand, have a lower metabolic rate, anc 
consequently a body temperature that is usuallx 
at the low end of the normal range. 

An increase in body temperature itself wit 
stimulate the cells to. increase the rate of cellula- 
metabolism and heat production. For each 1° € 
rise in temperature, the rate of heat producticz 
increases 13 per cent, and the metabolic ras: 


may be forty times as much as normal. As a 
result, an increased temperature by itself tends 
z0 heighten a fever. A lowered body temperature 
nas the reverse effect of decreasing metabolism, 
which will in turn lessen body temperature still 
further. 

The specific dynamic action of foods also 
2ffects body temperature. The body's metabolic 
-ate is stimulated by the intake of food and 
-emains elevated for several hours after a meal. 
Foods differ in their specific dynamic qualities. 
Proteins increase the metabolic rate much more 
than fats and carbohydrates do, and the increase 
-emains high over a longer period of time. This 
:5 the reason that a breakfast with high protein 
content will sustain you longer than one con- 
aining carbohydrates only (such as orange juice 
2nd toast). 

Besides the factors that increase the metabolic 
zate, a number of other factors, some of which 
were discussed in Chapter 9, will also influence 
>ody temperature. 

The environment has a pronounced effect 
upon body temperature. Not only permanent 
changes, such as those encountered when mov- 
:ng to a hot or cold climate, but also temporary 
zhanges, such as a brief hot spell, affect the body 
dy raising or lowering its temperature. The 
5ody's ability to withstand high environmental 
temperatures is dependent on the humidity of 
the atmosphere. When the air is dry and there 
are sufficient air currents to carry away heat 
‘rom the body by convection, an individual can 
stand very high temperatures with little or no 
increase in body temperature. If, on the other 
hand, the humidity is high, the amount of heat 
lost through evaporation from the surface of the 
body is decreased and body temperature begins 
to rise quickly. This explains why one feels so 
uncomfortable on hot, muggy” days. 

Similarly, a cold environment decreases body 
:emperature. Cold, damp weather is much more 
chilling than cold dry weather, and when there 
is considerable amount of air movement, in- 
creasing amounts of heat are carried away from 
the body. The "wind chill" factor can then 
produce the effect of a temperature much lower 
than that which is registered on the outdoor 
thermometer. 

Clothing, of course, decreases the effects of 
environmental temperatures on body heat. The 
insulation of the body by adequate, warm cloth- 
ing lessens the impact of cold temperatures. In 
warm climates, cottons are more comfortable to 
wear because they absorb moisture. Synthetic 
fibers and wool do not absorb as well; hence, 
they inhibit the removal of perspiration from 
the body. 

.Although normal processes can cause mild 
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fluctuations in body temperature, many illnesses 
also cause deviations from the normal. Most 
frequently, these are in the direction of an ele- 
vated temperature. The most common of these 
illnesses are infections, diseases of the central 
nervous system, neoplasms, and metabolic dis- 
orders. The prolonged use of some drugs, among 
them morphine and LSD, may also give rise to 
fever. 


TEMPERATURE REGULATION 
THROUGHOUT THE LIFE CYCLE 


Early in pregnancy, there is a slight rise in the 
body temperature of most women, which contin- 
ues until about the fourth month. There is then 
a gradual fall in body temperature, which usu- 
ally remains slightly below normal levels 
throughout the remainder of pregnancy. The 
lowered body temperature corresponds to a 
lower metabolic rate in the pregnant woman. 

During the early months of pregnancy, it is 
important that the mother be safeguarded as 
much as possible from developing a fever. High 
fever in the mother during the first 4 months of 
pregnancy can be teratogenic, that is, it can 
cause the development of physical defects in 
the infant in utero, particularly in the brain in 
its early stages of develoy ment. 

Normallv the infant is maintained for 9 
months m the warm, protected environment of 
the mother's uterus. Immediately after birth, the 
newborn's temperature usually falls 1 to 2° C 
because of the evaporation of amniotic fluid 
from the skin as the infant's total body surface 
is exposed to the cooler environment outside 
the mother's body. Further heat loss is prevented 
in the delivery room by drying the infant and 
placing him under radiant heat immediately. 
The newborn's temperature is unstable because 
the heat regulating system is not yet fully devel- 
oped. Hence, it is important to maintain a stable 
environmental temperature. A “neutral thermal 
environment" (32? C or 89.6? F) is considered 
best because it requires minimum oxygen con- 
sumption at rest. This point is particularly im- 
portant in the care of premature infants, whose 
heat-regulating mechanisms are even less ma- 
ture than those of a full-term infant. 

During the first year of life, the infant contin- 
ues to be highly dependent on environmental 
temperature to maintain its own internal tem- 
perature because of immaturity of the heat-reg- 
ulating system. The shivering mechanism does 
not usually begin to function until after the first 
year and heat must be produced through increas- 
ing the basal metabolic rate. It is important, 
then, that infants be protected from becoming 
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too cold, or too warm, with changes in the 
environmental temperature. Appropriate cloth- 
ing for the climate is essential (warm “woolies”’ 
for winter weather, and cool cottons for summer 
or in the tropics). 

Infants can develop a high fever very rapidly, 
and this frequently occurs with the acute respi- 
ratory infections that are so common in early 
childhood. The high fever may produce convul- 
sions—a very frightening experience for the new 
mother. Rubbing the infant with wet hands is 
one method advocated for reducing temperature 
without causing shock. The friction of rubbing 
brings blood to the surface for cooling and the 
evaporation of water from the surface of the 
body aids in the process. 

During childhood, the body temperature av- 
erages approximately 37° C (98.6? F). The child's 
temperature is more labile than that of adults. A 
child can run a fever with excitement, for ex- 
ample; however, fever in children is usually 
secondary to infection, and is often the first 
indication that they are ill. It is not until adoles- 
cence that sweating in the axilla occurs; children 
do not have this mechanism to assist in cooling 
the body. 

With onset of the menses, girls experience a 
cyclical rise and fall of body temperature, which 
continues through the childbearing years. There 
is a fall in the early morning temperature of 
most women just after the onset of menstruation. 
The temperature remains at this lower level until 
ovulation takes place. There is then an abrupt 
rise of 0.3 to 0.4? C (0.5 to 0.75? F), which 
continues until the start of the next menstrual 
period. 

Women also experience variations of body 
temperature during the menopause. Once ovu- 
lation has ceased, secretion of the female hor- 
mones, the estrogens, declines rapidly. One of 
the distressing side effects is a disturbance in 
temperature regulation that gives rise to the 
characteristic “hot flushes” (or “hot flashes") 
experienced by middle-aged women. During one 
of these episodes, the individual suddenly feels 
very warm, her skin becomes extremely flushed, 
and she often finds herself being drenched with 
perspiration. The attacks usually last for only a 
few minutes, but they may continue, occurring 
at irregular intervals for a number of years. 
Countless women have been relieved of this 
distressing symptom by taking a low dosage of 
estrogen on a cyclical basis, that is, 3 weeks out 
of 4, on prescription from their physician. Re- 
cently, however, there has been some concern 
that the estrogens may cause a proliferation of 
endometrial tissue in the menopausal woman, 
thus predisposing her to cancer of the uterus. 
Many physicians are advising women not to 
take estrogens for too long a period. 


The basal metabolic rate gradually decreases 
with age, so that older people of both sexes 
usually have a lower body temperature than 
young adults. The decreasing efficiency of most 
body systems that accompanies the aging proc- 
ess also renders the older person more vulnera- 
ble to the effects of changing environmental 
temperatures. The sweating and circulatory sys- 
tems become sluggish, and older people do nat 
cope very well with heat. There is decreased 
peripheral circulation, for example, owing to 
changes in the aging skin. The shivering reflex 
is also not as effective, and hypothermia can be 
a problem. 


COMMON PROBLEMS IN 
TEMPERATURE REGULATION 


Fever 


The physiological mechanisms responsible for 
fever are not known for all disease processes. It 
is generally felt that fever may be caused by 
abnormalities in the brain itself or by toxic 
substances that affect the heat-regulating mech- 
anisms. 

A number of stimuli may activate the hypo- 
thalamic centers. Important among these are the 
substances called pyrogens, which are secreted 
by toxic bacteria or released by degenerating 
tissue. It is believed that these substances stim- 
ulate the release of a second substance, endog- 
enous pyrogen, from the leukocytes that have 
been drawn to the diseased area. The endoge- 
nous pyrogens then act on the thermoregulatory 
centers.' » 

There is evidence to support the belief that 
fever caused by pyrogens has some beneficial 
effects in helping the body to combat infection. 
It is felt that the fever acts in two ways: (1) It 
creates an undesirable temperature for the sur- 
vival of bacteria; and (2) the increased rate of 
metabolism in the cells increases their produc- 
tion of immune bodies and also their ability to 
phagocytize foreign bodies, thus impeding bac- 
terial invasion. 

Dehydration can also affect the hypothalamic 
centers directly so that the temperature rises to 
febrile levels. Part of the elevation is due to lack 
of fluids for sweating, which deprives the body 
of one of its principal mechanisms for losing 
excess heat. 

Fever may occur postoperatively owing to anv 
one of a number of causes. It may be due to 
excessive heat production, as in the case of 
pathogenic infection, but is usually thought te 
be due to inadequate heat elimination. 

Fever frequently accompanies a head injury 
and is often seen in patients with spinal corc 
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Hypothermia is often a prime factor to be treated in rescue operations. (Vancouver Sun photo. Used with 


permission.) 


injuries. In these cases, it is felt to be caused by 
pressure on, or injury to, the hypothalamus or 
the tracts leading to and from the heat-regulating 
centers.” 


Hypothermia 


The most common cause of hypothermia is 
prolonged exposure to cold environmental tem- 
peratures, although a lowered body temperature 
may be induced artificially sometimes for the 
purpose of cardiac or vascular surgery, or in the 
treatment of some poisons. 

People vary considerably in ability to with- 
stand cold temperatures. Persons with darkly 
pigmented skin, aged people, and those in poor 
physical condition are more affected by the cold 
than others. The amount and type of clothing 
worn for insulating the body are also important. 
Multiple layers of lightweight clothing serve to 
entrap warm air close to the skin and have been 
found to be more effective than fewer layers of 
bulky, heavy clothing for keeping the body 
warm. Water acts as a heat conductor, and damp 
clothing therefore conducts heat away from the 
body. The “wind chill" factor, as we mentioned, 
considerably increases the effect of cold envi- 
ronmental temperatures on the body. Rarefied 
atmospheres, as experienced by mountain 
climbers, also magnify the effect of cold on the 
body. 


ASSESSMENT 


Usually the first thing that is done to a person 
on admission to a health agency is to take his 
temperature. Indeed, fever is such a universal 
sign of illness that it is important to observe all 
patients for the signs and symptoms of disturbed 
body temperature. In order to have baseline data 
on which to judge whether a person's tempera- 
ture is above, or below, his normal, it is helpful 
to take the temperature over a period of several 
successive days at different times of the day and 
to plot the readings on a Murpori graph 
(flowsheet] 

Many inpatient agencies have specific policies 
for the tsking of temperatures. Some require that 
all patients have their temperature taken once, 
or sometimes twice, a day to screen for fever. If 
once a day, ft is usually considered that early 
evening ts the best time, since in many patients 
with a fever, this is time when the temperature 
is most elewated. If temperatures are taken in 
the morning, this should be done an hour or so 
after the patient wakens, when the body tem- 
perature is stabilized. When a patient has a fever. 
the temperature should be taken at more fre- 
quent intervals. If it is abnormally elevated, as 
often as every 15 minutes is sometimes indi- 
cated. All newly admitted patients should have 
a temperature taken, as well as all preoperative 
and postoperative patients. Postoperatively. the 
temperature is usually taken every 4 hours for 
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48 hours. In addition to these general 
anes, the nurse should be alert to signs 
“symptoms indicating the presence of fever 

„d should take the patient's temperature if she 
chinks it may have changed. The temperature 
should be evaluated in relation to such factors 
as the patient's usual normal temperature, the 
time of day, the environmental temperature, and 
the normal physiological processes that may 
affect body temperature. Details on the methods 
of taking body temperature are given in Chap- 
ter 9. 

If the patient is admitted to the health agency 
running a fever, it is important to find out how 
long he has had it, how high the temperature 
has been, and whether the person has had any 
other signs and symptoms of illness. In the case 
of children, it is particularly important to ask if 
they have been exposed to a communicable 
disease, so that they may be isolated to protect 
other children on the unit. Some agencies have 
a policy of putting all children with an elevated 
temperature on admission on isolation precau- 
tions for 24 hours to observe them for develop- 
ment of a rash or other indication of one of the 
childhood diseases. 

When a person is admitted with a cold- 
weather injury, the nurse should find out the 
circumstances of the accident. How long was 
the exposure? Under what conditions? What 
parts of the body are affected? What first aid 
measures were used to treat the person before 
he was admitted? It is also helpful to know how 
old the person is, his general physical condition, 
and any existing health problems that he has. 
The patient's history, taken on admission, and 
observations noted in the clinical appraisal of 
the patient and recorded on the patient's chart 
can furnish data to aid the nurse in her assess- 
ment. 

In order to know what to look for in making 
her observations and the relevant questions to 
ask the patient (or family or significant other), 
the nurse needs to understand a little more about 
the mechanism of fever—the types of fever com- 
monly encountered, and the stages a person goes 
through when he has a fever. She should also 
understand what is happening to body tissues 
affected by cold and be able to make pertinent 
observations. 


Fever 


A term that is frequently used synonymously 
with fever is pyrexia. Hyperpyrexia and hyper- 
thermia are used interchangeably to designate 
an abnormally high fever—that is, 40.6° C (105° 
F) or over. Habitual hyperthermia refers to a 


condition in which the average daily tempera- 
ture is slightly above normal limits. 

Although prolonged fevers are not seen as 
commonly today as in the years before the use 
of antibiotics, it is well for the nurse to know 
the technical terms used for different types of 
fevers. The terms are descriptive and explain 
the nature of the fever. 

An intermittent or quotidian fever is one in 
which the temperature rises each day but falls 
to normal sometime during the 24-hour period. 
most usually during the early morning hours. A 
remittent fever is one which shows marked var- 
iations in the temperature readings during a 24- 
hour period, the lowest reading, however, al- 
ways being above the patient's normal level. In 
a relapsing fever, the patient's temperature may 
be normal for 1 or 2 days, then elevated for 
varying periods. These periods of normalcy are 
interspersed irregularly throughout the course 
of a relapsing fever. The term hectic or septic 
may be used to describe an intermittent fever in 
which there are wide fluctuations in daily tem- 
perature readings. It is not unusual for the tem- 
perature to vary as much as 2.2? C (4? F) within 
a 24-hour period in this type of fever. Another 
type of fever is called a constant fever. In this 
type, the patient's temperature remains at essen- 
tially the same level over a period of days or 
weeks. 


The Stages of a Fever. The typical stages of 
fever occur in response to the physiological 
processes that are taking place within the bodv. 
There are three distinct stages to a fever: (1) the 
chill phase, or period of rising temperature; (2) 
the course of the fever, when the temperature is 
maintained at an elevated level; and (3) the 
termination, or period when the temperature 
falls to normal. During the three stages, different 
sets of mechanisms are operating, giving rise to 
the signs and symptoms characteristic of each 
stage. 


The Chill Phase. During the onset of a fever. 
it is thought that there is a resetting of the body's 
internal "thermostat" at a higher level.’ This 
may be a response to the presence of pyrogenic 
substances, or to any one of the other causes 
listed in the section on the etiology of fever. The 
resetting of the internal thermostat brings the 
body's heat-producing mechanisms into play as 
an attempt is made to bring the temperature up 
to the "desired" level. The person experience: 
what is known as a chill. Muscular activity is 
increased, in the form of shivering, which max 
vary in severity from merely a feeling of being 
cold, with slight shivering, to violent muscular 
contractions (shaking chills). 


At the same time as the shivering mechanism 
is induced, the rate of cellular metabolism in- 
creases, and the waste products of metabolism, 
carbon dioxide and water, are formed in greater 
quantities. The increased carbon dioxide level 
in the blood stimulates the respiratory center 
and the person breathes faster and more deeply. 
This leads to extra fluid loss, and the patient 
feels thirsty. Also, as metabolism is accelerated, 
there is an increased demand by the cells for 
more oxygen and glucose. The heart beats more 
rapidly (in response to this demand), and the 
nurse will note that the patient's pulse rate is 
higher than normal. 

Concomitantly, heat-conserving mechanisms 
are instituted. Vasoconstriction occurs and the 
patient becomes pale, and his skin is cold to the 
touch. He also feels cold and may ask for extra 
blankets. Often, there is a ‘‘gooseflesh” appear- 
ance to the skin as "'piloerection" takes place. 
Sweating usually also ceases. 

During the chill phase, the rectal temperature 
rises steadily, although the elevation is usually 
not evident by oral thermometer until the end 
of a chill. Body temperature may be increased 
by as much as 1.1 to 4° C (2 to 7? F).? A chill 
may last for a few minutes or as long as an hour. 
In mild cases of fever, such as one sees with the 
common cold or in light cases of influenza, the 
chill phase is usually brief. 


The Course of a Fever. During the second 
stage of a fever, or when the fever is “running 
its course," the temperature has reached the 
preset level and there is a balance between heat 
production and heat loss. Because of the in- 
creased body temperature, the skin feels warm 
to the touch and there is usually a generalized 
flushing of the skin. The increased metabolic 
rate required to maintain the elevated tempera- 
ture puts heightened demands on the body for 
more oxygen and glucose. The heart and respi- 
ratory rates remain high, and water loss through 
respiration increases the patient's feeling of 
thirst. The elevated temperature also increases 
nervous irritability. Headache, photophobia 
(sensitivity to light), and restlessness or drow- 
siness (or both) are not uncommon symptoms. 
An abnormally high fever is often accompanied 
by a state of mental confusion, which may pro- 
gress to delirium. The patient becomes dis- 
oriented as to time and place. He may not know 
where he is or, often, what day it is. Sometimes 
the patient may have hallucinations. He may 
become quite irrational and combative. Finally, 
prostration (collapse) may ensue. In young chil- 
dren, a convulsion not infrequently accompa- 
nies fever, usually at the outset. 

The maintenance of an elevated temperature 
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is very debilitating to the patient. During the 
first week or so of a fever, there is always some 
destruction of body protein and albuminuria 
(protein in the urine) is usually noted in the 
laboratory findings of the febrile patient. The 
patient often complains of a generalized weak- 
ness and is not inclined to much activity. Aching 
of the muscles and joints is also frequently 
present. In addition to the destruction of tissue 
protein, it is believed that the parenchyma of 
many cells begins to be damaged when the body 
temperature rises above 40? C (105° F).' In sus- 
tained high fevers there may be permanent dam- 
age to nervous tissue, since this tissue does not 
regenerate. The upper limit for survival has been 
estimated by various experts to be a body tem- 
perature of 46? C (114.8? F).? 

Febrile patients usually lose weight. Although 
the increased metabolic rate maintained during 
the course of a fever increases the body's need 
for nourishment, most patients have little inter- 
est in food. This loss of appetite (anorexia) may 
Bive way to nausea and vomiting as the fever 
progresses. The combination of increased need 
for food and lack of interest in it leads to a loss 
of weight. 

Usually during the course of a fever, the tem- 
perature does not remain at a constant level but 
tends to fluctuate. Thus, periods when body 
temperature is rising are usually interspersed 
with periods when it is falling, even though the 
lowest temperature reached may always be 
above normal. When the temperature is falling, 
mechanisms for additional heat loss are domi- 
nant. Vasodilatation occurs and the skin be- 
comes flushed and warm. Sweating (diapho- 
resis) is usually present to maximize heat loss 
through evaporation. The body thus loses more 
fluids, and the possibility of dehydration pre- 
sents a problem. 

When fever is prolonged, the problem of de- 
hydration is more likely to occur. This is due to 
a number of factors, including the greater loss 
of water through increased respirations and the 
further loss of fluids from sweating during pe- 
riods when the body temperature is falling. 
There is often a lessening in the output of urine 
as more than the usual amount of fluid is lost 
through the skin and lungs. Other evidences of 
dehydration may be noted. The skin and mucous 
membranes may appear parched and dry. The 
patient's lips may become cracked and sore, and 
lesions may occur at the corners of the mouth. 
These lesions are termed herpes simplex, but 
are often referred to as "fever blisters” because 
they are so frequently seen in patients with 
fever. The nurse may note other signs and symp- 
toms of dehydration, as discussed in Chapter 
17. It is well to remember that young children. 
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in particular, become dehydrated very quickly 
if there is a sustained fever. 


The Termination of a Fever. When the cause 
of the elevated temperature has been removed, 
as for example when antibiotics have "taken 
hold" and removed the cause of infection, the 
body's thermostat is reset at its original level. 
The mechanisms for increased heat production 
cease to operate, and mechanisms for increased 
heat loss are instituted. These are the same 
mechanisms that have already been described 
as operating during the course of a fever when 
the temperature is fluctuating and there is a 
temporary drop. The patient's temperature may 
drop to normal quickly, over a period of hours 
(by crisis), or gradually over a period of days or 
weeks (by lysis). 


Hypothermia 


The basic physiological mechanism operating 
in hypothermia is a constriction of the blood 
vessels in the peripheral tissues of the body. 
With the vasoconstriction, there is a decreased 
flow of blood to the area and consequently a 
decreased supply of oxygen to the tissues. The 
decreased blood flow results in diminished local 
sensation (a numbness is perceived) and a weak- 
ness of the muscles. The skin feels cold and 
becomes pale. The walls of blood vessels in the 
area may be directly damaged by the cold, with 
the result that plasma fluid leaks into interstitial 
spaces. The area becomes swollen. The blood in 
the vessel then becomes more concentrated and 
small clots begin to appear, giving a typical 
mottled look to the tissues. Eventually, the clots 
will close off the vessel completely and the area 
becomes avascular (without blood supply). A 
pulse can no longer be felt. If there is a quick 
freezing of the tissues, as sometimes happens in 
very cold climates to exposed noses, cheeks, or 
ears, the affected part becomes white and shiny, 
sometimes with a blue tinge. 

The skin is the first tissue to be cooled and 
the most likely to be damaged. Blood vessels, 
nerves, and muscles are also very vulnerable 
and easily damaged. Bones, connective tissue, 
and tendons are more resistant to damage from 
cold exposure. The areas of the body that are 
most vulnerable to damage from the cold are 
those that are most exposed, such as the hands, 
the face—especially the cheeks and the nose— 
the ears, and the feet. 

In addition to the localized reactions to cold, 
the person who has suffered from exposure un- 
der conditions of extreme cold may develop cold 
exhaustion. In response to the cold, his physical 
and mental responses slow down. He begins to 


lose the ability to move his limbs as well 
normally and he finds that he is stumbling oft 
His speech becomes slurred and his vision i 
paired. Often he becomes irritable, and he n 
become irrational. Muscular cramps and sh 
ering are common and, as long as the shiver 
mechanism is still operating, he will have 
increased pulse and respirations. 

If body temperature drops below 25° C ( 
F), the person's breathing will become slow a 
shallow and his pulse rate very slow. He | 
comes drowsy and will usually fall asleep. If 
is not rescued, death will ensue. It is felt tl 
the lowest limit for body temperature is abx 
20* C (68? F). 


PRIORITIES FOR NURSING ACTION 


In determining priorities for nursing actic 
the nurse must assess the severity of the patien 
condition. If the patient's temperature is abn: 
mally high, there is an immediate need to low 
it. The patient should be put to bed, if he h 
been up and around, and the physician notifi 
promptly. There are a number of measures tk 
may be used to bring about a rapid reduction 
body temperature. These include the use 
antipyretic drugs, which have a systemic acti 
and various techniques for "surface cooling" 
the body. 

Other disturbances in the body's homeostat 
heat balance that require prompt interventi 
include heat cramps, heat exhaustion, he 
stroke, and accidental hypothermia. 

Heat cramps may occur in hot climates or h 
weather as a result of prolonged, excessi 
sweating. This depletes the sodium chloride 
body fluids and results in pallor, extreme thir: 
nausea, and dizziness. The body temperatu 
may be normal or slightly elevated, and, if tl 
salt depletion is excessive, severe muscul 
cramps result. Putting the person in a cool roo 
and giving fluids with salt added (as, for exan 
ple, lemonade with salt in it), salt in the for 
of tablets, or a hypotonic solution of table sa 
and baking soda (1 level teaspoon of salt and : 
teaspoon of baking soda in 1 liter of water) wi 
relieve mild cases. i 

Heat exhaustion may result from lengthy e: 
posure to heat, especially if combined with hig 
humidity. The person usually becomes ver 
pale, with a cold, clammy skin and lowere 
blood pressure. The person shows signs of shoc 
(pale, cold and clammy skin, lowered bloo 
pressure, rapid, weak pulse, generalized weal 
ness, and often nausea and vomiting). General] 
moving the person to cooler and less humi 
surroundings and giving fluids will relieve th: 
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SUBJECTIVE AND OBJECTIVE DATA IN PATIENTS WITH DISTURBANCES 
OF BODY TEMPERATURE 


Subjective Data 


Fever 


Chill Phase 
Feeling of being cold 
Intermittent chills 
Apprehension 


Course of the Fever 
Feeling of being warm 
Thirst 
Lips sore 
Feeling of generalized weakness 
Restlessness, drowsiness 
Headache 
Sensitivity to light 
Aching muscles and joints 
Anorexia, nausea, vomiting 


Termination of fever 
Feels improved 


Hypothermia 
Exposed area feels cold 
Diminished local sensation (feeling of 
numbness) 
Weakness of muscles 
Inability in flex joints 
Tiredness 
Drowsiness 


condition. Stimulants, such as strong black cof- 
fee, may also help. 

Heat stroke, a condition of severe prostration, 
may be caused by prolonged exposure to high 
environmental heat temperatures. It is most fre- 
quently seen in the elderly and is believed to be 
due to failure of the heat regulatory centers in 
the brain. The condition is characterized by very 
high fever, coma, and the absence of sweating. 
It requires immediate action to lower the body 
temperature as quickly as possible. Prompt med- 
ical intervention is needed and the individual 
should be hospitalized. 

On the other side of the temperature spectrum, 
the common priority problem is accidental hy- 
pothermia. 


Objective Data 


Skin cool to touch 

Pale gooseflesh appearance 
Observable shivering or shaking 
Increased pulse rate 

Increased respiratory rate 
Increased rectal temperature 


Skin flushed 

Hot to touch 

Perspiration (may be profuse) 
Elevated temperature (may fluctuate) 
Dry mouth and lips 

Fever blisters 

Tongue coated, “furry” 

Scanty urine 

Lethargy 

With high fever, may show disorientation 
Delirium, with hallucinations 
Irrational combative behavior 
Convulsions (in children) 

Loss of weight 

Dehydration 


Bodily functions return to normal 
Skin flushed 

Sweating (diaphoresis) often profuse 
Increased respiration 

Increased pulse 

Dropping temperature 

Clearing sensorium 

Return to norma! functioning. 


Skin cold t» tach 


Pale—becamimg white or blue-tinged 
Sometisses mottled appearance of skin 
Absence af pulse 

Swelling 

Slow, often stumbling movements 
Sometimes isrational behavior 

Vision i i 

Breathing slow and shallow 

Pulse rate slow 


Hypothenmia is a chilling of the whole body 
from exposure to cold. If the core temperature 
of the body is below 34°C (94°F), treatment of 
the hypothermia takes precedence over other 
problems because of the threat to a person’s life. 

In cases of accidental hypothermia, the body 
temperature has been known to go down as low 
as 69.8°F. and the person survived.‘ The indi- 
vidual in this case was a 24-year-old woman in 
Tennessee, so it is not always the elderly who 
are the victims (although they are more vulner- 
able), nor does accidental hypothermia only oc- 
cur in cold, northern climates or in people who 
have been caught in a snowstorm in the moun- 
tains. If the person is in the early stages of 
hypothermia, that is, if he is suffering from cold 
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PRINCIPLES RELEVANT TO TEMPERATURE REGULATION BEBE 


1. The surface temperature of the body varles with environmental changes. 

2. The Internal, or core, temperature Is maintained within a very narrow range, 
normally fluctuating no more than a degree or so In a given individual. 

3. Upper and lower limits of body temperature for survival are considered to be 


46°C (114.8°F) and 20°C (68°F). 


4. Heat is generated In the body through the process of cellular metabolism. 
5. Heat is lost from the body through the mechanisms of radiation, conduction, 


convection, and evaporation. 


6. The generation and loss of heat Is controlled thermostatically In the hypo- 


thalamus. 


7. An elevated temperature Is often one of the first signs of Illness. 
8. The maintenance of a temperature above the normal level requires the 
expenditure of an Increased amount of energy by the body. 
9. A high body temperature may In itself stimulate further heat production. 
10. Body cells are damaged by excessively high surface or Internal temperatures. 
11. Body tissues freeze when exposed to excessively low environmental temper- 


atures. 


12. irreparable tissue damage can result If prompt intervention is not taken. 
13. Cell destruction can be avolded if prompt intervention is taken. 
14. Both Infants and older people are more susceptible to changes in environ- 


mental temperatures than other people. 


exhaustion, he should be protected from the 
elements and, also from the cold and possibly 
wet ground. If possible, the individual should 
be wrapped in dry clothing and put into a 
sleeping bag to protect him from further expo- 
sure and to promote gradual warming of the 
body. Sudden warming, as, for example, with 
hot water bottles or an electric blanket, is to be 
avoided because it cam cause dilatation of su- 
perficial blood vessels and a resultant with- 
drawal of blood from vital internal organs. If the 
person is conscious and you have him in a warm 
place, he may be given hot liquids and a warm 
bath. Sweet liquids are advocated, because pro- 
longed exposure to cold reduces the body's sup- 
plies of sugar. 

If the person has become stuporous or uncon- 
scious and it is necessary to transport him to 
medical facilities, he should be placed between 
blankets and care taken to protect him from 
further cold en route. The condition requires 
prompt medical intervention and hospitaliza- 
t^on. For this condition, there have been many 
new developments in treatment; warming of the 
body by internal means—that is, by warming 
the blood rather than applying external heat— 
is now being advocated by many authorities, 


GOALS FOR NURSING ACTION 


The principal goals of nursing action in the 
care of the patient with a fever are: 


1. To reduce the amount of heat produce- 
within the body 

2. To facilitate heat elimination from the boc- 

3. To minimize the effects of fever on tr: 
body 


The goals of nursing action for the patie— 
with excessive lowering of surface or core boc: 


Sometimes a cool, moist cloth on the forehead he. 
the patient with a fever to feel more comfortable. 


ia 


E 
= 
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temperature, depending on the severity of the 
problem, are: 


1. To thaw tissues 

2. To prevent tissue damage 

3. If necessary, to obtain medical intervention 
as soon as possible 


SPECIFIC NURSING INTERVENTIONS 
General Measures 


The patient who has an elevated temperature 
needs rest. Rest and inactivity decrease the rate 
of the metabolic process and also muscular ac- 
tivity and thereby decrease the amount of heat 
produced in the body. Usually, the patient is 
restricted to bed in order to curtail his activities. 
Rest, however, involves more than restrictions 
of physical activity; it also means mental rest. 
Sometimes the simple act of taking a patient's 
temperature may itself give rise to anxiety on 
the part of the patient. An elevated temperature 
may mean that surgery is postponed, or that a 
much anticipated return to home and family is 
delayed. The patient needs to be assured that all 
is being done for his welfare and that he is in 
competent hands. Anticipating the needs of the 
patient helps him to relax. Very often, a simple 
explanation of procedures and treatments can 
alleviate many anxieties. 

The patient with a fever needs a cool, quiet 
environment. He is often irritable and may be 
hypersensitive to stimuli. An effort should be 
made to minimize noise and provide the patient 
with the opportunity for rest. A cool, comforta- 
ble room increases heat elimination and helps 
the patient to rest more easily. Sometimes a fan 
is used to increase the circulation of air in the 
room and facilitate the removal of heat from the 
body through conduction and convection. Care 
should be taken, however, that the patient does 
not become chilled. The bedclothes of the pa- 
tient with a fever should be light and comforta- 
ble, since heavy coverings inhibit heat elimina- 
tion. 


Measures to Minimize the Effects of 
Fever on the Body 


The presence of a temperature above the nor- 
mal level puts stresses on the body's adaptive 
mechanisms. The patient is usually uncomfort- 
able; he is losing more than the normal amount 
of fluids and using more energy than usual to 
maintain the elevated body temperature. Nurs- 
ing action should then be directed toward re- 
lieving discomfort, maintaining hydration, and 

+ "maintaining the patient's nutritional status. 
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Comfort Measures. Good hygiene is important 
to the patient's health and comfort. Diaphoresis 
(profuse sweating), a common accompaniment 
of fever, is uncomfortable. Bathing the patient 
and assisting him to change his gown and bed- 
ding so that he is clean and dry are important 
contributions to his physical well-being. Be- 
cause sweat glands are more numerous in the 
axilla and around the genitalia, these areas need 
particular care when the patient is bathed. Flan- 
nelette sheets, because of their greater absor- 
bency, are often used in place of ordinary cotton 
(muslin) ones on the beds of patients who are 
perspiring profusely. 


Maintaining Hydration. The hydration of the 
patient is of primary importance. Diaphoresis 
and the loss of additional fluids through in- 
creased respirations increase the amount of fluid 
eliminated from the body, and this fluid needs 
to be replaced. In addition, during a fever, there 
is increased production of metabolic waste prod- 
ucts, which must be eliminated. The necessity 
for removing these products from the body, 
together with any toxic substances that may be 
present, emphasizes the importance of fluids. 
Generally 300 ml. per day is considered a desir- 
able fluid intake. If the patient is unable to take 
fluids orally or in suíficient amounts, parenteral 
fluids may be ordered. 

An accurate record of the patient's fluid intake 
and output must be maintained. Intake records 
should include all fluids taken orally and those 
given parenterally. In computing output, urine 
should be measured accurately and a note made 
of the extent of sweating and the loss of any 
fluids through vomiting or diarrhea. Suction 
returns should also be included in the output 
calculations. | 

The patient should be observed carefully for 
signs of dehydration. When a patient becomes 
dehydrated during the course of a fever, his skin 
often becomes dry and scaly. The application of 
creams helps to keep the skin in good condition. 
Dehydration frequently results also in cracks in 
the patient's lips, tongue, or mucous membrane 
lining of the mouth. Good oral hygiene is im- 
perative to prevent infection from developing 
and also to contribute to the patient's comfort. 
There is a need to cleanse, hydrate, and lubric“ :e 
the mouth and lips. If the patient is unable to 
clean his own teeth with a toothbrush, he may 
be helped by the nurse, who uses a toothbrush 
or a tongue depressor with gauze and mouth- 
wash. If ordinary mouthwash is ineffectual, the 
nurse may need to use a stronger solution, such 
as half-strength hydrogen peroxide or milk of 
magnesia. 

Frequent intake of fluids helps to maintain 
hydration of the oral cavity. Rinsing the mouth 
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with water (or mouthwash) and chewing gum 
also help to preserve hydration. If the patient is 
unable to take fluids orally, to rinse his mouth, 
or to chew gum, the nurse may meet this need 
for the patient by cleaning the mouth with 
swabs. Glycerin and lemon swabs, or swabs 
dipped in milk of magnesia, are used in many 
places for this purpose. 

Lubrication may be accomplished by the ap- 
plication of creams or petrolatum to the lips. If 
the patient is unable to apply lubricating cream 
himself, the nurse can meet this need by apply- 
ing sterile petrolatum to the lips. The petrolatum 
should be sterile because there are frequently 
splits or cracks in the lips due to the fever, 
which provide a portal of entry for infection. 


Maintaining Nutritional Status. The old adage 
of "feed a cold and starve a fever" has been 
proved wrong. Indeed, because of the body's 
increased metabolic rate and the increased de- 
struction of tissues that are so often a concomi- 
tant of fever, there is a need for both proteins 
and carbohydrates. Proteins aid in the formation 
of body tissue; carbohydrates supply the body 
with much-needed energy. Frequently these 
products are supplied in the liquids taken orally 
or given parenterally. The patient's weight 
should be checked at frequent intervals, and the 
physician should be kept informed of the pa- 
tient's nutritional status so that appropriate ther- 
apy may be instituted. 

Rest is essential to minimize the patient's 
energy requirements. Physical activity should be 
kept to a minimum. During the convalescent 
stage, activity should be increased gradually to 
prevent tiring the patient unduly. 

An important function of the nurse is the 
communication of her observations to other 
members of the health team. The nutritional 
status of the patient with a fever must be care- 
fully monitored by the nurse and accurately 
reported and recorded. See Chapter 14 for the 
signs of good and poor nutritional status to 
watch for in patients. 


Measures to Reduce Heat Production 
and Facilitate Heat Loss 


Antipyretic Drugs. Antipyretic drugs, such as 
aspirin, are often ordered to reduce a patient's 
fever. These drugs have a specific action on the 
heat-regulating centers but do not eliminate the 
cause of the fever. Their administration may be 
designated at specific times or the order may 
leave the time of their administration to the 
nurse's judgment. It is not unusual for antipy- 
retic drugs to be given when a patient's temper- 


ature reaches 38.9? C (102? F). When a patie: 
who has a fever is receiving antibiotics, the: 
are usually administered at regular intervals . 
order to maintain a therapeutic drug level in :- 
patient's body. The use of antibiotics for patiex 
with infections reduces the fever by eliminati- 
the cause of it—that is, the infection within -— 
body. 


Tepid Sponge Bath. When it is considered c: 
sirable to lower the patient's temperature rez 
idly, a tepid sponge bath may be given. This . 
a simple and reliable nursing measure that cz: 
be employed either in a home situation or in +=: 
hospital. It is carried out on the order o: 
physician. The technique is based on the pr-- 
ciple that the body loses heat through the mec- 
anisms of conduction to a cooler substance. .: 
this case the tepid water, evaporation of we: 
from the surface of the body, and convection : 
the heat away from exposed body surfaces d-- 
ing the bathing process. 

Prior to the bath, the temperature, pulse, az: 
respirations are taken. These observations a`- 
important for the subsequent evaluation of :-- 
effectiveness of the bath. There are many we 
of giving a tepid sponge bath. One way is z- 
scribed here. 

The equipment required for the tepid spor: 
bath consists of a basin of water 30 to 38°C = 
to 100°F), towels, wash cloth, bath blanket, az: 
isopropanol rubbing compound. To initiate tz. 
nursing care intervention the top bedclothes =- 
fan-folded to the foot of the bed, and the pati=: 
is draped with his bath blanket. Then his gov- 
is removed and his body is sponged. Heat is 1: 
from the body as water is sponged onto the bo- 
surface and some of the water is permittec - 
evaporate. Large areas are sponged at a time. :: 
example, one side of the leg, one side of z- 
arm, the chest and the abdomen. Long stroke 
are used on the legs and on the back. Becazs 
the blood vessels are close to the body surfa-- 
in the axillae, the wrists, and the groins, = 
cooling effect of the bath is enhanced by appr: 
ing the wet cloths there for an extended perz: 
of time, that is, by slowing down the bath. 
process in these areas. A gentle patting moti: 
is used to dry each area; brisk rubbing increase 
the activity of the cells and therefore the rate - 
heat production. The back of the patient is tbe- 
gently rubbed with the isopropanol rubb=: 
compound before the gown and covers are + 
placed. 

The temperature, pulse, and respirations =~ 
taken 20 minutes after the sponge bath. Thabz:: 
is usually repeated until the patient's tempem 
ture has reached the level designated by =r 
physician. If the physician's order does not =. 


~ 


Hypothermia machines are used to lower 
body temperatures quickly. 


clude the temperature at which treatment is to 
be discontinued, the bath should be stopped 
before the normal temperature is reached. A 
further drop in temperature may be expected to 
occur after it is discontinued. 

Sometimes an alcohol bath is ordered, because 
alcohol evaporates at a lower temperature than 
water and thus hastens the cooling process. In 
this case, isopropanol is substituted for the water 
or, in some instances, may be added to the water. 
If alcohol is used, the procedure is always ter- 
minated before the temperature reaches normal. 

A nursing intervention which is somewhat 
similar to the tepid sponge bath is the use of a 
wet sheet and a fan to increase heat elimination 
from the body. The patient is covered only by a 
sheet that has been dampened with water. A fan 
is so directed that there is constant movement 
of air over the sheet. This measure promotes 
evaporation and convection and thereby in- 
creases heat loss from the body. This is a rather 
drastic measure and is used only in exceptional 
circumstances. 


Hypothermia Machines. Many hospitals have 
a hypothermia machine, which is used for rapid 
surface cooling of the body. This machine may 
be used for patients who have temperatures of 
39.4°C (103°F) and over when it is felt that it is 
essential to bring the body temperature down 
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quickly or when there has been brain damage to 
the heat-regulating centers and it is necessary to 
maintain artificial cooling of the body over a 
prolonged period of time. 

This technique uses the mechanisms of radia- 
tion and conduction. The patient is placed on 
or between cooling blankets, which are attached 
to a refrigerating machine. The blankets contain 
coils in which a refrigerant circulates. A consid- 
erable amount of heat is lost from the body 
through direct conduction to the cooling sub- 
stance and through the radiation of heat waves 
from the body to the cooler blankets. 

Because some people shiver in response to 
the application of the hypothermia blanket, 
drugs are sometimes given to minimize shiver- 
ing. Patients receiving hypothermia treatment 
frequently need a great deal of reassurance and 
explanation about the treatment. It is a most 
uncomfortable procedure, according to people 
who have experienced it. 


Applications of Heat and Cold 


Applications of heat and cold as therapeutic 
measures are probably well known to the stu- 
dent before she commences her nursing educa- 
tion. Applying a hot water bottle or a heating 
pad to cold feet is a comfort familiar to many, 
particularly to those who live in cold climates. 
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The application of ice as a means of stopping 
nosebleed (epistaxis) is a common therapeutic 
measure carried out in the home. In addition, 
rubbing the chest with a decongestant ointment 
or a liniment is a traditional remedy for the 
treatment of colds in many families. The student 
herself has probably already had firsthand ex- 
perience with many of these therapeutic meas- 
ures. 

Generally speaking, applications of heat and 
cold are used in health agencies and in the home 
as therapeutic measures. In the hospital, these 
measures are carried out at the direction of the 
physician. Occasionally heat and cold also serve 
as comfort measures. If this is the sole reason 
for their use, it is often left to the judgment of 
the nurse and patient whether and how to apply 
them. The nurse therefore needs a knowledge of 
the physiological reactions resulting from these 
measures and of the untoward reactions which 
may occur. If the nurse is ever in doubt about 
the use of heat or cold, she should consult the 
physician before she applies these measures. 

Applications of heat and cold are also used in 
the course of physical medicine as part of reha- 
bilitation programs. In these instances physical 
therapists use such measures as paraffin baths 
and whirlpool baths on the advice of the phy- 
sician. 


Types of Applicatiens. Heat and cold are rel- 
ative degrees of temperature dependent to some 
extent upon the perception of the individual. 
The temperature at the surface of the skin of the 
torso is generally 33.9°C (93°F). 

Applications at this temperature are usually 
undifferentiated as either cold or hot, but appli- 
cations that are 11.1°C (20°F) below or 8.3°C 
(15°F) above this level excite cutaneous nerve 
fibers. Local tolerance is thought to range be- 
tween 4.4°C (40°F) and 43.3°C (110°F). Generally 
any application that is above or below these 
levels can be the cause of tissue damage. 

Temperature is perceived in gradations: cold 
to cool, tepid, indifferent, and warm to very, 
very hot. Different areas of the body have varying 
sensitivity to changes in heat and cold. For 
example, the back of the hand is not particularly 
sensitive to changes in temperature. Also, peo- 
ple perceive the temperature more acutely when 
the ten.perature of the skin is changing. That is 
why a hot bath feels hotter at first than it does 
after the skin becomes adjusted to it. Extremes 
in temperatures, both hot and cold, are per- 
ceived as painful (see Chapter 21). 

Many different types of hot and cold applica- 
tions can be used as therapeutic measures. Both 
heat and cold can be applied as dry treatments 
or as moist treatments, and the source can be 
varied according to the purpose. Moreover, irri- 


tants and counterirritants are quite similar in 
action to applications of heat. An irritant is a 
substance that, when applied to a patient's skin. 
produces a local inflammatory reaction through 
its chemical action. An irritant becomes a coun- 
terirritant when the purpose of its application 
is a reflex action in underlying tissues, that is. 
when the purpose of the treatment is to initiate 
a physiological reaction in tissues underlying 
the skin. Mustard is a common example of a 
counterirritant that has had a long history of use 
as a local application (mustard plaster) to relieve 
congestion in the chest. 

The choice of the kind of application that is 
to be used is dependent upon a number oí 
factors: 


1. The purpose of the application 

2. The age of the patient and the condition oi 
his skin 

3. The general physical health of the patient 

4. The area of the body that is affected 

5. The duration of the treatment 

6. The availability of equipment 


Reasons for the Application of Heat. Heat is 
applied to the body for any of several reasons. 
It can be applied to produce a local or a systemic 
effect or both. A local effect is one that is specific 
to a defined area of the body, for example, tc 
relieve local muscle spasm. A systemic effect is 
one that is reflected in the body as a whole—for 
example, general warmth felt throughout the 
body. 

Heat is known to relieve pain. Thus, pain tha: 
is caused by the contraction of muscle fibers is 
relieved when the muscle spasm is reduced bx 
heat. Heat also increases circulation to an area 
and can thereby relieve the pain of ischemia 
(lack of blood). Sometimes the collection of fluic 
in an area can cause pain because of the in- 
creased pressure. The swelling can be reducec 
by the application of heat. As blood circulation 
improves, fluid is more easily absorbed from the 
tissues and consequently swelling or edema is 
reduced. Frequently hot applications to a swol- 
len area, such as the ankle, are alternated with 
cold applications, because heat and cold are 
most effective while the temperature of the area 
is changing. The cold in this instance reduces 
the flow of fluid to the swollen area. 

Toxins and waste products are also thought 
to be causes of discomfort which can be relievec 
by an increase in blood circulation to the irri- 
tated tissues. 

The fact that heat helps to alleviate many 
types of pain does not mean that it is indicatec 
for all instances of pain. Heat can hasten the 
suppurative (pus-forming) process, and in the 
case of an inflamed appendix it could cause the 


appendix to rupture. Although the physician 
supplies the directions regarding the application 
of heat, the nurse must always be aware of the 
purpose of the treatment and alert to possible 
untoward actions. There is, for instance, always 
a danger that a burn may result from the local 
application of heat, or that deeper-lying tissues 
may be affected and an inflammatory process 
aggravated. Inflammation is the reaction of tis- 
sues to injury; it is characterized by pain, swell- 
ing, redness, and local heat. 

Heat increases circulation to the area of the 
body to which it is applied. It therefore can be 
applied to improve the oxygenation and nour- 
ishment of tissues, thus aiding tissue metabo- 
lism and subsequent healing. For example, heat 
applied to an infected surgical incision not only 
hastens suppuration but also increases the nour- 
ishment of the tissue cells and the healing proc- 
ess. Improved circulation in this case also en- 
hances the elimination of toxic and waste 
substances via the blood stream. 

Another purpose of applying heat locally is to 
soften exudates. An exudate is a discharge pro- 
duced by the body tissues. Sometimes the dis- 
charge from an open wound forms hardened 
crusts over the area. Hot moist compresses are 
often used to soften these crusts so they can be 
easily removed: It has already been mentioned 
that heat is also used as a comfort measure. It 
can be used to promote the relaxation of skeletal 
muscles and thereby to promote general comfort 
and rest. 


Reasons for the Application of Cold. Cold is 
applied to the body for both systemic and local 
effects. For systemic purposes, cold is applied 
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to slow the basal metabolic rate. This is indi- 
cated in certain kinds of heart surgery. because 
a low basal metabolic rate results in a lessened 
demand of the body tissues for oxvgen and 
nourishment and thus decreases the work oi the 
heart. For a similar reason a patient's limb mav 
be packed in ice prior to amputation. The cold 
slows the speed of the circulation of the blood 
and thus enablés the surgeon to control bleeding 
more easily during the operation. 

Cold can also be applied to stop hemorrhage. 
since it constricts the peripheral arterioles and 
increases the viscosity of the blood, in addition 
to contracting the muscles and depressing car- 
diac action. The nurse often sees ice bags ap- 
plied routinely to patients after a tonsillectomy 
as a prophylactic measure against hemorrhage. 

Cold applications slow the suppurative proc- 
ess and the absorption of tissue fluids. Thev also 
reduce swelling, such as that in a sprained ankle. 
and slow other inflammatory processes, such as 
inflammation of the eye. 

Because cold contracts the peripheral blood 
vessels, it raises the blood pressure. This is more 
usually a side effect than the sole reason for 
cold applications. 

Pain can also be relieved through the use of 
cold applications. Cold restricts the movement 
of the blood and tissue fluids; therefore it re- 
lieves pain caused by an increased amount of 
fluid moving into the tissues, as in the case of a 
sprain. In addition, intense cold numbs pain 
receptors. As a result cold is used as a local 
anesthetic. There is, however, a danger in the 
prolonged use of intense cold: it interferes with 
the supply of oxygen and nourishment to the 
tissues and may result in tissue death. 


PRINCIPLES RELEVANT TO THE THERAPEUTIC USE OF HEAT AND COLD EE 
1. Heat is distributed throughout the body by the drculating blood and by direct 


conduction throughout the tissues. 


2. Heat Is lost from the body chiefly through conduction, convection, and 


evaporation at the surface of the skin. 


3. The amount of heat that is lost from the body is directly proportional to the 
amount of blood that is circulating close to the surface of the skin. 


4. The amount of blood that circulates close to the surface of the skin is 


influenced by the dilatation and constriction of peripheral arterioles. 
5. Applications of heat and cold influence the dilatation and constriction of 


peripheral blood vessels. 


6. Moisture conducts heat better than air. 


PLU 


7. People vary in their abllity to tolerate heat and cold. People at both extremes 
of the age spectrum—that is, the very old and the very young—are particujarly 


sensitive to heat and cold. 


8. People become less sensitive to repeated applications of heat and cold. 
9. The,length of time of exposure to extremes in temperature affects the body's 


tolerance of the temperature. 
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Local Applications of Heat. Heat can be ap- 
plied to a patient as radiant heat, conductive 
heat, or conversive heat. Radiant heat is heat 
whose wavelength is in the infrared portion of 
the electromagnetic spectrum.’ A commonly 
used example is the infrared lamp. Conductive 
heat is heat transferred by direct application— 
for example, by a hot water bottle or hot com- 
presses. Conversive heat is heat converted from 
primary sources of energy—for example, from 
short wave or ultrasound wave energy. The ap- 
plication of this latter type of heat is classified 
as medical diathermy; it is utilized to provide 
heat to deep tissues. Radiant and conductive 
heat provide heat to the superficial tissues only. 

Both moist and dry forms of heat can be 
applied to the skin or mucous membranes. Usu- 
ally it is necessary to apply superficial heat for 
20 to 30 minutes in order to obtain the desired 
effect. 

Since patients become accustomed to heat 
after prolonged applications, they should be 
cautioned against turning up a heating pad or 
refilling a hot watef bottle without checking the 
temperature. All patients are ‘observed closely 
for any untoward reactions to heat applications, 
such as a prolonged erythema (redness), blister 
formation, or discomfort. 


The Hot Water Bottle. The hot water bottle 
has long been a vehicle for applying dry heat to 
the body. It is used as both a therapeutic and a 
comfort. measure, although therapeutically its 
use is being surpassed by the electrical heating 
pad. Some hospitals and other inpatient health 
agencies have prohibited the use of hot water 
bottles because of the ever-present danger of 
burns to patients. 

The water for a hot water bottle is tested for 
its exact temperature. Fifty-eight degrees C (135° 
F) is generally considered to be a desirable 
temperature for an adult whose sensations and 
circulation are intact. A temperature of 50° C 
(120° F) is considered safe for children and for 
adults who are unconscious or debilitated or 
who have impaired circulation. The water for a 
hot water bottle can usually be obtained from 
the hot water tap; its temperature is checked by 
the thermometers that most hospitals provide 
for measuring the temperature of unsterile so- 
lutions. 

The hot water bottle is filled one-half to two- 
thirds full, and the air is expelled from the 
remainder of the bottle by pressing the sides 
together before the top is applied. In this way 
the bot water bottle remains fairly light and is 
easily molded to the patient's body. 

After the outside of the hot water bottle has 
been dried, it is tested for leakage and then 
placed in a cloth cover before it is taken to the 


patient. The cover slows the transmission of 
heat, absorbs perspiration, and thereby lessens 
the danger of burning. The stopper of the hot 
water bottle is well covered, because it can 
become sufficiently hot that on direct contact it 
will burn a person's skin. 

The hot water bottle is placed on the desired 
area and molded to the patient's body. If the hot 
water bottle is given to a person who burns 
easily, it is wise to place a sheet or blanket 
between the person and the bottle. When contin- 
uous heat is to be applied, it is usually necessary 
to change the hot water bottle every 117 to 2 hours 
in order to maintain the desired temperature. 

When hot water bottles are not in use they are 
hung upside down with the top unscrewed. This 
allows the bottle to dry inside and prevents the 
sides of the bottles from sticking together. 


The Electric Pad. Electric pads and electric 
blankets are frequently used as a means of pro- 
viding dry heat. They have the advantages of 
being light, of being easily molded to the pa- 
tient's body, and of providing constant heat. 
Their disadvantages are related to cleaning and 
to the danger of short circuits, particularly when 
they are used with oxygen equipment. The heat- 
ing pads that are used in hospitals are frequently 
covered with a plastic material that can be easily 
and effectively cleaned. It is often possible to 
lock the mechanism for setting the temperature 
of the heating pad so that it cannot be changec 
without the nurse being aware of it. 


The Infrared Lamp. The infrared lamp, whick 
supplies radiant heat, is used to provide heat tc 
a localized area of the body. Infrared radiatior 
penetrates 3 mm. of tissue at the most; thus i: 
provides surface heat only. 

The action of infrared heat is to increase blood 
circulation (hyperemia), thereby increasing the 
supply of oxygen and nourishment to the tis- 
sues. Àn infrared lamp is frequently used in the 
treatment of decubitus ulcers (bedsores). It is 
also often used in obstetrical and gynecologica: 
cases to promote the healing of a suture area or 
the perineum. 

Before applying heat from an infrared lamp. 
the nurse makes sure that the patient's skin is 
dry and clean. This lessens the danger of burning 
the skin. A small infrared lamp is placed 45 tc 
60 cm. (18 to 24 inches) from the area of skiz 
that is to be treated; a larger lamp is placed 6€ 
to 75 cm. (24 to 30 inches) away. The heat is 
provided for from 15 to 20 minutes, but th: 
patient is checked after the first 5 minutes t: 
make sure that he is not being burned. At th: 
end of the treatment the patient's skin is gene:- 
ally moist, warm, and pink. 

The danger in the use of the infrared lamp & 


that the patient will be burned. The nurse should 
frequently observe the patient's reaction to the 
application of infrared heat and terminate the 
treatment at the first sign of reddening or pain. 
In addition the patient should be warned that 
the lamp will become hot after it has been on 
for a few minutes. Placing an infrared lamp 
under the bedclothes is inadvisable because of 
the danger of fire. 


The "Baker" (Heat Cradle). The “baker” is 
another means of providing radiant heat. In this 
case the heat is less localized; it is often applied 
to large areas, such as the abdomen, chest, or 
legs. The baker is a metal cradle into which are 
installed several electrical sockets for luminous 
bulbs. The metal acts to reflect the heat from the 
bulbs toward the patient. Often the baker is 
covered by the top bedding in order to hold in 
the heat and to prevent cooling by the circulating 
air. The temperature of the baker should noi 
exceed 52? C (125? F). 


Steam Inhalations. In the care of patients with 
respiratory conditions, steam inhalations are fre- 
quently used to loosen congestion and to help 
liquefy secretions. Both hot and cold steam are 
used. The topic of inhalations was discussed in 
Chapter 18. 


The Hot Compress. Hot compresses, which 
utilize the principle of heat conduction, can be 
either sterile or unsterile moist applications. 
Generally gauze is soaked in the solution or- 
dered, the excess fluid is wrung out of the gauze, 


Heat in the form of steam inhalations is often used to 
relieve the congestion of a cold. A young child must 
be protected against contact with the hot water and 


steam. 
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and the gauze is then applied to ibe spec;?-- 
body surface. The compress should be moist 3- 
not so wet that the solution drips from it. Ster 
precautions are indicated when the compress = 
to be applied to an open wound or to an orge= 
such as the eye. In such cases, sterile gauze is 
soaked in a sterile or antiseptic solution. and 
sterile forceps or sterile gloved hands are usec 
to wring out the compress. The compress is 
applied at the hottest temperature that the pe- 
tient can tolerate. Frequently an insulating 
waterproof cloth is placed over the compress in 
order to hold in the heat. In some situations 
heating pads or hot water bottles are placed over 
the compress to provide additional heat. 

Hot compresses are often indicated to hasten 
the suppurative process and to improve the 
circulation of blood to the tissues. Normal saline 
and antiseptic solutions are frequently ordered 
by the physician. 

Compresses generally retain heat poorly, the 
length of time that they remain hot being some- 
what dependent upon the thickness of the ma- 
terial, the temperature of the solution, and the 
use of insulating materials. Ordinarily com- 
presses are ordered every hour or every 2 hours; 
however, if constant applications of hot moist 
compresses are ordered, the nurse or the patient 
should change them every 10 to 15 minutes. 


The Hot Pack. A hot pack, which is sometimes 
referred to as a hot fomentation or foment, is a 
piece of heated moist flannel or similar material 
that is applied to a patient's skin in order toe 
provide superficial moist heat. It is used for a 
larger area than the hot compress. Because in- 
tense heat can be applied in this manner, there 
is a danger that the patient may be burned. This 
danger is minimized if the hot pack is suffi- 
ciently dry that water does not drip from it 

A hot pack can be prepared by boiling or 
steaming pieces of flannel or by heating com- 
mercially prepared packs. If the flannel is boiled 
it is necessary to wring it out before applying it. 
There are hot pack machines available which 
steam the flannel to prepare it for application. 
Once the foment has been heated, it is applied 
directly to the patient as hot as he can tolerate 
it. If the hot pack is shaken slightly before it is 
applied, there is little danger of burning the 
patient and it is more comfortable for him. 
Sometimes petrolatum is applied to the skin 
beforehand to serve as a protective coating and 
to slow the transfer of heat. The hot forent is 
covered with an insulating waterproof material 
and then secured to the patient with a towel or 
binder. Often a hot water bottle or heating pad 
is applied over this to provide additional heat. 

A hot pack usually keeps hot for 10 to 15 
minutes. Once it has cooled it is removed and, 
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if continuous heat is required, it is replaced with 
another pack. If the patient does not need an- 
other application for some time, his skin is 
dried. 

Hot packs are frequently indicated to relieve 
muscle spasm, as when a patient has poliomy- 
elitis. They are also applied to hasten the sup- 
purative process and to decrease muscle sore- 
ness. 

Upon the application of a hot pack, an ery- 
thema of the skin is to be expected as a result 
of the dilatation of the local blood capillaries. 
Blistering of the skin should be avoided. 


Body Soaks. Body soaks and arm and foot 
soaks are therapeutic measures ordered by the 
physician to provide warmth or to apply a so- 
lution to cleanse an area of the body. Generally 
they are indicated to hasten suppuration, to 
cleanse an open wound, or to apply a medicated 
solution to a designated area. 

Special portable containers, including both 
arm and foot baths, are available commercially 
for this purpose. These containers can be steri- 
lized in order to provide a sterile environment 
when one is indicated, as when burned areas 
need to be soaked. 

The solution for a body soak is ordered by the 
physician. Often sterile normal saline or sterile 
water is used. The temperature of the solution 
should be 47.2? C (115? F) unless otherwise 
ordered by the physician for a specific reason. 

The patient's dressings are removed and his 
limb is immersed gradually into the solution. 
The dressings may need to be soaked before 
removal to avoid trauma to the tissues. The limb 
is immersed slowly in order to acclimatize the 
patient to the temperature of the solution. The 
patiant assumes a comfortable position during 
the treatment to avoid fatigue and muscle strain. 
The length of the treatment is usually 20 min- 
utes. The temperature of the solution is checked 
every 5 minutes, and additional solution is sup- 
plied when necessary. After the soaking is com- 
pleted, the patient's limb is dried and dressings 
are replaced as necessary. 

If the patient has an open wound, aseptic 
technique is carried out. The container, the so- 
lution, and the towels are sterile. In some agen- 
cies, the nurse wears a mask when carrying out 
this procedure. Sterile dressings are applied 
after the soak (see Chapter 27). 

During and after soaking of an area of the 
body, the nurse observes the condition of the 
patient's wound and the amount and character 
of any discharge. It is expected that the heat of 
the solution will cause some vasodilatation and 
erythema and that the solution itself will cleanse 
and soften exudates. These observations are then 
recorded. 


The Therapeutic Bath: "Therapeutic baths are 
provided to supply warmth, to cleanse, and to 
apply a medication. They are indicated chiefly 
for people who have skin diseases or who have 
had certain kinds of perineal or rectal surgery. 

The solutions that are used are ordered by the 
physician; the most common are saline, tap 
water, sodium bicarbonate, starch, and oatmeal. 
The last three, often called colloid baths, can 
now be purchased commercially in special prep- 
arations. 

The temperature for the therapeutic bath can 
vary from 4.4 to 47.2? C (40 to 115? F). The 
temperature ranges of the baths are generally 
classified as follows: 


Hot bath 40.6—47.2? C (105-115? F) 
Warm bath 38.9—40.6*C (100—105? F) 
Tepid bath 36.7? C (98? F) 

Cold bath 4.4—21.1? C (40—70?F) 


Unless otherwise ordered, the bath is gener- 
ally given at a temperature of 36.7? C (98° F)—< 
tepid bath. f 

A bathtub contains approximately 30 gallons 
of fluid when it is two-thirds full. The nurse 
may need this information in order to calculate 
the correct amount of medication to be added tc 
a bath. For example, a normal saline solutioz 
requires 40 g. of sodium chloride to 4 liters c 
water (17? ounces to 1 gallon). The followin: 
quantities of medication are for a bathtub two- 
thirds full. 


Amount or 
Medication Strength 
Sodium bicarbonate 250 g. 

(8 ounces) 
Potassium permanganate 1:20,000 
Sodium chloride 1200 g. 

(45 ounces) 
Tar 60 ml. 


Once the patient's bath is drawn, the orderec 
medication is added and the temperature i: 
checked. Then the patient is assisted into th: 
tub. Generally a male patient prefers an orderl: 
or male nurse to help him. Usually the patier: 
remains in the bath for 15 minutes, and he i: 
checked regularly for any untoward reactions. € 
the patient complains of vertigo (dizziness) cc 
syncope (fainting), the bath should be term: 
nated at once. The water should be drained o= 
and the patient assisted from the tub as soon as 
he is over the attack. The nurse should no 
attempt to move the patient when he is feelinz 
dizzy or faint. She should always obtain assis-- 
ance as needed to ensure the patient's safety. 

The patient's skin is: patted dry with a so> 
towel after a medicated cutaneous bath. If dress 
ings are necessary, new ones are applied. 

The sitz bath is a special bath the purposes œ 


Adequate support aids the patient in being as com- 
fortable as possible in a sitz bath. (From Lucile A. Wood 
and Beverly Rambo, eds.: Nursing Skills in Allied Health 
Services. Vol. 1. Philadelphia, W. B. Saunders Co., 1977.) 


which are chiefly to provide warmth, to cleanse, 
and to provide comfort to the patient's perineal 
area. It is often indicated after rectal or perineal 
surgery. 

There are several commercially manufactured 
sitz baths available. Some models fit over toilets, 
on chairs, or on beds. There are also comfort 
seats that can be placed in bathtubs, as well as 
separate sitz bath units. 

The sitz bath is generally ordered with saline 
solution or tap water. The temperature is 38.9? 
to 40.6? C (100? to 105? F), and the patient stays 
in it for 10 to 20 minutes. The nurse makes sure 
that the perineal region of the patient is im- 
mersed if he is seated in a bathrub or that his 
perineal area is being irrigated if he is seated in 
a commercial sitz bath. 

Usually patients who require sitz baths have 
recently had rectal or perineal surgery and there- 
fore comfort is an important concern. Adequate 
support during the bath is also essential. The 
patient may require help during the bath, partic- 
ularly if there is any doubt about his ability to 
tolerate the bath. The patient's pulse is taken 5 
minutes after the start of the bath; if it is unduly 
accelerated or irregular, he should return to bed, 
and the nurse then reports this to the physician. 

In recording a sitz bath on the patient's chart, 
the nurse records the appearance of the patient's 
wound, the amount and character of the dis- 
charge, and any untoward reactions experienced 
by the patient, as well as the time of the treat- 
ment and the nature of treatment itself. 


The Ultraviolet Lamp. Ultraviolet radiation is 
also used clinically to treat wounds and skin 
diseases. The sun is a natural source of ultravi- 
olet light, but artificial sources are used thera- 
peutically. The hot quartz mercury lamp, the 
carbon arc lamp, and, of course, the sun lamp 
are all used. 

Generally, ultraviolet radiation is carried out 
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in a special department, such as the physical 
therapy department. The normal skin reaction 
produces an erythema, tanning, and a prolifera- 
tion of the cells of the epidermis. 

If the patient needs ultraviolet treatments, the 
physician generally orders them every other day 
for maximum effect. Fair-skinned people are. 
more sensitive to ultraviolet radiation than dark- 
skinned people. Sulfanilamide medications in- 
crease this sensitivity. 


Diathermy. Medical diathermy is the provi- 
sion of heat to the deep tissues of the body by 
transforming certain kinds of physical energy 
into heat in the deep tissues. It is usually done 
in a physical therapy department under the 
direction of a physician. 

Various types of high frequency currents are 
used: short wave, microwave, and ultrasound. 
The treatment is painless, the patient's chief 
perception being one of warmth. It is used for 
much the same reasons as superficial heat. 


Local Applications of Cold 


The Ice Bag. The ice bag or ice cap and the 
ice collar are commonly used means of applying 
dry cold to the body. An ice collar is a long 
narrow rubber or plastic bag that fits around the 
neck. 

Ice bags are usually made with an opening 
through which small pieces of ice are inserted. 
Once the ice bag is filled, the air is expelled 
before the top of the ice bag is secured. The air 
is removed in order that the ice bag can be 
molded to the patient's body. 

Before the flannel cover is put on, the bag is 
dried. The cover retains cold for more gradual 
application and it absorbs the water formed by 
atmospheric condensation. The bag is placed on 
the area of the body to be cooled. 

Generally, ice bags need to be refilled when 
all the ice has melted or as ordered. If continu- 
ous ice applications are ordered, the ice bag is 
checked once an hour to see that the cold is 
maintained. 

When an ice bag is in place, the pressure of 
the bag should not cut off circulation. At the 
first sign of tissue numbness and a mottled 
bluish appearance, the bag should be removed 
and the physician notified. These signs could be 
the result of either the cold or pressure upon 
the tissues. 

Cold applications are often alternated with 
hot applications, or the cold applications are 
spaced in such a way that the tissue warms 
between applications. The alternate contraction 
and dilatation of the blood vessels is a highly 
effective method of inducing hyperemia and 
increasing tissue fluid absorption. 
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a a *. 
A moist cold compress is used by this mother to soothe 
her feverish child. 


When ice bags are not in use they are stored 
with the tops removed so that the air will dry 
the inside amd prevent the sides from sticking 
together, 


The Ice Gempress. Moist cold can be applied 
by means of ice compresses. These are fre- 
quently used 15 lerminate a nosebleed (epistaxis) 
or lo supply moist cold to the eye. 

An ice cuempsess is usually made of gauze or 
other cloth material. The gauze is cooled over 
ice chips, wreng out, and then applied. It is 
replaced as if becomes warm. Another method 
of applying © zeist cold compress is to place 
some chipped ies im a cloth bag, which is then 
placed directly ower the area to be cooled. The 
disadvantage of this is that as the ice melts the 
water drips on the patient. 

Just as in the application of the ice bag, the 
patient's skin is observed for any signs of unto- 
ward effects of the moid, Prolonged vasoconstric- 
tion can result in venous congestion and subse- 
quent tissue anoxia lf the patient's skin 
maintains a bluish, mottled appearance for sev- 
eral hours, there is danger of permanent damage 
to the cells. 

Most hospitals have ice-making machines and 
ice crushers to break the ice into small pieces. 
The chips of ice are used in ice applications 
because they mold easily to the body and are 
more comfortable. 


The Ice Pack. Ice packs are used occasionally 
to lower the body temperature or to lower the 
temperature of a patient's limb prior to surgery. 


It is done in some types of open heart surgery. 
and it is usually carried out in the operating 
room. 

On a hospital nursing unit the nurse occasion- 
ally sees a patient's limb packed in ice in prep- 
aration for amputation. A special container is 
available commercially for this purpose. The 
patient's leg (or arm) is wrapped in cloth and 
placed in the container. Chips of ice are then 
packed around the limb. It is important that the 
patient be given the explanation of the proce- 
dure that he requires and that the ice be kep: 
around the limb for the prescribed length of 
time. 


Applications of Irritants and  Counterirri- 
tants. Many kinds of preparations are available 
for administration as irritants. The purpose o: 
some irritants is merely to cause hyperemiz 
through surface vasodilatation (rubefacients.. 
whereas others have been used to produce blis- 
ters (vesicants) or abscesses (pustulants). The 
latter two kinds of irritants are rarely used today 

An irritant is applied gently to the designatec 
surface area. Following its application the are 
is observed every 5 minutes, the irritant beinz 
left on for 20 minutes unless otherwise specified 
Irritants are washed off gently with warm wate: 
and soap and the skin is patted dry. 

An irritant becomes a counterirritant when its 
primary purpose is to relieve underlying conges- 
tion or pain. 

Of the many counterirritants that were usec 
in the past, such as the linseed poultice, flaxseec 
poultice, and mustard plaster, the mustard plas 
ter is the one still used occasionally today. Th: 
mustard plaster (mustard sinapism) is a mixture 
of mustard, flour, and warm water. Hot water i: 
not used because it inactivates enzymes in the 
mustard. The proportions vary according to the 
age of the individual: 


Infant: 1 part mustard, 12 parts flour 
Child: 1 part mustard, 8 parts flour 
Adult: 1 part mustard, 3 parts flour 


The skin is observed after the application hz 
been on for 5 minutes; if it is reddened, ti 
plaster is removed. At the end of the treatme= 
(20 minutes) the skin should appear reddene: 
but not blistered. People with fair skin tend ~ 
burn easily and should be checked frequently ~: 
make sure that the skin does not show signs = 
burning. After the mustard plaster has bez 
removed and the patient's skin has been wash: 
and dried, petrolatum or olive oil is appliec :: 
the skin to soothe it. 

Mustard plasters can be purchased comm= 
cially, The precautions just mentioned sho-.: 
also be followed when using these preparatio-: 
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GUIDE TO ASSESSING DISTURBANCES OF BODY TEMPERATURE 


. What is the patient's temperature? His pulse and respiratory rate? 


. Are these abnormal in view of the time of day, the patient's activities, and other 


physiological factors that might cause a slight or temporary deviation from the 
normal TPR? 


. Has the patient had prolonged exposure to excessively hot or cold environmental 


temperatures? 


. Is immediate nursing or medical intervention indicated? 
. Does the patient show signs that he is having a chill? 


. What is the color of the patient's skin? Does it feel warm? cool to the touch? or 


cold? 


. Is the patient perspiring? 


. Does he complain of any physical symptoms such as headache or fatigue? pain? 


absence of sensation in any part of the body? 


. Is the patient able to tolerate food and fluids? 


. Is the patient losing excessive amounts of fluid through perspiration or increased 


respirations? Is his urine normal in color and amount? 


. Does he appear dehydrated? 
. What does his tongue look like? 
13. Is the patient restless, irritable? Are there signs of mental confusion? 


14. What medications have been prescribed for this patient? 


GUIDE TO EVALUATING THE EFFECTIVENESS OF NURSING 
INTERVENTION 


. Has the patient's temperature come down? gone up? Is it within safe limits? 
. Is his fluid intake adequate for his needs? 

. Is his nourishment adequate? 

. Is the patient comfortable? 

. Is he getting sufficient rest? 


. Is his skin in good condition? His mouth? 


GUIDE TO ASSESSING THERAPEUTIC APPLICATIONS 
OF HEAT OR COLD 


Does the patient understand the purpose of the treatment? 


. What precautions need to be taken to protect the patient from harm? 


i. [s he aware of the dangers? 


Does the patient require added safety precautions because of his age, his general 
physical condition, the condition of his skin or his mental state? 


Is the patient able to participate in his treatment? Is this desirable? 
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6. Are there specific skills that the patient (or his family) needs to learn or knowledge 
that he needs to gain in order to carry out the treatment at home? 


7. Is the patient safe during the application? 
8. Is he comfortable? 


9. Is the hot or cold application producing the desired physiological effect, for 
example, increased circulation to the part, or relief of pain? i 


STUDY SITUATION (1) 


Mrs. S. James is a 34-year-old woman who works as an aide in one of the city 
hospitals. She is married and has a 5-year-old son. Mrs. James is admitted to the 
hospital with an elevated temperature of unknown etiology. Her temperature at 
admission was 39.1° C (102.4° F), her pulse 100, and her respirations 24. The patient 
had a chill during her first evening in the hospital, when her fever rose to 40° C (104° 
F). The following morning she felt improved, but she still perspired profusely and ir 
the evening appeared restless and flushed. 

The doctor left orders that Mrs. James was to have a tepid sponge bath and aspirin 
gr. X if her temperature rose above 39.4? C (103? F). He also asked the patient to drink 
at least one glass of fluid every hour of the day. 


1. What factors are relevant to your explanation of a tepid sponge bath to this patient 
. How can the patient's production of body heat be minimized? 

. How can the loss of body heat be facilitated? 

. What is the action of aspirin gr. x? 

. How should you evaluate the effectiveness of the nursing care? 

. Why did the doctor want Mrs. James to drink at least one glass of fluid every hour’ 


N 0o oc » o N 


. What observations would indicate to the nurse that the patient is taking insufficien: 
fluid? 


8. Describe an environment which would be therapeutic for this patient. 


STUDY SITUATION (2) 


x Mrs. J. Watson has an infected cut on her right hand. She is at home and the physiciar 
has ordered hot soaks for her hand. As the public health nurse you have been askec 
to assist Mrs. Watson. This patient is 75 years old and she has poor blood circulation 


1. What are the specific problems of this patient in relation to her infected cut? 


2. What factors should you take into consideration in helping to plan this patierr 
care? 


. What physiological reactions are to be expected as a result of the hot soaks? 
. How could the effectiveness of the soaks be evaluated? 


. What specific precautions should be taken? Why? 


a cou» Q 


. Outline the objectives and a plan of care for this patient. 
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The Nurse Should Be Able to: 


Discuss the importance of comfort, rest, and sleep to the healt 
and well-being of the individual 
Describe the characteristics of the five stages of sleep 
Discuss normal patterns of rest and sleep throughout the life cycle 
Explain the relationship between illness and sleep disturbances 
Identify factors interfering with a patient's comfort, rest, and sleer 
Identify common sleep problems 
Determine priorities for nursing actions related to the patient's 
comfort, rest, and sleep 
Apply relevant principles in planning and implementing nursing 
interventions in patients 
a. to promote their comfort, rest, and sleep 
b. to prevent problems from developing 
c. to restore normal patterns of rest and sleep in people 
with problems in this regard 
Evaluate the effectiveness of nursing interventions 


COMFORT, REST, AND 


SLEEP NEEDS 


INTRODUCTION 


Comfort has been defined as “a state of ease 
or well-being." When a person is comfortable, 
he is at ease with himself and with his environ- 
ment. Rest is synonymous with repose or relax- 
ation and implies freedom from emotional ten- 
sion as well as physical discomfort. Sleep is a 
period of decreased mental alertness and less- 
ened physical activity which is a part of the 
rhythmical daily pattern of all living creatures. 

Discomfort can result from stimuli of both 
psychosocial and physical origin. A person who 
is afraid or worried is uncomfortable, as is one 
who is cold or in pain. 

There are innumerable causes of emotional 
discomfort; many have been mentioned earlier 
in this text. For example, the newly admitted 
hospital patient is subjected to the stresses that 
accompany going into any strange environment. 
The ill person often fears pain, death, and disa- 
bility, and he worries about his ability to cope 
with forthcoming stresses. Neglect by the nurs- 
ing staff or care by an unyielding, unconcerned 
nurse also contributes to a patient's discomfort. 
The patient looks to the nurse for understanding 
and support in order to attain some degree of 
psychological comfort. 

Physical discomforts can cause mental dis- 
tress and interfere with a person's psychosocial 
equilibrium. Pain, nausea, heat, and even an 
untidy environment are stimuli that the patient 
finds uncomfortable and sometimes unbearable. 
By the selection of appropriate interventions, 
the nurse can prevent the development of many 
situations that could be a source of discomfort. 
Many discomforts can be alleviated if they do 
occur. The nurse should, therefore, be alert to 
the earliest signs of discomfort in a patient and 
aware of interventions that can be used to relieve 
discomfort or prevent it from increasing. 

The nurse has many resources at her disposal 
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to relieve a patient’s discomfort, but it is only 
through a systematic approach to the problem 
that the effective measure or measures can be 
selected. It is important that the nurse record 
her observations of the results of her nursing 
interventions in order that other members of the 
health team may be made aware of her findings 
and can avail themselves of this knowledge for 
the patient’s benefit. For example, some people 
like the head of the bed elevated to a certain 
degree; others like it flat. If there are no thera- 
peutic reasons to the contrary, the bed should 
be maintained at the elevation the patient finds 
most comfortable. 

Interventions vary in their effect from one 
person to another. Consequently the nurse 
should find the measure or combination of meas- 
ures that is most effective for a specific patient. 

Rest does not necessarily mean inactivity. Peo- 
ple often find a change of activity as relaxing as 
sitting or lying down to rest. The person who 
has a sedentary job, for example, may find that 
physical activity in the form of a leisurely walk, 
skating, or swimming is relaxing and restful for 
him. The person who has been physically active 
all day may obtain his rest in watching televi- 
sion, reading, playing cards, or just sitting down 
and talking with his family or friends. People 
who are ill also find these same activities some- 
times more restful than lying in bed with noth- 
ing to do. 

Freedom from anxiety is important in rest, as 
it is in comfort. This subject is discussed in 
Chapter 30, so we will not go into it further 
here. 

Sleep is an essential part of our lives and takes 
up approximately one third of our time. All 
body cells need a period of inactivity to refresh 
and renew themselves. It has been found, too, 
that sleep is essential for growth and the repair 
of body tissue. The secretion of the human 
growth hormone is increased during sleep, as is 
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that of some other hormones (for example, tes- 
tosterone in early puberty).? 

Whether everyone needs the full recom- 
mended 8 hours of sleep a night is currently 
under debate. A survey by Hartmann and others 
at the Sleep and Dream Laboratory in the United 
States would seem to cast some doubt on this. 
These investigators found that people who usu- 
ally sleep less than 6 hours a night appeared 
better able to cope with their daily activities 
than those who slept for long periods. The 
"short-sleepers" were generally efficient, ener- 
getic people who worked hard, felt good in the 
morning, and were socially adept, decisive peo- 
ple who were happy with their lives and their 
work. "Long sleepers,” that is, those who slept 
9 hours or more, tended to be worriers. They 
also had many aches and pains, discomforts, 
and concerns, and were not very sure of them- 
selves, their careers, or their lifestyles.? 


NORMAL FUNCTIONING IN REGARD 
TO SLEEP AND REST 


Human bodily functions follow a pattern over 
the course of a 24-hour period that has been 
called a “circadian rhythm,” a term derived from 
two Latin words: circa, meaning "about," and 
dies, meaning “day.” It is as if the human body 

d been constructed with a biological time 
clock that regulates its activities. Body temper- 
ature, pulse rate, and blood pressure all fluctuate 
during the course of a day, usually being lowest 
during the early morning hours. The circadian 
rhythm varies in different individuals. Some 
people awaken bright and alert in the morning; 
others do not begin to function at their best until 
9 or 10 o'clock. It is believed that this is due to 
temporal differences in the low point of an 
individual's temperature. People whose lowest 
body temperature occurs late in their sleep pe- 
riod find it difficult to get up in the morning 
and take longer to “get going." These are the 
ones who are irritable and cross, or uncommun- 
icative, until after their legendary first cup of 
coffee. In general, however, reaction time for 

ost people is slower in the early morning than 

ater in the day. Efficiency peaks about 11 a.m. 
when body temperature is usually approaching 
its highest. At this time, a person's metabolism 
is up and his energy reaches its greatest level. 

Our sleep and wakefulness periods occur in a 
regular cyclical fashion. The human “biological 
clock" is made up of cycles of approximately 90 
minutes in length. Infants are believed to have 


a biological cycle of 60 minutes. Elephants, if 
you are interested, are said to have a biological 
cycle of 120 minutes. 


Stages of Sleep 


Sleep occurs in 90-minute cycles in the adult 
human being. There are usually four to six 90- 
minute cycles in a person's normal sleep time. 
In addition, there are believed to be five stages 
in each 90-minute sleep cycle. These stages have 
been identified from readings on an electroen- 
cephalogram (EEG), which provides a graphic 
representation of the electrical waves emanating 
from the brain. 

As an individual is dropping off to sleep, he 
begins to feel relaxed and drowsy. His vital 
signs, such as heart and pulse rate, become 
slower, and his body temperature becomes 
lower. Alpha waves Begin to form on the EEG. 
As he enters the first stage of sleep, the individ- 
ual may experience a sudden jerk. 

In Stage 1 sleep, the vital signs becorne even 
slower and the muscles more relaxed. The EEG 
reading becomes very flat. At this point, how- 
ever, the individual is easily aroused. 

He becomes a little harder to waken as he 
enters Stage 2 sleep. Some activity appears or 
the EEG and the individual can still be arousec 
fairly easily, although he is in a more completelx 
relaxed state. 

A person in Stage 3 sleep is difficult to rouse 
His blood pressure and body temperature have 
dropped and the EEG waves appear larger anc 
slower. 

As the individual enters Stage 4 sleep, delte 
waves begin to appear on the EEG. The persor 
is completely relaxed and may not move. It is 
extremely difficult to awaken a person in this 
stage of sleep. It is believed that it is during this 
stage that the increase in release of the hormone 
regulating growth and promoting tissue healinz 
occurs. Bedwetting and sleepwalking are mos 
likely to occur during this stage. 

After the individual has completed Stage 4. = 
is thought that he retraces the cycle back tc 
Stage 2 and then enters REM sleep, that is, Stag 
5. REM sleep is a light sleep; this is the tim: 
when dreaming occurs. Vital signs fluctuate anc 
the eyes move rapidly back and forth, which x 
the reason for the name given to this stage (rapi- 
eye movement or REM for short). There is, how- 
ever, increased muscular relaxation, particular 
in the face and neck. The EEG reading is simile 
to that of a person in a waking state in dee: 


The sleep cycle 


Alpha rhythm signals the 

start of a new sleep cycle. 

EEG brain waves become even, 
and the body relaxes. 


Decreased EEG activity and 
slowed heart and respiration 
rates characterize Stage 1. 


Stage 2 follows about 15 
minutes after a person falls 
asleep, if left undisturbed. 


Stage 3 of the cycle occurs 
after 30 minutes of sleep. 
The person may move or speak. 


Very slow and high waves, 
known as delta waves, mark 
the beginning of Stage 4. 


R.E.M. sleep, the last stage 

in the cycle, shows an active 
EEG. The ECG and respiration 
rates are irregular. 


From Albert, |. B., and Albert, S. E: Penetrating the 
Mysteries of Sleep and Sleep Disorders. RN, 37:36— 
39, August, 1974, p. 37. 
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concentration. During this stage adrenal hor- 
mones are released into the blood stream in 
spurts; these affect vitality, fatigue, metabolism, 
and the ability to resist infection. They also 
influence the transmission of nerve impulses. 
Dreams, which occur during this stage, are be- 
lieved to promote the psychological integration 
of daily activities. 

With the completion of the REM stage, ap- 
proximately 90 minutes after falling asleep, the 
individual recommences the cycle at Stage 2, 
follows the sequence to Stage 4, returns to Stage 
2, and experiences the REM stage. In the final 
cycle, the individual continues beyond REM to 


'Stage 1, and the individual wakens. 


During the first few hours of sleep, the indi- 
vidual will spend more time in Stage 4 than in 
later cycles, and the length of the REM stage 
increases toward morning. Hormonal activity 
also increases toward morning. 


Sleep Deprivation 


Sleep deprivation has profound effects on an 
individual's functioning abilities, whether he is 
in good or ill health. A person deprived of sleep 
is likely to appear irritable, nervous, or anxious, 
or he may be apathetic. His thought processes 
may be impaired; he may have difficulty remem- 
bering things, and often he will not respond 
appropriately to stimuli. Minor troubles may 
become major problems. His sensory perception 
may be distorted and he may experience delu- 
sions or even hallucinations. It is believed that 
after 48 hours of sleep loss, the body produces 
a stress chemical that may account for the be- 
havioral changes. 

Deprivation of REM sleep can be especially 
disturbing for the individual. The adrenal hor- 
mones enter the blood stream but not at the 
proper biological time, causing the person to 
feel depressed and fatigued, and to have poor 
powers of concentration. It has been shown that 
when a person experiences gross deprivation of 
REM sleep, his body will try to catch up and hr 
may enter the REM stage almost immediatel 
after falling asleep instead of following th 
stages as they normally occur. 

Deprivation of Stage 4 sleep results in a de- 
crease of the growth hormone in the blood 
stream and will cause the individual to feel 
tired, depressed, and generally unwell. As this 
hormone promotes tissue healing, deprivation 
of Stage 4 sleep can be particularly harmful to 
persons recovering from illness or injury. 
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In some instances, it is thought beneficial to 
depress REM sleep, as in the case of persons 
suffering from certain heart conditions or peptic 
ulcers, since most nocturnal attacks occur dur- 
ing the REM stage of sleep. 


FACTORS AFFECTING COMFORT, 
REST, AND SLEEP 


Most people have a bedtime ritual that forms 
part of their sleep habits. It has been reported 
that a substantial proportion of adult Canadians 
like to watch the 10 p.m. (10:30 in Newfound- 
land) national news on television and this is one 
of their nightly rituals. Many people enjoy a 
light snack before going to bed. Some like a cup 
of coffee or tea and find that, for them, it does 
not interfere with getting to sleep. For many 
people, a warm bath or shower is part of their 
nightly ritual. Each person has his own habits 
in regard to going to bed and getting ready for 
sleep. Most people also have a particular posi- 
tion they find most comfortable for sleeping. 
Some like to curl up in a ball; some are “tummy” 
sleepers; still others prefer a back-lying position. 

Interference with these bedtime habits is 
likely to cause a disturbance in sleep patterns. 
People who are in a strange environment often 
find it hard to get to sleep the first night or so. 
A major change in habit patterns can disturb all 
body functions, as we mentioned in Chapter 2 
in connection with the stress of change. Nurses 
in the course of their work frequently have to 
work evening or night shifts, and this disturbs 
their normal circadian rhythm. It usually takes 
a few days to accustom oneself to sleeping in 
the daytime and having one's first meal late in 
the day. Other people who work shifts also have 
the same problems. 

Excessive stimulation, that is, more excite- 
ment than one is usually accustomed to, will 
make it harder to get to sleep for most people, 
unless they are exhausted by the stimulation. A 
lack of sufficient exercise may be another reason 
some people find it difficult to sleep; the muscles 
are not tired enough. A person who is hungry 
often cannot rest. On the other hand, an exces- 
sive intake of food, particularly highly seasoned 
food that may cause problems in digestion, may 
also interfere with sleep. A larger than usual 
amount of fluid intake before retiring usually 
means that an individual has to get up during 
the night to relieve a distended bladder. 

Noise and other disturbances when a person 
is asleep may arouse him and disturb the cycli- 
cal pattern of his sleep. If he is suddenly awak- 
ened from deep sleep, he is likely to be confused 
and disoriented, a condition that has been de- 


scribed in the literature as “sleep drunkenness.” 
It appears to be most pronounced in children 
and in people with sleep disorders. 

Many sources of excessive sensory stimulation 
disturb the comfort, rest, and sleep of hospital 
patients (see Chapter 22). Often, environmental 
factors are a problem, such as the warm temper- 
atures of most hospital rooms, the hardness of 
most hospital pillows, the lights that are turned 
on, or forgotten to be turned off, the noise oí 
nurses at the nursing station, and the sudden 
stillness after patients have been awakened by 
some noise.* 

Other things that often disturb rest are medi- 
cations that must be taken at night, and the early 
morning awakening that is still part of the rou- 
tine in many hospitals, often followed by a long 
delay before breakfast is served. 

Discomfort of any kind interferes with a per- 
son's ability to rest and to sleep. A number of 
causes of discomfort were discussed in the in- 
troduction to this chapter. Pain is, of course. 
always a deterrent to rest and sleep. Often. 
however, it is the minor irritations and discom- 
forts that are most troublesome to patients. Dis- 
comfort may be physical or psychological. Anx- 
lety, about big or little things, is probably the 
most common cause of inability to rest. A persor 
lies awake and worries, and the worries magnify 
as sleep eludes him. 

Illness and sleep problems go hand in haná 
Illness disturbs the normal rhythm of sleep anc 
wakefulness. People who are ill require mor 
sleep because of their need for increased growtr 
hormone to promote tissue repair, but as jus 
stated, their normal sleep pattern is usuall: 
disturbed. Sleep deprivation, as we mentionec 
can itself be a cause of illness. It is interesting 
to note that people who have been deprived « 
sufficient REM sleep usually spend more tim: 
in this stage when they are catching up on los 
sleep. Apparently dreaming is a very necessar: 
part of our lives. 

Drugs will also distort sleep patterns. Th: 
reticular formation in the brain is believed -: 
control sleep. Cerebral depressant drugs thz 
induce sleep work in one or more of severe 
ways: 


1. They may depress the reticular formatic: 
so it no longer responds to stimuli 

2. They may depress the response of the ce 
ebral cortex to stimuli from the reticular form 
tion 

3. They may cause a specific reduction in tz 
response to stimuli producing wakefulness itc 
example, anxiety, depression, or pain). Alcoh:. 
for instance, has this effect, as do many of te 
tranquilizing drugs. 


Barbiturates have been widely used for people 
with sleep problems although they are now 
being used less frequently. They have a tendency 
to depress REM sleep, so that the person has an 
abnormal sleep cycle. A person who is taken off 
these drugs after having taken them for several 
days, or fails to take them, usually has a consid- 
erable increase in dream activity, and he may 
be convinced that he never slept at all. Barbitu- 
rates also depress parts of the brain that are 
responsible for inhibitory activity. Hence, they 
not infrequently have an excitatory effect, some- 
what like alcohol. Older people are particularly 
susceptible to this reaction and may become 
confused and excited instead of going to sleep 
when they are given barbiturate sedatives. 


SLEEP AND REST THROUGHOUT THE 
LIFE CYCLE 


Often, one of the first changes in bodily func- 
tion noticed by a pregnant woman is that she is 
sleepy most of the time. Women seem to require 
extra sleep during pregnancy, particularly dur- 
ing the first and third trimesters. Their sleep is 
frequently interrupted, however, because of the 
need to void, which is caused by a decreased 
bladder capacity (see Chapter 15). Additional 
rest is important throughout pregnancy, and a 
short nap sometime during the day, or a rest 
lving down, is usually advocated. Keeping the 
feet elevated when resting helps to combat the 
mild edema many women experience, particu- 
larly during the later stages of pregnancy. Often, 
however, the woman has difficulty finding a 
comfortable position for resting when she is 
“heavy with child" and having difficulty moving 
her bulky body. Lying on the left side is said to 
be helpful because it takes pressure off the vena 
cava and is felt to help in reducing ankle swell- 
ing and, also, to increase circulation to the fetus. 

The developing infant is said to sleep in utero 
or, at least, to have rest periods. Newborns fall 
into a deep sleep almost immediately after birth. 
Most newborns sleep for an average of 16 hours 
a day, with the longest uninterrupted sleep being 
a little over 4 hours. Approximately half of the 
newborn's sleep is active, characterized by rapid 
eve movements, a total relaxation of postural 
muscles, irregular breathing, frequent small 
movements, sucking, and smiling. The other half 
of the newborn's sleep is quiet and characterized 
5v a slow and regular pulse, a lack of conjugated 
‘working in unison) eye movements, regular 
breathing, and a partial relaxation of postural 
muscles. 

The infant continues to spend a large part of 
nis time sleeping throughout the first year of 
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life. It is during this time, however, that diurnal 
patterns are established and the sleep cycle 
gradually takes on adult characteristics. By 
about 6 weeks of age, most infants are sleeping 
for longer periods during the night than during 
the day, and by 4 months most are sleeping 
through the night, with the longest sleep period 
averaging around 815 hours. The pattern of the 
sleep cycle in the 3-month-old infant is begin- 
ning to resemble that of the adult. Approxi- 
mately two thirds of the infant's total sleep is 
quiet sleep by this time. Most infants are com- 
fortable lying on the stomach, and this position 
is often advocated because of the disadvantages 
of sleeping on the back. The back-lying position 
tends to flatten the infant's head (the bones being 
still soft and malleable). There is also the danger 
that the infant can aspirate vomitus and choke 
when in this position. 

Toddlers generally sleep 10 to 14 hours a day 
in total, and many require two naps a day until 
they are around 2 years old. During the toddler 
stage, bedtime rituals become very important. 
Most children seem to have an extra burst of 
energy and become overly active when they get 
tired and, as all mothers know, they become 
irritable. In establishing good sleeping habits, it 
is helpful to have a quiet period for the toddler 
before bedtime, such as reading a story to the 
child, or engaging in some other quiet activity. 
A quiet period and consistent bedtime routines 
are important for all children. Preschool-age 
children are often apprehensive about being left 
in the dark, and may need a night light. Night- 
mares and bedwetting, or enuresis, as mentioned 
above, are common problems that usually dis- 
appear as the child matures (see Chapter 15). By 
the time a child has reached school age, he is 
usually sleeping about 11 to 12 hours a night. 
the amount of sleep required gradually dimin- 
ishes to around 9 to 10 hours at age 12. Teen- 
agers seem to require longer periods of sleep 
once again, which is possibly related to their 
growth needs. 

The average healthy adult sleeps about 7 hours 
a night. As a person gets older, the amount of 
sleep required seems to lessen. Although the 
need for rest periods during the day increases, 
people over the age of 65 years generally sleep 
less than younger adults, and usually have fre- 
quent periods of wakefulness during the night. 


COMMON PROBLEMS OF SLEEP 


The most common sleep problems are insom- 
nia (inability to get to sleep, or excessive wake- 
fulness), hypersomnia (excessive sleeping), nar- 
colepsy (sudden, irresistible sleep attacks), 
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somnambulism (sleepwalking), enuresis (bed- 
wetting), and night terrors. 

Most people have problems in getting to sleep 
at some time or another, usually during periods 
of stress and anxiety; for many people this is a 
serious problem. Insomnia may be symptomatic 
of illness, or may be caused by anxiety, nervous 
tension, habitual lifestyle patterns, or any one 
of a number of causes. People for whom bedtime 
was not a pleasant experience when they were 
children—going to bed may have been used as 
a form of punishment—may become insomniacs 
later in life. Insomnia is by far the most common 
of all sleep disturbances. 

It is felt that people who have a tendency to 
sleep excessively may be using this as a defense 
mechanism to escape from anxieties or frustra- 
tions in the fulfillment of their basic needs. This, 
of course, is not always the case; a person who 
seems to require rnore than the average amount 
of sleep should always be referred to a physician 
for a complete medical examination to see if 
there are other reasons for the excessive sleep- 
ing. 

Narcolepsy is a problem that affects a small 
but significant number of people. The irresistible 
sleep attack may last from 10 to 20 minutes. The 
person often has vivid dreams and may often be 
unable to move on awakening. Accidents are 
more common among narcoleptics than among 
the general population, as one might expect. 
People with this problem are usually prohibited 
from working with machinery or at occupations 
where their problem could be a safety hazard. 
They should also be under medical supervision.* 

Sleepwalking is more common among men 
than women. It is also fairly common among 
children. There is usually a familial tendency to 
sleepwalking. It tends to occur during Stages 3 
and 4 of the sleep cycle; hence people who are 
sleepwalking are usually confused and diso- 
riented. It is not wise to waken them, but the 
person should be protected from harming him- 

; self. 

-a Nightmares and night terrors are common 

‘sleep problems in children, reaching their peak 
in the preschool years. Nightmares are felt to be 
caused by psychological factors, and are, basi- 
cally, a manifestation of anxiety. They occur 
during active sleep. When having a nightmare, 
the child moves restlessly in bed, he may whim- 
per or cry, he grimaces, or his face has an 
anxious expression. He may or may not wake 
up. If he does, he is usually easily reassured and 
goes back to sleep quickly. Night terrors are felt 
to be due to physiological reasons; imrnaturity 


of the central nervous system is given as the: 


probable cause. They occur during deep sle 
The child either sits bolt upright in bed 
assumes a bizarre crouching posture, 
screams. The child is terrified. His pulse a 
respirations are rapid, and the pupils of his e 
dilated (manifestations of the flight-fight re 
tion to danger). Often he is disoriented. 
though he may not seem to recognize the per: 
who answers his cries, he can usually be soott 
by cuddling and a low, gentle voice reassur 
him.’ 

Enuresis, or bedwetting, is a common probl 
in children and may occur in some adults. I 
generally found more frequently in males « 
in emotionally disturbed children. Some rep 
indicate that enuresis is more prevalent amt 
children in low socioeconomic groups than 
higher ones. It is believed to be caused in m; 
cases by immaturity of the bladder, and m: 
children just “grow out of it." Enuresis shot 
however, always receive medical attention 
cause it may not be just a developmental pr 
lem, but could be a sign of other health pr 
lems.* 


ASSESSING COMFORT, REST, AND 
SLEEP STATUS 


Making sure that patients are comfortable, ti 
they receive sufficient rest, and that they . 
able to sleep are among the nurse's most imp 
tant responsibilities. In order to assess the in 
vidual's status with regard to comfort, rest, a 
sleep, the nurse needs information about : 
usual sleep and rest patterns, specific sleep pr 
lems he may have, and the nature of any hea 
problems that may be causing alterations in | 
sleep patterns. 

She also needs to be aware of any restrictic 
that have been placed on his mobility. Is 
confined to bed, for example? Or is he restric 
to a certain position in bed for therapeutic = 
sons or because of the nature of his illne 
People with heart conditions and those w 
respiratory problems are usually most comic 
able when sitting up in bed or in a semi-sitt 
position. This then would be best for ti 
therapeutically. The person with a fracture z 
have to be flat on his back, as Mr. Jordan (Chi 
ters 8—9) was, or he may have to have the inj 
appendage maintained in a specific posit: 
The nature of the surgical intervention a pat: 
has had often determines the position he r- 
take in bed. Even an intravenous infusion lic 
the patient's position in bed. 


The nurse also needs to know the physician's 
plan of care for the patient. She must be aware 
of the medications the patient is receiving, and 
the nature of the diagnostic and therapeutic 
measures planned for the patient. Anxiety is 
such a common cause of sleep and rest problems 
that the nurse needs to know if there are any 
particular worries he has in connection with his 
health, real or imagined health problems, and 
whether he has reasons for worry about these. It 
is helpful also to know of any other stresses 
which may be causing the patient anxiety (see 
Chapter 30). 

Information about usual sleep patterns, 
chronic disorders, and the present comfort, rest, 
and sleep status of the patient are available to 
the nurse from the nursing history and the initial 
nursing clinical appraisal. The patient's record 
provides information about the nature of his 
current health problems, and the physician's 
plan of care. Reports of diagnostic tests will also 
be found there, as well as requests for consul- 
tation by specialists and their reports. Medica- 
tion the patient is receiving will be listed on the 
doctor's order sheet; the nurse needs to be aware 
also of medications the patient may have been 
taking at home, since drugs may distort sleep 
patterns, as we discussed above. 

The nurse supplements this information 
through her objective observations. Many people 
are aware of the sources of their discomfort, and, 
when given the opportunity, will make them 
known. The nurse who communicates her un- 
derstanding of the patient's problems and who 
takes the time to listen to him can frequently 
identify specific sources of worry and discom- 
fort. Then she can take steps to relieve them. 

There are other avenues of expression besides 
the verbal ones, of course. The patient who is 
uncomfortable may appear restless, pale, or 
tense; he may perspire profusely or lie rigidly 
in bed. All in all, there are a multitude of ways 
of expressing discomfort, and the nurse needs 
to be aware of them and alert to their possible 
meanings. 

The person who is unable to sleep may com- 
municate this verbally to the nurse, but she must 
also watch for the signs of sleep deprivation in 
the patient, as previously described. Nurses 
make frequent rounds of patients when they are 
on the night tours of duty and they note patients 
who are having difficulty getting to sleep or are 
wakeful during the night. Nurses on the day staff 
always check the night nurse's report to see if 
their patients had disturbed sleep during the 
night. The nurse also observes patients during 
the day and evening shift to see if they are 
getting sufficient rest and the extra sleep needed 
in illness. 
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PRIORITIES FOR NURSING ACTION 


All aspects of promoting comfort, rest, and 
sleep are priority items insofar as nursing action 
is concerned. Particularly with ill patients, in 
whom rest and sleep are essential components 
of their therapy, the nurse must do everything 
possible to ensure that factors causing the pa- 
tient discomfort or interfering with his rest and 
sleep are eliminated, or minimized if they can- 
not be eliminated entirely. Factors that will 
increase comfort, and promote rest and sleep, 
should be well known to the nurse so that she 
can assess the relative merits of specific actions 
to help each particular patient. This aspect of 
nursing care is considered so important that, in 
some agencies, the nurses have developed 
"sleep care plans" for patients.‘ This would 
seem to be a good way of ensuring that a definite 
series of nursing activities are planned to help 
each patient obtain adequate sleep. Interven- 
tions that nurses have found helpful for a par- 
ticular patient are communicated to others so 
that there is consistency in the approach used 
by all nursing personnel. 


GOALS FOR NURSING ACTION 


The principal goals of nursing action with 
regard to the patient’s comfort, rest, and sleep 
status are: 


1. To promote comfort 

2. To prevent discomfort 

3. To alleviate discomfort 

4. To ensure that the patient has rest 

5. To assist the patient to obtain an adequate 
amount of sleep to meet his requirements. 


NURSING INTERVENTIONS TO 
PROMOTE COMFORT, REST, AND 
SLEEP 


There are innumerable nursing intervention: 
that nurses have found helpful in making p- 
tients comfortable and promoting their rest a- 
sleep. Every experienced nurse has a reperto? | 
of interventions that she has tried with patien’ 
and can tell you those that she has found to b’ 
successful. The beginning nurse must learn 
these, and she will find older, more experienced 
nurses very good sources of information about 
comfort measures and aids to promoting rest 
and sleep for patients. 

Some general considerations might prove 
helpful to the student; these will be given first, 
and then we will discuss specific nursing inter- 
ventions. 
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PRINCIPLES RELEVANT TO COMFORT, REST, AND SLEEP mm 


1. Definite periods of sleep are an essential component of the circadian rhythm 


in human beings. 


2. Adequate amounts of sleep are needed for optimal physical and psychosoclal 


functioning of the Individual. 


3. Growing persons require more sleep than others. 
4. Individual needs for sleep vary with age, growth patterns, health status, and 


Individual differences. 


5. Lack of sufficient sleep impairs a person's physical functioning, his mental 


alertness, and his social relationships. 


6. Individual habits vary with regard to bedtime rituals. 

7. Sleep patterns may be disturbed by changes in a person’s normal dally living 
patterns, by social and emotional problems, by physical problems, and by minor 
irritations or discomforts, as well as by pain. 

8. Sleep patterns are almost Invariably disturbed by Iliness. 


General Considerations 


People usually get to sleep more quickly and 
sleep better when their lifestyle permits regular 
habits for mealtimes, work or school hours, 
periods of relaxation, and bedtime hours. Ade- 
quate nutrition and adequate exercise are im- 
portant in promoting restful sleep. People 
should be encouraged to pursue restful and 
relaxing activities prior to preparing themselves 
for sleep. Many people have found specific re- 
laxing techniques helpful (see Chapter 30). Tea 
and coffee are both stimulants, and most people 
find it best to avoid these prior to bedtime. 
Almost everyone has an occasional sleepless 
night. If the sleeplessness continues, however, 
for more than one or two nights, one should 
consult a physician for a thorough investigation 
of the problem and assistance in resolving it. 

The sick person finds his normal patterns of 
daily living disrupted. It is helpful to provide 
diversional activities during the day, if these are 
not ruled out by his health problem, so that he 
does not sleep too much in the daytime and find 
himself unable to sleep at night. Morning naps 
are considered to be more beneficial than after- 
noon ones, because they are a continuation of 
the light REM sleep, whereas if a person sleeps 
in the afternoon, it is often a heavy sleep from 
which he wakens feeling groggy. 

If some of the usual bedtime rituals can be 
maintained for the patient, he will feel more 
secure and better able to rest. The dietary de- 
partment should be alerted to his usual bedtime 
snack and, if he is used to having a bath or 
shower before retiring, he should be given op- 
portunity to continue this practice if his condi- 
tion permits. 

Patients should be offered a bedpan or a urinal 
if they are unable to go to the bathroom them- 


selves, or should be assisted to the bathroom, so 
that they can wash their hands and face and 
clean their teeth, which are part of most people’s 
bedtime rituals at home. 

Some people are very fond of their own pil- 
low, and may find hospital pillows hard. There 
would seem to be no reason why the patient 
could not have his own pillow if he so desired. 
A familiar object or routine helps to promote 
security. A person may like the pillows arranged 
in a certain way; the head of the bed elevated to 
a certain angle; his position just so; his clock 
turned so he can see it during the night. It is 
small things like these that contribute so much 
to a person’s comfort. 

The nurse will find that it is worthwhile to 
spend a few extra minutes "settling" patients 
and attending to all the small details that are 
important to them. They will rest better and they 
are not so apt to need additional help later on 
in the evening or during the night. 

Most people find a back massage soothing and 
an aid to sleep. For some, relaxing techniques 
are helpful. Besides the relaxing exercises, a 
number of techniques for learning to control 
tension in the muscles and bring relaxation have 
been developed. The nurse will find reference 
to some of these in articles listed in the sug- 
gested readings at the end of the chapter. 

If hypnotic (sleep-inducing) drugs have been 
ordered, they should be given a few minutes 
before the lights are turned out. Analgesics to 
relieve pain should be administered sufficiently 
early for them to take effect before the hypnotic 
is given. This enhances the effects of the hyp- 
notic.* 

When the patient is "settled," and all details 
attended to, the lights should be dimmed. Noise 
should be kept to a minimum, and the patien: 
not disturbed unless absolutely necessary. 


much of his comfort depends on the condition of his 
bed. 


The Bed of the Ill Person 


The bed is especially important to most people 
who are ill. To the patient in the hospital, the 
bed may be the one thing that he feels is entirely 
his. Moreover, much of a patient's comfort is 
dependent upon the condition of his bed, par- 
ticularly if he is in it for long periods of time. 
When a patient appears to be unduly particular 
about his bed, the nurse should remember that 
he may spend 24 hours of his day in it. To him 
a neat, clean, and wrinkle-free bed is necessary 
ior comfort. Other patients who are exacting in 
regard to their beds and bed units may be cling- 
ing to a position from which they can control 
some aspect of their environment at a time when 
they believe that many decisions and activities 
are beyond their control. The ill patient's hori- 
zons often narrow, and matters about which he 
aormally would have no concern become im- 
Dortant. 

Traditionally, the hospital bed is made in the 
morning after the patient's bath. When the bed 
is made, soiled linen is changed and the entire 
ded is aired and remade. It is equally important 
that linen be changed whenever it becomes 
damp or soiled. Soiled or wet linen predisposes 
2 patient to skin breakdown and to infections. 


Types of Beds According to Purpose. There are 
several ways of making a bed and each has its 
zurpose. The closed bed, which is defined as an 
empty bed, is made after its occupant is dis- 
charged from the hospital. In a closed bed the 
spread extends over the bedclothes to the top of 
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the mattress and the pillows are placed on top 
of the spread. In some hospitals the spread 
covers the pillows as well as the entire mattress. 

The open bed refers to a bed that has been 
assigned to a patient. It may be prepared for a 
new patient, or may be made for any patient 
who is out of bed. The spread is folded back 
with the blankets, and the top sheet is turned 
back on the spread. One side of the top bed- 
clothes is sometimes turned back so that the 
patient can get into the bed easily. 

The occupied bed, as its name implies, refers 
to a bed that is occupied by a patient. Generally 
in this situation the person must remain in bed 
continuously, even while the nurse is making 
the bed. It is important for the nurse to learn to 
change linen and make a bed smoothly and 
quickly while the patient remains in it. Often 
the patient in an occupied bed is seriously ill 
and a great deal of activity is contraindicated. 

The anesthetic bed or recovery bed, a variation 
of the basic hospital bed, is used for the patient 
immediately after surgery. Its purpose is to pro- 
vide a clean area into which a patient can be 
easily moved. It is also important that the bed 
linen can be easily changed, with a minimum of 
disturbance to the patient. Frequently this type 
of bed is made in such a way that a part of it 
can be changed without remaking the entire bed; 
for example, a separate short sheet might be 
placed under the patient's head in such & man- 
ner tha! {| can be removed when i! is soiled 
without disturbing the rest of the bedclothes. 

The diagonal toe bed is designed ta expose 
the leg or foot of the patient and at the same 
time to provide warmth and adequate covering. 
A variation of the open bed, it is often used to 
air wet casts and for the patient whose leg is in 
traction. In the latter situation, ropes and pulleys 
extend from the patient's leg over the end of the 
bed, thus making it impossible to completely 
tuck the covers under the mattress at the foot of 
the bed. 


Linen for the Hospital Bed. The linen required 
for the basic hospital bed comprises two sheets, 
two pillowcases, one plastic or rubber drawsheet 
(optional], one cotton drawsheet (optional), one 
or two blankets, and one spread. (Blankets are 
also optional.) 

Cotton and rubber drawsheets have been tra- 
ditionally used on the sick person's bed for two 
reasons: They are easier to change than the 
bottom sheet, and they protect the mattress. 
With the availability of plastic-covered mat- 
tresses, however, an increasing use of cotton 
mattress pads (similar to the ones that are com- 
monly used in the home), the routine use of 
drawsheets, both rubber (or plastic) and cotton, 
is disappearing. In many agencies the use of 
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drawsheets is now reserved for the beds of 
patients who need them; they are no longer put 
on every bed. 

When a plastic or rubber drawsheet is used, 
it is placed under a cotton drawsheet since the 
rubber (or plastic) retains heat and is uncom- 
fortable. The drawsheet usually extends from 
above the patient's waist to his midthigh. Thus 
it can serve to absorb secretions in cases of 
urinary or fecal incontinence. 

The cotton that is used for sheets, pillowcases, 
and drawsheets must be of a heavy weight that 
wears well in spite of strong pulling and fre- 
quent washing. Moreover, because linen is often 
washed in disinfectant solutions in order to kill 
microorganisms, a heavy weight is necessary to 
withstand the laundering. 

The blankets that are used in hospitals and 
most other health agencies are frequently made 
of a loose cotton weave or a mixture of flannel 
and cotton. The blankets should be able to with- 
stand frequent washings without damage or 
shrinkage. In many hospitals, the temperature of 
patients’ rooms is such that no blankets are 
needed. However, blankets are sometimes nec- 
essary for warmth. Usually one or two blankets 
suffice. An extra blanket is sometimes used as a 
throw blanket over the spread. Blankets should 
never be used by more than one patient because 
of the danger of transferring microorganisms 
from one patient to another. The extra blanket 
can be rolled and stored at the foot of the bed, 
fanfolded down to the bottom of the bed, or put 
in the patient's closet until he wishes to use it. 
Elderly patients are often more sensitive to the 
cold than younger patients and require more 
covers for warmth. 


Changing the Hospital Bed. There are two 
basic procedures in changing a hospital bed: 
stripping the bed and making the bed. When the 
nurse is changing a bed, she should remember 
that microorganisms are present in the environ- 
ment and be aware of the methods by which 
they are spread. The following principles should 
be kept in mind. 


1. Microorganisms are present on the skin and 
in the general environment. 

2. Some microorganisms are opportunists; 
that is, they can cause infections when condi- 
tions are favorable. For example, a break in the 
skin or mucous membrane of the patient may 
become a site of infection. 

3. Patients are often less resistant to infections 
than healthy people because of the stress result- 
ing from an existent disease process. 

4. Microorganisms can be transferred from 
one person to another or from one place to 


another by air, by inanimate objects, or by direct 
contact among people. The nurse should there- 
fore avoid holding soiled linen against her uni- 
form, should never shake linen, and should 
wash her hands before going to another patient. 


The use of good body mechanics is also im- 
portant in making a bed. The principles that 
underlie body movements in helping the patient 
to move are equally applicable in bedmaking 
(see Chapter 23). Some guides based on these 
principles are useful here: 


1. Maintain good body alignment. For exam- 
ple, the nurse stands facing the direction in 
which she is working and works in such a way 
that she does not twist her body. 

2. Use the large muscles of the body rather 
than the small muscles. For example, flexing 
the knees in order to bring the body to a com- 
fortable working level is preferable to bending 
at the waist. The former uses the large abdomina! 
and gluteus muscles, whereas the latter puts 
strain upon the back muscles and shifts the 
center of gravity outside the base of support. 

3. Work smoothly and rhythmically. This is 
less fatiguing because the muscles are alternatelv 
contracted and relaxed. 

4. Push or pull rather than lift because i: 
requires less effort. 

5. Using your own weight to counteract the 
weight of an object decreases the effort anc 
strain. If the nurse shifts her weight when she 
is pulling a mattress, it requires less effort thar 
if she pulls the mattress with her arms. lr 
addition, she places little strain upon her back 
and arm muscles. 

The method used for stripping and making z 
bed differs from place to place. Basically, how- 
ever, every health agency wants the end produc 
to be neat, clean, comfortable, and durable, anc 
the bed-changing process to be economical ir 
use of time, equipment, and the patient's anc 
nurse’s energies. The following methods are sug- 
gested as guides to the student. 


Stripping the Bed. Stripping a bed necessitate: 
removing the linen and detachable equipmer- 
from the bed. 


1. Obtain the necessary equipment. Usual 
the nurse brings the linen and equipmer 
needed to make the bed at the same time as thz: 
required to strip it. Clean linen for the bed ar- 
equipment for patient hygiene can often be cc - 
lected at the same time. The fresh linen is place: 
on the bedside chair in the order in which it +: 
to be used. Generally all that is needed to str: 
a bed is a receptacle for soiled linen. Sor: 


hospitals provide a small hamper cart, which 
the nurse takes to the door of the patient's room 
and into which she places the soiled linen. Care 
must be taken that microorganisms are not trans- 
ferred by means of the hamper cart from one 
patient to another. Ideally, a linen hamper is 
provided for each patient. 

If hampers are not provided, the nurse can tie 
the bedspread by its corners to the post at the 
foot of the bed to serve as a receptacle for soiled 
linen. Placing soiled linen on the floor increases 
the possibility of spreading microorganisms. 

The nurse can avoid extra trips by taking 
several bundles of linen out to the linen hamper 
at one time. The nurse would also be wise to 
bring all her clean linen and clean equipment at 
one time in order to save time and effort. (See 
the procedures for making the open bed.) 

2. Remove the equipment from the bed. First 
the nurse places the patient's bedside chair be- 
side his bed. The back of the chair is in line 
with the foot of the bed and the front faces the 
head of the bed. Sufficient room is left between 
the chair and the bed for the nurse to pass in 
order to save her steps when she goes around 
the foot of the bed. If a chair is not available, a 
movable table may be used. The patient's call 
light, refuse bag, and so on are detached from 
the bed and placed on the bedside table. The 
patient's pillows are placed on the seat of the 
bedside chair; soiled pillowcases are put in the 
linen hamper. 

3. Remove the linen from the bed. Starting at 
the head of the bed, the nurse loosens the top 
and bottom bedding from the mattress as she 
walks around the bed. When she returns to the 
first side of the bed, she grasps the spread at the 
center and near side and folds it to the bottom 
of the bed. She then picks up the spread at the 
center and lays it folded in quarters across the 
pack of the bedside chair. This step is repeated 
for the blankets and the sheets, if they are to be 
-eused. None of the linen should touch the floor. 

If drawsheets are used they are folded with as 
little contact as possible and then picked up in 
:he center and placed over the back of the chair. 
The reason for folding linen in such a manner 
is that it is ready to be placed back on the bed 
with a minimum of movement. Conservation of 
energy and movement is important to a nurse's 
efficiency and to the quality of her care. The 
-emaining linen that is not to be reused is rolled 
into itself and discarded into the laundry ham- 
2er or linen bag. 

4. Turn the mattress. After the linen has been 
zemoved from the bed, the mattress may be 
-urned from side to side, if the nurse feels this 
:5 needed, and pulled to the head of the bed. By 
zrasping the lugs at the side of the mattress and 
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by using good body mechanics, the nurse can 
turn a mattress with little effort. 

5. The nurse washes her hands when she has 

finished stripping the bed and before putting on 
the clean linen. The used linen and the mattress 
harbor microorganisms that should not be trans- 
ferred to clean linen. 
Making the Open Bed. Frequently patients 
who are in bed much of the day are able to get 
up while the nurse makes the bed. However, the 
decision regarding the patient's activity is usu- 
ally the physician's, and the nurse should not 
help a patient out of bed unless there is a written 
order. Because a patient states that he feels well 
enough to get up is not sufficient reason for him 
to do so. On the other hand, even though the 
patient has permission to get up, his condition 
may change and the nurse may suggest that he 
stay in bed. 


1. Make the bed. The bottom sheet is placed 
on the bottom half of the mattress in such a way 
that the open edge is away from the center and 
the sheet just hangs over the bottom edge of the 
mattress. The sheet is then opened to the head 
of the bed and centered over the mattress. The 
sheet is tucked under the mattress at the head 
of the bed and the corner is mitered or squared 
on one side. The sheet is then tucked in 
smoothly along the sides. To miter the corner of 
a sheet the following steps are performed. 


a. Tuck tbe sheet in securely under the mat- 
tress at the head of the bed. 

b. Lift the sheet at A (see illustration above), 
and bring it along the side of the mattress. 

c. Grasp the sheet at B and bring this point 
directly up, releasing the sheet at A. 

d. Tuck in the part of the sheet that hangs 
below the mattress. 

e. Bring B down firmly and tuck under the 
mattress. The underfold of the corner (C) should 
be even with the edge of the mattress. 


To square a corner means to tuck in the end 
of the sheet and then to fold the side under so 
that the fold runs parallel to the corner and gives 
a boxed appearance to the corner. 

After the bottom sheet has been tucked in on 
one side of the bed, the drawsheets are placed 
on the bed if they are indicated. They are tucked 
in on the near side. 

The top sheet is then placed across the foun- 
dation near the foot and opened so that the 
bottom half of the bed is covered. It is then 
carried to the head of the bed until the edge of 
the sheet is even with the edge of the mattress. 
The blankets and bedspread are applied in the 
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same manner but are brought to within approx- 
imately 23 cm. (9 inches) of the edge of the 
mattress. 

When the bed has been made completely on 
one side, the other side is made up in the same 
manner. The foundation is pulled tight so that 
it is free of wrinkles. Wrinkles are uncomfortable 
and can be irritating to the skin. Many agencies 
now use contour (fitted) sheets, which make it 
easier to provide a firm wrinkle-free foundation 
for the bed. 

The head of the bed is completed by folding 
back the top covers. The pillows are replaced 
on the bed. 

2. Replace the equipment. Before the nurse 
leaves the bedside she replaces any equipment 
that the patient requires. This includes attaching 
the signal light to the bed, placing the bedside 
chair beside the bed, and arranging the bedside 
table within the patient's reach. All unnecessary 
equipment is removed, and small articles that 
the patient is not using are placed safely in his 
bedside table. The nurse should ask the patient's 
permission before discarding any of his belong- 
ings, including flowers. 


Making the Closed Bed. The procedure is usu- 
ally carried out by staff of the housekeeping 
department. In some situations, however, it may 
be a nursing responsibility. To make a closed 
bed the nurse follows the same method as for 
an open bed except that the spread is brought 
to the head of the bed so that it is even with the 
top sheet, and the top sheet and blanket are not 
folded back. There are many variations of this 
pattern in hospitals. 


Mitering a corner. 


Making the Occupied Bed. Making an occ: 
pied bed is similar to making an open bed excez 
that the nurse is concerned with maintainiz: 
the patient's body alignment, safety, and coz- 
fort. It is preferable to make the bed while tz 
bed is level; however, some patients are unabr 
to assume the supine position because of the: 
condition—for example, because of difficulty z 
breathing. In such cases, the nurse is challenge: 
to make a comfortable, neat bed while the hea: 
of the bed is elevated. Although the physiciz 
usually orders the position in which the patiez 
is to be maintained, it is often the nurse's de- 
sion whether the patient's position can + 
changed while the bed is made. 

When a bed is stripped while the patiez 
remains in it, a pillow is left for the patien: 
comfort. After the spread and blankets have bez 
removed, a bath blanket is placed over the tz: 
sheet, which is then removed by drawing : 
down from under the bath blanket. If the patiez 
is to be washed, it is done at this time, befar 
the foundation of the bed is changed, to prevez 
the clean sheet from becoming damp or soiz 
during the bath. 

It is easier to change the foundation of the be: 
if the patient is moved to the far side of the bez 
The foundation on the near side is loosened. : 
the linen is to be removed, it is folded to = 
center of the bed. Clean linen is placed on =- 
near side of the bed and tucked in. The patie: 
then rolls over the folded linen to the near s:= 
of the bed. The soiled linen is removed, and =- 
clean linen is pulled tightly across the bed a=- 
tucked in. 

The patient is assisted to the center of the =: 


A vertical toe pleat is made while the 
nurse is standing at the foot of the bed. 


and the second pillow is replaced. The top 
covers are replaced as for an open bed. The 
nurse must remember to withdraw the bath 
blanket after she has put on the top sheet. For 
some patients, as for example, orthopedic pa- 
tients in traction, the bed may be made from top 
to bottom rather than from side to side. 

When the nurse replaces the top covers, she 
should allow sufficient room for the patient to 
move his feet. Toe pleats in the top covers will 
provide this extra space for the patient. To make 
a vertical toe pleat, the upper sheet and the 
blankets are raised and a 5 cm. (2 inch) fold is 
made in the sheet and blankets parallel to the 
foot of the bed. The linen is then tucked in. As 
an alternative, the nurse can loosen the top 
covers at the foot of the bed, or the patient can 
cross his feet before the corners are mitered in 
order to ensure sufficient foot room. 

After the nurse completes the bed she tidies 
the unit. This involves putting away personal 
utensils that the patient is not using and placing 
articles such as his water glass and radio within 
easy reach. The hospital patient's signal cord is 
attached to the bed so that it is always within 
easy reach. It gives the patient a feeling of 
security to know that the nurse may be easily 
and quickly summoned. 

Today, hospitals often employ a housekeeping 
staff which is responsible for cleaning the pa- 
tient's unit. It is the staff's responsibility to clean 
the bed-unit tables, change the patient's drinking 
water, and look after his flowers. Floor washers 
are assigned to clean the hospital floors regu- 
larly. In a hospital where a specialized staff is 
not employed for these purposes, these duties 
may very likely become the nurse's responsibil- 
ity. In any case, the nurse is often responsible 
for checking that the patient's environment is 
clean and comfortable. It is a good idea for the 
nurse to stand back and check that everything 
is neat and tidy and that the patient is comfort- 
able. 


Making the Anesthetic Bed (Recovery Bed). 
The anesthetic bed is an adaptation of the basic 
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hospital bed. It is customarily made directly 
after the patient goes to surgery. If the patient is 
to go to the recovery room (postanesthetic room 
or P.A.R.) after surgery, the bed is usually taken 
there so that the patient is transferred to his own 
bed immediately after the operation is over. 

The purpose of the anesthetic bed is to provide 
a safe, comfortable, and convenient bed for the 
postsurgical patient. Usually the foundation for 
an open bed is completed, and then one or two 
rubber (plastic) and cotton drawsheets are 
placed over it to protect the bottom sheet. This 
is done because a short drawsheet is more easily 
changed than an entire bottom sheet; therefore 
the patient will be disturbed less if it is neces- 
all to change any part of the foundation of the 

ed. 

The top covers on the anesthetic bed are 
generally folded back in order to make it easier 
for the patient to be transferred into the bed. 
One method of arranging the top covers is to 
fold the bedclothes up on both sides and both 
ends. Then all the covers can be quickly folded 
to one side or the other when the patient is 
transferred to the bed. 

The anesthetic bed is always made with clean 
linen, as free from microorganisms as possible. 
A clean bed lessens the danger of infection and 
is generally more comfortable. If a pillow is 
needed for the postoperative patient, it should 
have a plastic covering to protect it from any 
vomitus and drainage. In many agencies today, 
all pillows have plastic covers for easy cleaning. 

The bed unit for the postoperative patient is 
arranged for efficiency of care. The patient’s 
personal belongings are put safely away, and the 
bedside table is left clear. Tissues should be 
immediately available and a kidney basin 
should be nearby so that it can be obtained 
quickly if it is needed. Side rails should be 
attached to the bed. An intravenous standard 
should be either attached to the bed or available 
in the patient’s room. Blood pressure equipment 
is needed also. Since oxygen or suction equip- 
ment is often required at the bedside, the nurse 
must check that a space is set aside for this 
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equipment and that the equipment is ready for 
the patient when he returns from the operating 
room. 


The Mattress. There are many different kinds 
of mattresses available for both therapeutic and 
comfort purposes. The regular mattress for the 
hospital bed is firm and often covered with a 
plasticized material. Patients who are allergic to 
these mattresses require mattresses made of 
foam rubber. This type offers the patient support 
but molds somewhat to his body. The foam 
rubber mattress also has an advantage in that it 
places less pressure upon the patient's bony 
prominences. Because of this it is often used in 
the prevention and treatment of decubitus ulcers 
in patients who must remain in bed for long 
periods of time. 

Also available are split foam rubber mat- 
tresses. These mattresses are divided horizon- 
tally into three sections. The sections at the head 
and foot of the bed are approximately 34 meter (212 
feet) in length and the middle section 12 meter (172 
feet) in length. The middle section is in turn 
divided lengthwise into two parts, one of which 
can be pulled out in order to insert a bedpan 
without moving the patient. The split foam rub- 
ber mattress is generally used for debilitated 
patients and for those who are unable to move. 

A third type of mattress is the alternating 
pressure mattress, which is run by a small motor. 
This mattress can be filled with either air or 
water. Areas of the mattress are alternately de- 
flated and inflated, with the result that there is 
a continual change in the pressure upon the 
various parts of the patient's body. These alter- 
ations. of pressure stimulate circulation to the 
skin, thus facilitating the nourishment of tissues 
and the removal of waste products. Before a 
patient is placed on an alternating pressure mat- 
tress he requires an explanation of the use of 
the mattress and reassurance about his safety. 
Some patients feel nauseated initially because 
of the motion, but this usually disappears within 
several hours. The nurse must also warn the 
patient and staff to be careful not to prick the 
mattress with safety pins or sharp instruments. 
This bed is more effective with only a single 
layer of linen between the mattress and the 
patient. Care must be taken not to pinch or shut 
off the tubing to the motor when the bed is being 
made. 

Another type of bed, the air-fluidized bed, 
uses the flotation principle to provide uniform 
support to all parts of the body. The mattress 
portion of the bed is made of very fine medical- 
grade optical glass spheres. Air is blown through 
these spheres to keep them constantly moving, 


and the patient experiences a comfortable sen- 
sation of floating without feeling unstable.* 

Sawdust mattresses are also used by some 
agencies for patients whose movement is lim- 
ited, to provide more equal distribution of pres- 
sure. Gel flotation and Silastic flotation pads are 
frequently used when the patient is transferrec 
to a normal bed. These pads are often used iz 
home care. 

It should be noted that the use of any of thes: 
special mattresses or pads is not a substitute for 
nursing care. Patients still need frequent turning, 
good skin care, and proper positioning, topic: 
we will discuss shortly. 


The Overbed Cradle 


The overbed cradle is a device that attaches 
to the mattress of the bed and extends over tb» 
top of the bed. It is used to keep the top bec 
covers off the patient. Some overbed cradles ar: 
hoop arrangements which extend from one sidt 
of the bed to the other; others extend only to the 
midline of the bed. Overbed cradles are usually 
made of metal or plastic. 

The primary purpose of the overbed cradle iz 
to keep the weight of the top bedclothes off the 
patient. Patients who have burns, uncoverec 
wounds, or wet casts often need to keep the toz 
bedclothes away from the injured area. Whez 
the nurse is applying a cradle to the patient's 


-bed, she should ensure that it is securely fas- 


tened to, or under, the mattress. The cradle i: 
carefully positioned so that the area of the pe 
tient's body that is to be free from the weight a 
the top bed covers is directly under the cradle 
The top bedclothes must be pulled up highe 
than normally so that they cover the shoulder: 
of the patient. 


The Footboard 


The footboard is a device that is placed towarz 
the foot of the patient's bed to serve as a suppor 
for his feet. Some footboards fit onto the bec 
frame across the foot of the bed; others attach :- 
the sides of the bed frame and thus may rest oz 
the mattress at any point along the bed. Foo: 
boards are usually made of wood, plastic, ar 
heavy canvas. 

Footboards are also used to keep the weigt 
of the top bedding off the patient's feet as wet 
as to support the patient in maintaining his fee 
in a neutral position. Normally the feet of th: 
patient who is lying in the dorsal position wi- 
be bent into plantar flexion (see Chapter 23). © 
time, if his feet are not exercised or supportec 


they may become fixed in plantar flexion. This 
condition, known as footdrop, is the result of 
contractures of the gastrocnemius or soleus mus- 
cles. With this complication, the patient is un- 
able to stand with his heels on the floor. Foot- 
drop is usually treated by physiotherapy, but 
sometimes it can be modified only by surgery. 

When the nurse applies a footboard to the bed, 
it is placed so that the patient can rest the soles 
of his feet against it while the rest of his body 
is in good alignment. The top bedclothes need 
to be brought higher up on the bed so that they 
cover the patient’s shoulders. The footboard is 
securely fastened to the frame of the bed; it 
usually has to be removed when the foundation 
of the bed is stripped. 

A footblock is a block of wood or a box that 
is placed at the foot of the bed. Its purpose is 
the same as that of the footboard. The footblock 
has a disadvantage: it is not adjustable to the 
height of a patient. On the other hand, it is easily 
obtainable for the patient who is confined in bed 
at home. 


The Fracture Board 


The fracture board (bed board) is a support 
that is placed under the patient’s mattress to 
give added rigidity to the mattress. It is usually 
made of wood or of wood and canvas and is 
constructed to fit the standard hospital bed. One 
type of fracture board has hinges so that the 
head and knee gatches of the bed can be used 
with the board in position. Another type is made 
of slats, which provide for flexibility so that the 
head and knee gatches of the bed can be raised 
or lowered if desired. 

The fracture board is used in situations in 
which the patient needs additional support for 
nis back. Patients who have spinal injuries often 
nave fracture boards ordered by the physician. 

The fracture board is easily applied to an 
unoccupied bed. Usually an orderly can slide 
the fracture board from a stretcher to the bed, 
making sure that the hinged joints of the board 
correspond to the gatches of the bed. The nurse 
should explain to the patient that the purpose 
of the board is to provide firmness and thus 
should not be modified by the extensive use of 
pillows. 


The Balkan Frame 


The Balkan frame is a frame made of wood or 
metal that extends lengthwise above the bed and 
is supported at either end by a pole. A trapeze 
may be attached to the frame just above the 
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i^ 


A Balkan trame with trapeze. 


patient's head as an aid to the patient in lifting 
himself up in bed. Often the Balkan frame serves 
as an attachment for the pulleys and weights of 
traction equipment, which is used for patients 
who have fractures of the lower limbs, particu- 
larly the femur. 

Often the sole purpose of the Balkan frame is 
to provide a trapeze. Some frames use only one 
pole when it is necessary to support only a 
trapeze. The nurse can show the patient how to 
use this as añ exercise device or as an aid in 
moving. 


The Bradford Frame 


The Bradford frame is a canvas, stretcher-like 
device that is supported by blocks on the foun- 
dation of the bed. It is often used to immobilize 
patients who have injured spines. The canvas is 
divided into three parts so that the small center 
portion cam be removed to insert a bedpan. In 
many fracture beds the canvas covering of the 
frame is in strips to facilitate care of the patient. 

One of the nurse’s responsibilities is to reas- 
sure the patient that he is not likely to fall off 
the frame and that he should lie quietly. Brad- 


The Bradford fame. Note the removable canvas strip 
in the center to allow insertion of a bedpan. 
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ford frames have been replaced in many in- 
stances by Stryker frames and Foster beds. 

A number of other beds have been devised for 
patients who will be helpless for long periods 
of time and for those with specific health prob- 
lems, as, for example, the CircOlectric bed, the 
HighLow Tilt bed, the Rocking bed, and the 
Chair bed. These are usually discussed in med- 
ical-surgical nursing courses and the student is 
directed to texts in this field for additional 

‘information. 


Positioning the Patient 


Generally patients assume the positions that 
are most comfortable for them. For the patient 
who can move easily and freely in bed without 
therapeutic considerations, the nurse’s chief re- 
sponsibility in regard to his position is his com- 
fort. The astute use of pillows and the provision 
of a firm foundation will help him remain com- 
fortable. 

Patients assume positions for therapeutic rea- 
sons as well as for comfort. There are many 
possible reasons for positioning a patient thera- 
peutically; to maintain good body alignment, to 
prevent contractures, to promote drainage, to 
facilitate breathing, and to prevent the develop- 
ment of skin breakdown over bony prominences 
are but a few. 

The physician often prescribes the appropriate 
therapeutic position for a patient. There are 
many situations, however, in which the nurse 
used her judgment as to which position is best. 
Intelligent assessment of a patient’s problems 
and a knowledge of anatomy and physiology are 
important bases for such judgments. Also, the 
nurse needs to be aware of the variety of posi- 
tions that it is possible for the patient to assume 
and the supportive measures that promote his 
comfort in these positions. 

The following are guides with which the nurse 
should be familiar in assisting patients to as- 
sume different positions: 


1. Positions as close as possible to the basic 
anatomical position provide good body align- 
ment, which is, of course, desirable. 

2. Joints should be maintained in a slightly 
flexed position. Prolonged extension creates un- 
due muscle tension and strain. 


3. Positions should be changed frequently, æ 
least every 2 hours. Prolonged pressure on one 
area of the skin may cause the skin to break 
down, with resultant pressure sores (decubitus 
ulcers). The tolerance of the skin of individue: 
patients is not generally known. 

4. All patients require daily exercise unless x 
is medically contraindicated. 

5. When a patient changes his position, his 
joints should go through the full range of motior 
unless this too is medically contraindicated. 


Anatomical Position. The anatomical positiaz 
will be discussed in Chapter 23. In positioning 
patients in bed, the principles of the anatomica 
position are maintained—that is: 


1. Good alignment of all body parts 

2. Equal weight distribution of body parts 

3. Maximal space in body cavities for interna 
organs 

4. Joints in functional position (for walking 
grasping objects, etc.) 


Certain positions that do not follow the the- 
apeutically anatomical position fully may be 
best for some patients. The basic principle 
should be kept in mind and applied insofar a 
is possible, however. 


Supine (Dorsal Recumbent) Position. In the 
supine (dorsal recumbent) position the patiex 
lies on his back with his head and shoulders 
slightly elevated. Usually one pillow suffices far 
this purpose. The lumbar curvature of the baca 
is best supported by a small pillow or a foldec 
towel if necessary. 

If the patient does not have support for his 
thighs, they will tend to rotate outward. Tw: 
rolled towels or a rolled bath blanket tucked iz 
at the lateral aspects of the thighs under the 
trochanter of the femur will maintain the pe 
tient's legs in alignment. His legs should bx 
slightly flexed for maximal comfort. This is æ- 
tained by placing a small pad under his thighs 
just above the popliteal space. Direct pressure 
should be avoided upon the popliteal area be- 
cause of possible interference with circulatiar 
to the extremities and injury to the poplitea 
nerve. The trochanter roll (or hip roll) is oftez 
used for this purpose; it is made from a bat 


Supine (dorsal recumbent) position with padding 3c 
support and to prevent pressure on bony pror 
nences. 
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A trochanter roll can be used to prevent external rotation of the hip. The safety pins 
used to secure the roll initally are placed so that they face away from the patient. 


towel. The towel is folded lengthwise once and 
then rolled to within 6 inches of one end. The 
roll is secured by two safety pins that are fas- 
tened between the body of the roll and the tail 
of the roll. To support the thigh of the patient 
sọ as to prevent external rotation, the tail of the 
roll is placed under the patient's thigh, with the 
safety pins away from the patient. The roll is 
then firmly secured along the patient's leg. Tro- 
chanter rolls may also be used to raise a patient's 
heels off the foundation of the bed. 

In the supine position, the patient's feet will 
normally assume a plantar flexion position. Pro- 
longed positioning in plantar flexion, however, 
can result in footdrop, a condition in which the 
gastrocnemius and the soleus muscles remain 
involuntarily contracted. Preventive measures 
for this complication include the use of the 
footboard, which helps the patient to maintain 
his feet in dorsal flexion and removes the weight 
of the bedclothes from his toes, and the heel 
protector, which supports the foot's position as 
well as providing protection for the heel. Flex- 
ion, extension, and circumduction of the pa- 
Sent's ankles help maintain muscle tone and 
ankle joint mobility. 

When the patient is lying in the supine posi- 
tion (and in all positions described subse- 
quently), care should be taken to maintain the 
fingers in a functioning position, that is, fingers 
Sexed and thumb in opposition. A small hand 


The heel protector supports the foot in dorsal flexion 
and protects the heel simultaneously (From Lucile A. 
Nood and Beverly J. Rambo: Nursing Skills for Allied 
Health Services. Vol. 1, 2nd Ed. Philadelphia, W. B. 
Saunders Co., 1977.) 


roll may be placed in the palm of the hand and 
the fingers curved around it. This is particularly 
important for unconscious patients and for those 
who have difficulty of movement in one or both 
hands. Wristdrop must also be prevented. The 
hand should never be left in a dependent posi- 
tion. It should be supported so that it is in a 
straight line with the lower arm. 

Sponge rubber pads, sheepskin pads, and 
small pillows also serve as supportive devices. 
Placed under bony prominences, they relieve 
pressure; placed in the lumbar curve or under a 
limb, they support or elevate an injured part. A 
small sponge rubber pad placed in the patient's 
hand can be used as an exercise implement. It 
can also be used to prevent severe flexion of the 
hand and to separate skin surfaces in conditions 
of spastic contraction. The size of the pad allows 
slight flexian of the hand and fingers, with the 
thumb comfortably placed in its normal anatom- 
ical position. 

Sandbags also serve as a means of providing 
support te the patient. They are firmer than 
trochanter rolls and, because of their weight, are 
less easily moved. For this reason, sandbags are 
desirable when body alignment must be main- 
tained—for example, in fractures. Sandbags 
should be pliable so that they can be shaped to 
the contours of the body. 

In some cases, the patient's head and shoul- 
ders are not elevated by pillows and rolls. The 
patient lies on his back with his head and 
shoulders om the flat surface. Supports similar 
to those just described are used when indicated. 

This position is frequently prescribed for pa- 
tients who have had spinal anesthetics. 


Prone Position. The prone position is a posi- 
tion in which the patient lies on the abdomen 
with the head turned to one side. Many people 
are relaxed and sleep well in this position; some 
find it most comfortable to flex their arms over 
their heads. 

Supportive measures for the patient in this 
position include a small pillow or pad, as 
needed, under the abdomen at the level of the 
diaphragm in order to give support to the lumbar 
curvature and, in the case of the female patient, 
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to take weight off the breasts. A small pillow or 
towel roll under each shoulder helps to maintain 
the anatomical position. In addition, a pillow 
under the lower legs elevates the patient's toes 
off the bed and permits slight flexion of the 
knees. Alternatively, the patient can extend the 
toes over the end of the mattress to take the 
weight off the toes. Plantar flexion is minimized 
if the patient's lower legs are also supported. 
When the patient is in a prone position, there is 
pressure on the knees. A small pad under the 
thighs can be used to relieve this pressure. 
Sheepskin or sponge rubber pads may also be 
used under the knees. 

The patient may prefer a pillow for his head. 
Unless the physician wishes the patient's head 
on a flat surface, in order to promote drainage 
of mucus, for example, a small pillow is often 
more comfortable; however, it should not be so 
thick as to hyperextend the patient's head. 


Lateral (Side-Lying} Position. In the lateral po- 
sition, the petient lies on his side with both 
arms forward and his knees and hips flexed. The 
upper leg is Mexed more than the lower leg. 
Weight is borme by the lateral aspects of the 
patient's ilium asd by his scapula. 

The upper knee and hip should be at the same 
level; the upper w and wrist should be at 
the same level ee the upper shoulder to prevent 
the limbs fram being in a dependent position. 
The patient's heels and ankles may be protected 
by using smal! pads (iar example, of sheepskin 
or sponge rubber) to keep them from rubbing on 
the bedelothes. 

If the patients upper arm falls across his chest, 
his lung capacity may be restricted; a pillow to 
, support the patient's arm permits greater chest 
expansion and enables the nurse to readily ob- 
serve the character and rate of his respirations. 


Lateral position. Notice the pillow supporting the pa- 
tient's upper arm In order to allow for chest expansion. 


Prone position with padding for support and t 
prevent pressure on bony prominences. Noe 
that the head is tumed to the side and no pill» 
is provided. 


The person who lies laterally will probah- 
prefer a pillow for his head. A pillow of prope 
depth should prevent lateral flexion of the hea- 
Frequently the patient will also require the suz- 
por of a pillow placed lengthwise behind t= 
back. 

The lateral position is prescribed in order t 
take weight off the sacrum of the patient: = 
addition, the patient can eat more easily in =: 
position than in the supine position. It a:s 
facilitates some kinds of drainage. Finally, mar 
people find it a relaxing position. 


Fowler's Position." Fowler's position is præ- 
ably one of the most frequently assumed pos 
tions. It is a sitting position in which the bee 
gatch of the patient's bed is raised to at leas 
45-degree angle. 

In Fowler's position the patient is usua: 
comfortable with at least two pillows for = 
back and head. The first pillow is best place. 
far enough down the patient's back to proviz 
support for the lumbar curvature. A secar 
pillow supports the head and shoulders. © 
emaciated patient will probably need three = 
lows. For patients who are very weak, pillow 
placed laterally will support the arms and b=- 
to maintain good body alignment. 

Small pillows or a pad under the patie 
thighs permits slight flexion of the knees, anz 
footboard permits dorsal flexion and prever: 
the patient from sliding toward the foot of = 
bed. Occasionally the knee gatch of the bec : 


*In some agencies, Fowler's position refers to the eleva 
of the upper part of the body without flexion at the == 
any elevation with hip flexion is referred to as the sex 
Fowler position. 


Fowler's posltion. Pillows can be provided for the ze 
tient's arms If such support is required. 


used to support flexion of the knee. If the knee 
gatch is used, it should not be flexed too much 
because of the danger of putting pressure on the 
popliteal nerve and major blood vessels that are 
close to the skin surface in the popliteal area. 
Prolonged pressure can cause serious interfer- 
ence with both nerve supply and circulation to 
the lower limbs. Hence, the knee gatch is seldom 
used for patients now. 

In Fowler's position the main weight-bearing 
areas of the patient are the heels, sacrum, and 
posterior aspects of the ilium. The nurse should 
pay particular attention to these areas when she 
gives skin care. 

Fowler's position is indicated for patients who 
suffer either cardiac or respiratory distress, since 
it permits maximal chest expansion. 

Two variations of Fowler's position are the 
semi-Fowler and high Fowler positions. The 
semi-Fowler position refers to an elevation of 
the head of approximately 30 degrees. This is a 
comfortable position for the patient who must 
remain with his head and chest slightly elevated. 
"The high Fowler position refers to the full sitting 
position, that is, with the head of the bed ele- 
vated to a 90-degree angle. The head gatches of 
most hospital beds can be elevated to this height. 
A position somewhat similar to the high Fowler 
is the sitting position in which the patient leans 
over an overbed table upon which several pil- 
lows have been placed for comfort. Some pa- 
tients with respiratory problems find this posi- 
tion makes breathing easier for them. Patients 
who have difficulty exhaling tend to lean for- 
ward to compress the chest for additional force 
on expiration. The pillows on the overbed table 
provide support for the arms and help to main- 
tain the individual in as erect a position as 
possible to increase his total lung capacity. 


Sim's Position (Semiprone or ?4 Prone Posi- 
tion). Sims's position is similar to the lateral 
position except that the patient's weight is on 
the anterior aspects of the patient's shoulder 
girdle and hip. The patient's lower arm is behind 
him, and his upper arm is flexed at the shoulder 
and elbow. The upper leg is acutely flexed at 


Sims's position (semiprone position). A small pillow 
may or may not be placed under the patient's head. 


P 
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the hip and knee, and the lower leg is slightly 
flexed at the hip and knee. 

A rolled pillow placed laterally and in front 
of the patient's abdomen will support the patient 
in this position. Pillows for the patient's upper 
arm and upper leg will prevent adduction of 
these limbs, and a small pillow for the patient's 
head will prevent lateral flexion. If; however, 
the patient is unconscious and the nurse wants 
to promote mucus drainage from the mouth, a 
pillow under his head is contraindicated. 

In Sims's position the patient's feet naturally 
assume the plantar flexion position. If the pa- 
tient is to maintain Sims's position for some 
time, supports should be provided in order that 
his feet assume the dorsal flexion position. A’ 
footboard or sandbag can be used for this pur- 
pose. 

Sims's position can be established on both the 
left side and the right side. The patient's position 
should be changed frequently; if he is unable to 
move himself, the nurse can help him turn every 
2 hours, or oftener as needed. When turning the 
patient who is unconscious, the nurse should 
be sure that the patient's eyelids are closed to 
prevent the possibility of the cornea's being 
scratched by the bedclothes. Good skin care, 
particularly to the anterior aspects of the pa- 
tient's ilium and shoulder girdle, is also indi- 
cated. 

This position is prescribed for patients who 
are either unconscious or unable to swallow. It 
permits the free drainage of mucus. Sims's po- 
sition also allows maximal relaxation and is 
therefore a comfortable sleeping position for 


many people. 


Trendelenbarg Position. This position is used 
for some kinds of surgery and occasionally in 
situations involving shock and hemorrhage. In 
the modified Trendelenburg position shown on 
page 442, the patient lies on her back. The foot 
of the bed is elevated at a 45-degree angle so 
that the patient's hips and legs are higher than 
her shoulders. 

This adaptation of the Trendelenburg position 
is sometimes used for a patient who requires 
vaginal irrigation. In this procedure it is impor- 
tant that the patient's hips be higher than her 
chest in order that the irrigating fluid will reach 
the posterior fornix of the vagina. Draping for 
this position is similar to that used in the lith- 
otomy position (see Chapter 9). 

In a regular Trendelenburg position the foot 
of the bed is elevated but the patient is not 
flexed at the waist. This position is also used in 
some situations when the patient is in shock. 

There are other positions for patients, and the 
nurse will see them used in the nursing unit 
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and in the operating room. But, regardless of the 
position of the patient, certain principles apply: 
In positioning the patient in bed, it is most 
important that the nurse drape the patient ade- 
quately. In many situations it is equally impor- 
tant that she change the patient's position fre- 
quently. Adequate exercise, good skin care, and 
supportive measures for maintaining good body 
alignment should also be carried out. 


The Back Massage (Back Rub) 


In helping the petient relax in preparation for 
sleeping, after bis bath and at other times as 
indicated. the patient's back is rubbed with an 
emollient lotion or cream. Although alcohol was 
for many years *he traditional solution for rub- 
bing the backs of patients in hospital, and is still 
used in some ies. it is no longer recom- 
mended as a back rub. Alcohol dries and hard- 


A soothing back mb Belps to relax the patient and 
promotes comfort amd rest. 


The modified Trendelenburg position. 


ens the skin, leaving it more susceptible t 
cracking. This is a particular hazard in the e- 
derly, whose skin tends to be dry and thin, an: 
in patients whose nutritional status or hydratix 
is poor. Emollient creams and lotions are coe 
sidered preferable. Most agencies have their ow: 
preference as to the type of cream or lotion use 
for back care. 

When the nurse gives the patient a back riz 
the best position for the patient is the prom 
position. The side-lying position is the next mæ 
preferable. These positions permit the nurse : 
use long, firm strokes, which are both soothm 
to the patient and stimulating to the blood cr 
culation. A circular motion over the body pron 
inences of the shoulder blades and at the bæ 
of the spine helps to keep the skin in goo 
condition. 

When giving a back rub, the nurse shox: 
warn the patient that the solution may feel coc 
It is more comfortable for the patient if the nur» 
warms the solution in her hands before st 
applies it to the patient's back. The nurse sta 
at the shoulder area and, using the palms oí » 
hands and her fingertips, rubs the patient's n=: 
with circular motions extending to the hair» 
This helps to relax the shoulder and neck me 
cles, which so often are tensed in anxious pe 
ple. She then moves her hands to the sacral ar 
and repeats the circular motions with the par 
of her hand and her fingertips. Then, starting . 
the sacrum, she rubs up the center of the ne 
to the hairline, using long smooth strokes. me 
over to the shoulders, where she proceeds àzw 
the sides of the back, using broad circular = 
tions. The circular motions are made to incre 
circulation to these bony prominences. The pr 
sure of the nurse's motions should be s= 
ciently firm to stimulate the muscle tissue. KH» 
ever, if the patient is very thin or the skin + 
poor condition, the nurse should be carefui = 
to use undue pressure in rubbing or massaez: 
After the circular motions over the shoula= 
the nurse brings her hands down to the lcw- 
edge of the patient's buttocks and to the patie— 


Long, smooth, circular motions increase the blood 
circulation to the skin. 


sacrum, continuing with the broad circular mo- 
tions. This process is continued until the circu- 
lation to the skin has been stimulated and all 
lotion is rubbed in well. The nurse also rubs the 
patient's knees, elbows, heels, and any other 
reddened areas on bony prominences. Care 
should be taken, however, not to massage red- 
dened areas on the patient's thighs or lower legs. 
Sometimes, when circulation is poor, a person 
may develop a clot in one of the blood vessels 
supplying the limbs. Surface areas in the vicinity 
of the clot often become reddened, warm to the 
touch, and tender. Massage may loosen the clot 
and cause it to circulate in the blood stream. 
This can be dangerous because the clot may 
subsequently block another vessel (for example, 
in the heart), where it can cause much damage. 
The nurse should always report the presence of 
reddened areas on the patient's skin and partic- 
ularly those that may be indicative of clot for- 
mation in the blood vessels below the surface. 
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PLANNING AND EVALUATING 
NURSING ACTION 


Interventions to promote comfort, rest, and 
sleep are an integral part of nursing care for all 
patients. A specific "sleep plan," or a sleep and 
rest plan, is helpful in focusing attention on 
these important aspects of patient care and in 
facilitating communication about each individ- 
ual's needs, preferences, and problems with re- 
gard to comfort, rest, and sleep. Expected out- 
comes for specific interventions are related to 
each of these three needs. The expected out- 
comes of comfort measures might be that the 
patient is comfortable at all times, as evidenced 
by facial expression, by absence of restlessness 
and of other outward signs indicative of discom- 
fort, and by verbal expressions that communi- 
cate to the nurse that he is comfortable. A 
decrease in frequency of requests for analgesics 
(or requests for other things) also helps to indi- 
cate to the nurse that the patient is comfortable. 

Expected outcomes of interventions to pro- 
mote rest and sleep relate to the amount of rest 
and undisturbed sleep the patient has, and to 
the ease with which he is able to get to sleep. 
The outcomes then might be expressed in terms 
of the amount of additional rest considered de- 
sirable for the patient, the time taken to get to 
sleep, the number of hours slept, and the number 
of times his sleep is interrupted by wakeful 
periods. A decrease in the last-named might be 
a criterion for measuring the effectiveness of the 
nursing interventions taken. 

As with nursing interventions used with other 
problems, the setting down in writing of the 
expected outcomes in sufficient detail that they 
can be used as criteria for evaluation by all 
nursing personnel helps to direct observations 
used in both assessing and evaluating the pa- 
tient's comfort, rest, and sleep status. 


GUIDE TO ASSESSING COMFORT, REST, AND SLEEP STATUS 


1. What are the patient's usual habits in regard to sleep and rest (e.g., usual hours 
for sleeping, taking naps, snacks at bedtime, hygiene practices before retiring, 
placement and number of pillows, sleeping position, other aids for sleeping)? 


2. Does he have any long-standing problems with resting and sleeping? Has he any 
problems now? 


3. Does he have a health problem(s)? If so, what is the nature of the problem or 
problems? What are the diagnostic and therapeutic plans of care for him? If 
diagnostic reports have been received, what do they indicate about this patient's 
problem(s)? 


4. Have hypnotic drugs been ordered for the patient? Analgesics? Was the patient 
using any medications before admission to this agency? If so, what drugs were 
they? 
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5. Are there any restrictions on the patient's mobility? Has a therapeutic positio: 
been prescribed? 


6. What potential or existing sources of anxiety does this patient have? (See Chapte 
30 for further questions in this regard.) 


7. What position is best for this patient? Does the patient need assistance to mainta-: 
a position of good body alignment? 


8. Does he need help with meeting his needs for elimination? If so, what kind x 
help does he need? 


9. Does he say that he is uncomfortable, unable to rest or to sleep? If so, what thing 
are causing his discomfort? Is he in pain? Is his bed comfortable? Does his dressiz 
need changing? Can he reach everything he needs? 


10. Do you observe any signs of discomfort in the patient (e.g., is he restless? pai 
tense? perspiring profusely? lying rigidly in bed? Are his bed and his unit nec 
and tidy? Is the foundation of the bed firm and free of soiled or damp linen? Dos 
he look uncomfortable?)? 


11. Does he have difficult getting to sleep at night? Is he wakeful during the night: 
12. Is he getting sufficient rest and sleep? 


13. Is the environment conducive to sleeping and resting? 


STUDY SITUATION 


Mrs. R. Rogers is a 56-year-old woman who was admitted to the hospital with acu: 
rheumatoid arthritis involving her back, her knees, and her feet. Mrs. Rogers is z 
obese woman and she finds it difficult to breathe when the head of her bed is ĵe 
She complains of pain in her joints continually. Mrs. Rogers has a limited incom 
and lives by herself in a small apartment. Her husband died 4 years ago, and her =: 
daughter lives out of town and finds it difficult to visit her mother frequently. 

The physician has ordered that Mrs. Rogers be maintained in good body alignm= 
at all times. Her position is to be changed every four hours. She is on a low cala 
diet. Her medications include acetylsalicylic acid (0.6 gm. four times a day) a 
Seconal (50 mg. at bedtime). 


1. What factors might cause Mrs. Rogers to have problems with regard to comix 
rest, and sleep? 


2. How would you assess Mrs. Rogers' present comfort, rest, and sleep status? 


3. What objective signs would indicate to you that Mrs. Rogers is uncomfortas: 
is not resting, or is not sleeping well? 


4. What subjective observations by Mrs. Rogers might you note? 


5. What other members of the health team are, or might be, involved in help- 
Mrs. Rogers? For what purpose? 


6. What positions do you think might be most comfortable for Mrs. Rogers? 


7. What supportive devices might make Mrs. Rogers more comfortable? How sho. 
you use them? 


8. Outline a nursing care plan for Mrs. Rogers. 
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The Nurse Should Be Able to: 


Discuss the importance of pain as a protective mechanism for the 
body 

Describe the physiological mechanisms for receiving, transmittinz 
and interpreting pain sensations 

Explain present thinking regarding the cause of pain by varios 
types of stimuli 

Discuss factors affecting an individual's perception of pain and hs 
reaction to it 

Discuss variations in pain perception and pain reaction througho.: 
the life cycle 

Assess the patient's pain status 

Identify situations requiring immediate action to relieve a patien: : 
pain and intervene appropriately 

Apply relevant principles in planning and implementing nursi 
interventions 
a. to prevent potential problems of pain 
b. to relieve a patient's pain 
c. to help him to cope with it 

Evaluate the effectiveness of nursing interventions 


PAIN AVOIDANCE 


INTRODUCTION 


Pain is a sensation that is caused by the action 
of stimuli of a harmful nature. It is one of the 
most common causes of discomfort in an indi- 
vidual, and both Maslow and Kalish have in- 
cluded pain avoidance among the first priority 
physiological needs. Pain avoidance would 
seem to be almost an instinctive reaction to 
harmful factors in the environment. Certainly, 
newborns are capable of avoiding pain and will 
withdraw from it if possible. If one leg of a 
newborn is stroked, for example, the other leg 
will cross over and push the offending hand 
away.' People who have pain experience varying 
degrees of distress, from a mild feeling of dis- 
comfort to an acute feeling of agony that oblit- 
erates all other sensations. 

Although distressing, pain is in most instances 
a protective mechanism that warns the individ- 
ual that body tissues are being damaged or are 
about to be damaged. The point at which pain 
is first felt is called the pain perception thresh- 
old. In controlled laboratory experiments, it has 
been found that this threshold is remarkably 
similar in most individuals under normal cir- 
cumstances; that is, people subjected to an in- 
creasing amount of a painful stimulus, such as 
an increasing degree of heat applied to an area 
of the body, report feeling pain at almost exactly 
the same point of intensity of the stimulus. 
However, this threshold may be altered by a 
person's physical condition or by his emotional 
state at the time the pain is experienced. 

Then, too, each person's reaction to pain is 
highly individualistic. Pain is also one of the 
most common and, probably, the most important 
of all the signs and symptoms of illness. Some 
people accept pain with stoical indifference; 
others react to similar pain with weeping or 
other outward displays of suffering. Also, the 
same individual may react to pain differently 
under different circumstances. The way in 
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which an individual reacts to pain at any given 
time appears to be influenced by a number of 
factors: physical, emotional, and cultural. 

The reasons for the anomalies in both the 
perception of pain and the reaction of people to 
it has intrigued physiologists, psychologists, and 
sociologists for many years. Although pain is 
such a common symptom of illness, there are 
still large gaps in our knowledge concerning the 
mechanisms for receiving, transmitting, inter- 
preting, and reacting to pain sensations. Recent 
research in the fields of neurophysiology, exper- 
imental psychology, sociology, and nursing has 
increased our understanding of the phenomenon 
of pain and contributed to our ability to help 
people in pain. However, there are still many 
unanswered questions for which different theo- 
ries have been proposed. 


THE PHYSIOLOGY OF PAIN 


It is generally agreed that pain begins with 
stimulation of sensory nerve endings located on 
the bodv's surface or in the deeper structures. 
Although it has been traditionally assumed that 
there were specific receptors for pain, as for 
touch and temperature, there seems to be evi- 
dence that pain is not a pure sensation. Rather, 
it may be caused by intense stimulation of all 
types of sensory receptors. Thus, a hot water 
bottle may feel comfortably warm in one in- 
stance but in another—if the temperature of the 
water it contains is too high—the heat may be 
painful. Similarly, stroking or patting of the skin 
with a light pressure may be soothing, whereas 
rough massage can hurt. 

The sensory nerve endings appear to be dif- 
ferentially sensitive to painful stimuli; that is, 
some are more sensitive to pain than others. 
Also, some areas of the body are richly supplied 
with free sensory nerve endings that are sensi- 
tive to painful stimuli, while other areas are not. 
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The skin has an abundant supply, as have some 
of the internal organs, such as the arterial walls, 
the joints, and the ‘periosteum. Other organs 
have fewer receptors that are sensitive to pain; 
the brain and the alveoli of the lungs have none. 

Once a pain impulse is initiated by the stim- 
ulation of a sensory receptor, the impulse is 
transmitted rapidly via first-level neurons to the 
lateral portion of filaments in the spinothalamic 
tracts of the spinal cord and thence to the thal- 
amus. In the thalamus, there is a crude sorting- 
out and evaluation of the pain impulses, which 
are then transmitted via third-level neurons to 
higher centers in the brain. Between the thala- 
mus and the sensory areas of the cerebral cortex 
where pain is perceived, it is believed that there 
is a further sorting-out and evaluation of the 
sensory impressions. Not all impressions reach 
the cortex; a person can only focus his attention 
on a limited number of stimuli at any one time. 
It is believed that the reticular system of the 
brain performs the function of evaluating the 
sensory impressions received in the thalamus 
and forwarding on to the cortex those of suffi- 
cient importance to merit attention. Once the 
impression reaches the cortex, the person be- 
comes aware of the pain. Action is then set in 
motion to counteract the noxious stimulus that 
has caused the pain. 

In some instances, the stimulus is of sufficient 
intensity for a response to be initiated at the 
cord level. For example, the slightest touch of a 
hot stove causes a reflex reaction, and the indi- 
vidual withdraws his hand immediately. 

Sometimes pain is perceived in one area of 
the body although the stimulus was in another 
area. Pain that is initiated in a deep visceral 
organ, for example, may be perceived by the 
individual on a surface area, or sometimes pain 
appears to be transferred from one surface area 
to another. This is called referred pain. The pain 
of myocardial infarction (a blockage in one of 
the blood vessels supplying the heart muscle) 
typically gives rise to feelings of pain in the left 
shoulder and down the left arm of the afflicted 
individual, in addition to the pain felt in the 
region of the heart. 

The physiological mechanism of referred pain 
is more complicated than the mechanism just 
described for the perception of pain. In referred 
pain, the fibers carrying pain impulses from the 
viscera are believed to synapse (join together) 
with other neurons in the spinal cord. If the 
pain stimulus from the visceral organs is suffi- 
ciently intense, the sensa.ion tends to spread 
over into some areas that normally receive stim- 
uli only from the sk.n. Thus the individual has 
the sensation of pain coming from the skin rather 
than, or as well as, from the viscera. 


THE SPINAL-GATING HYPOTHESIS 


An interesting theory about pain which hæ 
received a considerable amount of attention ‘= 
recent years is the spinal-gating hypothesis. Tre 
proponents of this theory, Ronald Melzack an: 
Patrick Wall, contend that the mechanism = 
pain is not so simple as the explanation give 
above would indicate. In Melzack and Wal: : 
"gate control theory," they propose that : 
neural mechanism, located in the substant: 
gelatinosa of the dorsal horns of the spinal core 
acts as a gate that can increase or decrease tw 
flow of nerve impulses from peripheral fibers -. 
higher centers in the brain. 

Pain impulses are carried by two types = 
fibers in the spinal cord—one large in diamet= 
the other small. The large fibers conduct rapic” 
and adapt quickly; they become inactive in ::- 
absence of stimulus change. Input from thes- 
fibers has an excitatory effect on the spin: 
gating mechanism, causing it to close. Shar: 
immediate pain is thought to travel via the lare 
fibers and, since it travels quickly, some inr. 
will pass through the gate before the mechanis- 
is activated to close. The small fibers cond: 
more slowly than the large fibers, and are slow: 
to adapt; they are tonically active. Prolong-. 
pain, it is thought, travels through the smal- 
fibers (because the larger ones adapt quick 
when there is no change in stimulus); inp- 
from these fibers has an inhibiting effect on = 
gating mechanism, causing the gate to open - 
remain open). 

Additional factors in the operation of the gz: 
controlling mechanism are the motivational az 
cognitive influences from the higher centers : 
the brain. These influences, which include su= 
factors as attention, anxiety, expectations, s: 
gestion, and memory of previous experienc: 
(including cultural and social background). + 
scend from the brain and modulate the pe: 
impulses traveling upward from peripheral si 
Through a process of comparison of the in». 
from the sensory systems and from the cenz: 
control (the brain), the spinal-gating mechani= 
will be excited and close, or be inhibited = 
open. 

Beyond the gating mechanism are transr- 
sion cells. When the amount of informan: 
passing through the gate to the transmiss- 
cells reaches a critical level, these cells fire, tz- 
activating the neural areas responsible for pe- 
perception a d response. 

The gate-c. ntrol theory provides a plausi- 
explanation for some of the puzzling feature: : 
pain. For example, rubbing or otherwise sti: 
lating a painful area, according to this thea- 
reduces the perception of pain because =: 


Stimulation 


Stimulation 


Stimulation of thick nerve fibers, which may be 
done by nursing measures such as massage, 
may stimulate the release of endorphins so 
that pain impulses from thin nerve fibers are 
blocked in the substantia gelatinosa. 


change in stimulus activates the large fibers 
(which had adapted), causing the gate to close. 
In pathological pain syndromes, where, in some 
cases, the larger fibers have been destroyed, 
more input is carried through the smaller fibers, 
which have an inhibitory effect on the spinal- 
gating mechanism. With regard to spontaneous 
pain or delayed pain, this theory suggests that a 
summation of input from the smaller fibers 
(which conduct more slowly) occurs in the 
transmission cells, causing a latent response. 


Endorphins 


Although many neurophysiologists disagree 
with parts of Wall and Melzack's theory, subse- 
quent research tends to substantiate the basic 
contention that pain impulses are sorted out in 
the spinal cord before being sent on to the brain.? 
Substances found in the substantia gelatinosa of 
the cord, such as opiate receptors and endor- 
phins, would seem to bear out this contention. 

Endorphins are substances that have been 
found in the synapses between nerve fibers. It is 
believed that they have the ability to inhibit the 
transmission of pain impulses by blocking their 
passage across the synaptic space. The mecha- 
nism works like this: If a pain signal being 
carried by a neuron arrives at a synapse, it is 
normally transmitted across the space and car- 
ried upward toward the brain. However, a de- 
scending impulse from the brain can trigger the 
release of endorphins onto opiate receptors in 
the afferent neuron carrying the pain impulse. 
The net effect is to block transmission of the 
signal across the synapse, so that it does not 
reach the brain. E 

It is believed that many traditional nursing 
interventions, such as those designed to relieve 
anxiety, stimulate the release of endorphins, 
thus helping to prevent pain. 


Stimulation 


PAIN AVOIDANCE 449 


Thick fiber 


Thin fiber 


Substantia gelatinosa 


Thick fiber 


No awareness 
of pain 


Substantia gelatinosa 


COMMON CAUSES OF PAIN 


Generally speaking, any stimulus that causes 
tissue damage, or is perceived by the individual 
as potentially causing injury to body tissues, 
causes pain. Thus, pain may result from a num- 
ber of different kinds of damaging stimuli, in- 
cluding irritating chemical substances, mechan- 
ical trauma, thermal extremes, or ischemia (lack 
of blood flow to a part), as well as from psycho- 
genic factors. 


Chemical Irritants 


Direct stimulation of free sensory nerve end- 
ings by irritating chemical substances will cause 
pain. A common example of this is the pain that 
occurs when one spills a drop of acid on the 
skin. Also, it is now believed that whenever 
tissues are damaged, certain chemical sub- 
stances are liberated by the injured cells. Some 
of these substances trigger the inflammatory re- 
sponse (see Chapter 26). Others, it is thought, 
excite pain receptors in the damaged area. These 
substances are believed to include histamine 
and peptides of the bradykinin group. They are 
sometimes referred to simply as kinins.* Thus, 
in the case of the acid burn, there is usually an 
initial sharp, stinging pain, caused by the chem- 
ical irritation of the nerve endings by the acid, 
followed by a longer-lasting pain that is due to 
the action of substances released by cells that 
have been damaged by the acid. 


Ischemia 


t 
Other chemical irritants that are believed to 
cause pain are the acidi; waste products of 
cellular metabolism. When these substances ac- 
cumulate, as, for example, in areas of the body 
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where blood supply to a part is not sufficient to 
carry them away, pain is believed to result from 
the irritating effect of these substances on free 
nerve endings. This helps to explain the pain in 
ischemic areas where blood supply has been cut 
off or impaired and metabolic waste products 
accumulate. Another factor in the pain of is- 
chemia is the death of tissue cells in the area, 
resulting from the loss of blood supply. The 
decaying cells also liberate irritating chemical 
substances, as already discussed, and this would 
contribute to the pain. 


Mechanical Trauma 


Pain may be incurred by physical force or 
other mechanical means. When an individual is 
driving a nail into the wall, for example, the 
hammer may accidentally hit the thumb instead 
of the nailhead. The resulting bruise and painful 
thumb are familiar to most of us. The pain is 
felt to be caused in this instance by pressure on 
the nerve endings initially, with chemical irri- 
tation from the kinins released by damaged cells 
as a factor in the continued pain of the bruised 
tissues. 

Pain may also result from stretching or con- 
traction of body tissues, or from prolonged pres- 
sure on the tissues. Distention of a hollow organ 
such as the stomach is a common example of 
stretching of the tissues. If a person eats a very 
big meal (as at Thanksgiving or Christmas), he 
may develop considerable discomfort in the re- 
gion of his stomach. It is believed that stretching 
of the tissues causes pain because of two possi- 
ble factors: stretching of the nerve endings in 
the sensory receptors and the occlusion of small 
blood vessels in the stretched tissue, which 
results in localized ischemia. 

When tissues are contracted (as, for example, 
in a muscle spasm), there is constriction of small 
blood vessels in the area with, again, localized 
ischemia resulting. There may also be stretching 
of the nerve endings. In addition, in prolonged 
muscular contraction, cellular metabolism is 
greatly increased, with a resultant buildup in 
metabolic waste products, which the constricted 
blood vessels cannot carry away. As already 
stated, these metabolic waste products are be- 
lieved to be chemically irritating to sensory 
nerve endings and therefore to cause pain. 

Continued pressure on any body structure 
causes tissue damage and concomitant pain. The 
pain is thought to be due to pressure on the 
nerve endings and also to localized ischemia 
resulting from the occlusion of small blood ves- 
sels in the tissues being pressed. Even the pro- 
longed pressure of sitting too long in the class- 


room may cause pain unless one changes 
position or stretches occasionally. Normally a 
person alters his position every few minutes. 
This is a conditioned response to the perception 
of pain sensations, which are felt whenever 
pressure is exerted on any one area for too long. 
People who have impaired pain perception—for 
example, unconscious or paralyzed patients— 
may not feel these pain sensations. The individ- 
ual does not therefore of his own accord alter 
his position, and pressure areas can easily de- 
velop. For this reason, it is particularly impor- 
tant that the patient be turned frequently and 
that other measures be taken to prevent pro- 
longed pressure on any part of the body (see 
Chapter 24). 


Heat and Cold 


Extremes of heat and cold cause pain. They 
also damage body tissues. Everyone is familia: 
with the burn that is caused by excessive heat. 
and with the pain that results from even a smal 
burn on the tip of the finger. Here, the initia 
burning pain probably results from the intensity 
of the thermal stimulus. The lingering after-pain 
is believed to be due to the destruction of tissue 
and the release of irritating chemical substances 
from the injured cells. Because burns are one o 
the most frequent causes of accidental injury tc 
patients, the nurse must be ever alert to protec: 
patients from the danger of solutions that are 
too hot, heating pads that are set at too high « 
temperature, and the like (see Chapter 24. 
Again, these precautions are especially impor- 
tant when the patient's pain perception is im- 
paired. 

Extreme cold, particularly if there is freezing 
of body tissues, as in frostbite, also causes tissue 
damage and accompanying pain. Cold constricts 
the blood vessels in the affected tissue and max 
completely cut off the blood supply. The paiz 
in a frostbitten nose or finger is most severe 
when the blood flow is returning and the com 
stricted vessels are being dilated. 


Psychogenic Pain 


Pain may be experienced by an individual iz 
the absence of any physiological basis for i: 
This occurs in a conversion reaction, for exam- 
ple, in which emotional disorders are exper:- 
enced by the patient as bodily symptoms rathe- 
than as mental ones. Pain may also arise fror 
the physiological accompaniments of psychc- 
genic disorders, as in the tension headack: 
caused by contraction of the muscles in the bacs 


of the neck and dilatation of blood vessels in 
the head. 


TYPES OF PAIN 


Pain can be classified as superficial, deep, or 
visceral. Superficial pain is usually described as 
having either a burning or a pricking quality. It 
arises from stimulation of receptors in the skin 
or the mucous membranes of the body. As a 
rule, an individual is able to localize surface 
pain fairly accurately because of the large num- 
ber of free sensory nerve endings on the surface 
of the body. 

Deep pain arises from the deeper structures 
of the body, such as the muscles, tendons, joints, 
and fasciae. It is usually described as dull, ach- 
ing, cramping, gnawing, or boring. Muscles and 
tendons are particularly sensitive to pain and 
may give rise to pain of considerable intensity. 

Visceral pain may be perceived as originating 
in the organ itself, or pain may be felt at a site 
far remóved from the affected viscera through 
the mechanism of referred pain. It is usually 
more difficult to localize visceral pain because 
there are fewer sensory nerve endings in the 
viscera than on the skin or mucous membranes. 
The nature of the pain experienced is sometimes 
highly specific to the particular organ involved 
and the pathological process that is taking place. 
In myocardial infarction, for example, the pain 
is often described as constricting, viselike, or 
compressing. Pain in hollow muscular organs 
frequently gives rise to sensations of gripping, 
cramping, or twisting. In the case of a peptic 
ulcer, the patient often describes pain as having 
a gnawing, burning, or sometimes knifelike qual- 
ity. 

An accurate description of the nature of the 
pain as reported by the patient often helps the 
physician to diagnose the cause of the patient's 
condition. The nurse should be careful, how- 
ever, not to put her own interpretation on the 
patient's description nor to suggest words for 
the patient to use. It is far better to record and 
report the patient's pain as he describes it in his 
own words. 

The nurse may also hear the term "central 
pain" used. This type of pain arises from injury 
to sensory nerves, the neural pathways, or the 
areas in the brain that are concerned with pain 
perception. It is often very difficult for the pa- 
tient to describe this type of pain since it is 
usually unlike anything he has experienced be- 
fore. Some people have, however, described it 
as gnawing, burning, or crushing.* 

There are also causes of phantom pain such 
as the pain that a patient feels in his toes after 
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the limb has been amputated. This is thought to 
be due to the persistence of the pain sensation 
or a "pain memory" after the cause for it is 
removed. 


PAIN RECEPTION AND PAIN 
REACTION 


There are always two aspects to pain: pain 
perception and pain reaction. The pain percep- 
tion threshold, although remarkably the same in 
most individuals under normal circumstances, 
may be altered by certain physical and emo- 
tional factors. Pain reaction, or the way in which 
a person reacts to pain, varies considerably from 
one individual to another and within the same 
individual under different circumstances. The 
two aspects of pain can be dissociated. For 
example, in certain conditions a physician may 
not be able to do anything about a person's 
perception of pain, but he may be able to treat 
the reaction to pain. 


Pain Perception 


The ability to perceive pain is dependent upon 
the integrity of the nerve fibers that receive, 
transmit, and interpret pain impulses. Thus, 
injury to sensory nerves, the sensory tracts in 
the spinal cord, the thalamus, or sensory areas 
in the cerebral cortex will interfere with pain 
perception. A patient who has had a spinal cord 
injury, for example, and is paralyzed from the 
waist down does not feel pain in the lower half 
of his bodv. This patient must then be protected 
from harmful stimuli to which a person with 
normal pain perception would respond by tak- 
ing suitable action to prevent injury to body 
tissues. For example, paraplegic patients must 
be taught to alter their position frequently when 
they are sitting in a wheelchair, or they soon 
develop decubitus ulcers. The nurse must also 
take special precautions to protect paralyzed or 
unconscious patients from the pressure of tight 
bed coverings, which may cause foot drop, 
among other distressing effects. 

Sometimes pain perception seems to be facil- 
itated. In some disease conditions affecting the 
central nervous system (for example, in a neu- 
ritis in which the nervous tissue is inflamed), 
the individual often becomes hypersensitive to 
painful stimuli. Also, with the prolonged appli- 
cation of painful stimuli, the neural pathways 
appear to become worn and the pain perception 
centers hypersensitive. Thus, a person who suf- 
fers from continuous pain becomes more, rather 
than less, sensitive to it. 
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Areas of the body adjacent to injured areas are 
usually more sensitive to pain than normal tis- 
sue is. The skin adjacent to a wound area, for 
example, is usually very tender. It is thought 
that in these cases there is a spillover of pain 
impulses into neighboring pathways, much the 
same as in the case of referred pain. There is 
also the factor of engorgement of the tissues in 
the wounded area owing to the inflammatory 
process, and this may cause pressure on sensory 
nerve endings in the surrounding tissue. 

Tissues that are already damaged react to 
additional painful stimuli, even of minimal in- 
tensity, much more readily than does normal 
intact tissue. The sensitivity of the sunburned 
skin is usually cited as an example of this 
phenomenon, which might be considered as a 
case of stimulus overload. 

On the other hand, intense pain in one part 
of the body may raise the pain threshold in other 
areas. A person who is suffering considerable 
pain from a broken leg, for example, may not be 
aware of pain from an abrasion on his elbow. 
This is probably due to selective perception, the 
stimulus of greater priority (or intensity) taking 
precedence in attention over the less intense, or 
less significant, stimulus. 

The pain perception threshold is also altered 
by an individual's level of consciousness. The 
unconscious person—for example, the patient 
under a general anesthetic—does not feel pain. 
The ability to perceive pain, as tested by a 
person's reaction to a pinprick or to supraorbital 
pressure, is frequently used to determine a pa- 
tient's level of consciousness. Both pain percep- 
tion and pain reaction may be altered by the 
emotional state of the individual and by the 
amount of attention that is focused on the pain. 
These points are discussed later. 


Pain Reaction 


There are both physiological and behavioral 
manifestations in the reaction to pain. The phys- 
iological manifestations are those of the “alarm 
reaction" of the body to the threat of danger 
from any harmful stimulus (see Chapter 2). 
Among the signs and symptoms that the nurse 
can observe are pallor, elevated blood pressure, 
and increased tension of the skeletal muscles. 
Gastrointestinal functioning may also be im- 
paired. The person in pain usually does not 
want to eat, and nausea and vomiting are not 
uncommon accompaniments of pain. Restless- 
ness and irritability are frequently seen. The 
patient who is in pain cannot rest and he cannot 
sleep. 

With severe pain of any sort, the body's defen- 


ses may collapse. In such an event, the nure 
may observe signs of weakness and prostratiz 
in the patient. His blood pressure may drop az: 
his pulse become weak and slow. There may = 
increased pallor, and the patient is often a 
scribed as being “white as a ghost.” Collaps 
and loss of consciousness may ensue. 

The behavioral responses to pain differ mez 
more widely from one individual to another tha: 
do the physiological manifestations. Evervase 
has observed the individual who "neve 
flinches" even though the pain he experience 
is intense. Such behavior is usually much ar- 
mired in our Western society. On the other hasc 
some people react to pain with loud groaz: 
weeping, screaming, thrashing about, or violez 
attempts to remove themselves from the soure 
of pain. 

A person's reaction to pain is influenced bx . 
number of factors. The individual's physiz 
condition, his emotional state, and the way x 
which he has been conditioned to respond : 
pain will all affect his reaction to pain ir 
particular situation. 

If a person is tired, or weakened physicai- 
his resistance and control over his reactions a» 
lessened. He may then react to a minimal str 
ulus with an exaggerated response that is all oz 
of proportion to the intensity of the stimuh: 
When one is tired, even a small cut on the finge 
may seem too much to endure, and tears z 
profanity may be evoked. Thus, the harasse 
mother who is attempting to cook dinner an: 
at the same time, look after small children me 
suffer a slight burn at the stove and promm: 
burst into tears. 

Conversely, in extreme exhaustion, the inz 
vidual's attention span is markedly reduced a=. 
he may not be able to concentrate his attenoz 
on any one stimulus for a sufficient lengtk : 
time to react to it. Thus, the severely sunburn 
sailor who has been adrift in an open boat mz 
not complain of pain at all, or if he does. x: 
mind soon wanders from it to other things. 

The emotional state of the individual as 
modifies his reaction to pain. Anxiety and iz 
aggravate it. This is understandable, since am 
ety, fear, and pain all provoke the same ptv- 
iological "alarm reaction" in the body in > 
sponse to stimuli that threaten the individua 
safety. Certainly, if anxiety is relieved, the z- 
tient's reaction to pain is considerably lessen= 
As we mentioned earlier, it is believed z= 
anxiety-relieving measures are associated «= 
the release of endorphins that block the tram- 
mission of pain impulses. If there is a strax. 
emotional response to stimuli other than =: 
pain-producing one, however, this emotiaz: 
state may block out the awareness of paie 


The nurse comforts a young patient who is in 
pain. 


football player injured during a game may not 
notice that he has been hurt until the game is 
over. In this case, excitement and the desire to 
win may be so intense as to demand the indi- 
vidual's full attention, so that the sensory 
impressions of pain from the injury become of 
lesser priority and he does not perceive them. A 
similar explanation could account for the nu- 
merous reports of soldiers wounded in battle 
who state that they did not feel pain even though 
they had injuries of considerable extent. The 
overriding fear during the battle and the neces- 
sity for self-preservation at all costs may take 
precedence over impressions from any other 
sensory stimulation, so that pain is not per- 
ceived. It is felt that the distracting circumstan- 
ces stimulate endorphin release through the ac- 
tion of descending impulses from the brain. 
Pleasurable emotions tend to nullify pain per- 
ception, so that the person who is in a happy or 
contented mood does not usually seem to feel 
pain to the same extent as the worried patient. 

Then, too, an individual's emotional makeup, 
his cultural and social background, and his early 
home and school training have a great deal to 
do with his behavior in response to painful 
stimuli. There has been much study by sociolo- 
gists, for example, of the differing reactions of 
various cultural groups to pain. The North 
American Indian is often cited as an example of 
a member of a cultural group in which stoical 
indifference to pain is a highly valued charac- 
teristic. Among people of Latin origin, on the 
other hand, an open display of suffering is usu- 
ally permitted as the socially approved response 
to pain. 

In our Western society, very strong values are 
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placed an bravery, endurance, and the ability to 
bear pain with silent fortitude. Children in our 
culture are taught very early that they are ex- 
pected not to cry when they are hurt. ‘‘Be brave,” 
"Don't be a sissy,” and “Only babies cry," are 
the frequent admonishments of mothers to 
young children. Even children from ethnic 
groups in which the open display of suffering is 
permitted soon learn from their teachers and 
from their peer groups in school and on the 
playground that they must react to pain in the 
accepted North American manner or be scorned 
by their fellows. 

The nurse who has been raised in this frame- 
work of “only babies cry" may find herself 
reacting negatively to the patient who does not 
handle his pain in the “approved” manner. If 
she realizes that her reaction is normal and a 
reflection of her social values, which are differ- 
ent from those of the patient, she is in a better 
position to analyze and accept her own feelings. 
These feelings then need not interfere with her 
acceptance and support of the patient. 


PAIN AVOIDANCE THROUGHOUT THE 
LIFE CYCLE 


Newborn infants, as we mentioned at the be- 
ginning of the chapter, will try to get away from 
pain if it is at all possible. The action appears 
to be a reflex response to a harmful or potentially 
harmful stimulus. Other than withdrawing or 
trying to push the painful stimulus away, how- 
ever, the infant has few means at his disposal to 
protect himself from pain. By crying, he can 
alert the people who are looking after him that 
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all is not well, but he is highly dependent on 
his caretaker to diagnose his problem, locate its 
source, and assess its severity, as well as take 
the necessary steps to relieve his pain. As the 
mother becomes accustomed to her infant, she 

` usually becomes very astute in differentiating a 
hunger cry from one indicating other discomfort 
or one indicating a desire to be picked up and 
cuddled. Mothers very quickly learn, too, to 
interpret the behavioral manifestations of pain 
in their offspring. An infant who draws his legs 
up is usually having abdominal pain, for exam- 
ple. An older infant who puts his hand up to an 
ear frequently probably has an earache. 

Even as newborns, boys appear to be less 
sensitive to pain than girls. They are also, as a 
general rule, more active and stronger.’ As tod- 
dlers, boys tend to be rougher and more ven- 
turesome in their play, and consequently they 
have more cuts, scrapes, and bruises than girls 
do. It is perhaps just as well that they are a little 
less sensitive to pain. 

Adolescence is a period when the young per- 
son is struggling for control of his emotions and 
his behavior, and adolescents, as a general rule, 
do not tolerate pain very well. The prompt 
administration of medications to relieve pain is, 
therefore, important in their care. There have 
been some remarkable exceptions to the general 
rule of teenagers’ inability to tolerate pain, how- 
ever. One is oftem impressed by the fortitude 
displayed by teemagers in the face of a lengthy 
painful illness. 

By the time a person has reached adulthood, 
he has usually learned to control his reactions 
to pain so that they fit the norms of his culture. 
As he gets older his sensory perception gradu- 
ally decreases and, with this decline in func- 
tioning ability of the sense organs, his sensitivity 
to pain is reduced. 


ASSESSMENT 


Pain is probably the most personal and the 
most distressing of all the symptoms of disease. 
Only the individual who is experiencing the 
pain really knows what it is like. The primary 
source of information about the pain he is hav- 
ing, then, is always the patient. Other sources 
the nurse can use include her own observations 
of the patient and those of other members of the 
health team. 


Objective Data 


In gathering information about the patient’s 
pain, the nurse should ascertain, whenever pos- 


sible, the following aspects of the pain eze: 
ence: 


1. The quality of the pain 

2. The location of the pain 

3. The intensity of the pain 

4. The time the pain occurs and its dures. 

5. Any factors that appear to precipita = 
pain - 

6. Any measures which relieve it or meas: 
with which the patient has tried to relieve 7 


Quality. Patients use many descriptive == 
when talking about pain. A number of the 127z 
commonly used have been mentioned earl 
the chapter in the section on classificatix 
pain. Frequently patients describe pain in i== 
of something that is familiar to them. Thus. za 
may be likened to the cutting action of a cum 
if it is a sharp, piercing pain; or to “harme. 
pounding inside the head” in certain typ 
headache. In recording and reporting paiz * 
nurse should use the exact words the pamer 
has used in order to convey an accurate des=. 
tion of the pain as the patient perceives it 


Location. The patient is usually able to loce: 
superficial pain fairly accurately and alsc sz 
arising from bones, muscles, joints, and 2x 
vessels. Visceral pain is more difficult to im 
ize. Often, the patient complains of pain ges 
ally in the epigastric region, or in the lowe z 
of the abdomen, in the chest, or in the some 
back when a visceral organ is affected. Ohe 
too, the pain from viscera is referred to a susme 
area. An exact description of the location <£ » 
pain is of considerable assistance to the prs- 
cian in diagnosing the patient's condition z: 
to the nurse in planning her care. 


Intensity. The degree of pain felt by the pace 
is also important in assessing his nursing 2e 
and the need for medical or nursing inte: 
tion. Certain tissues are more sensitive to pe 
than others; for example, muscle tissue appez 
to be highly responsive to painful stimuli a 
the pain from bruised or ischemic muscles zz: 
be excruciating. Hence, it is necessary tc w 
great care in moving patients who have discre 
involving the musculoskeletal system. 

When the intensity of the patients ze 
changes abruptly, it is usually an indicatioz = 
the nature of his condition has alterec =- 
example, when an inflamed appendix rup-me 
or a peptic ulcer perforates, the patient usus 
experiences very sharp and severe pain. wre: 
persists and is quite different both in qua 
and intensity from the pain felt previoush 


Time and Duration. An accurate description 
af the patient’s pain should include when it 
accurs, how long it lasts, and whether it is an 
-ntermittent pain that recurs or a steady pain 
chat continues. Pain is often most severe at night, 
when a person is alone. A possible explanation 
for this is that, in the absence of other people or 
activities to distract him, the individual's full 
attention is then focused on his discomfort. The 
duration of the pain is very important. An ex- 
ample of this may be found in obstetrics, in 
which the length of the interval between pains 
and the time each pain lasts are significant in 
assessing the patient's progress in labor, the 
muscular contractions of the uterus becoming 
stronger and closer together as delivery becomes 
imminent. 


Precipitating Factors. Pain is often related to 
the patient's activities. In some cardiac condi- 
tions, pain may be brought on by exertion, and 
in planning the patient's care, it is important to 
know how much activity the patient can tolerate. 
Sometimes it is necessary to space nursing meas- 
ures to allow the patient to rest between activi- 
ties. For example, it may be wise in some cases 
*o leave the patient's bath until an hour or so 
after breakfast in order to give him time to rest 
after the exertion of eating a meal. With patients 
who have musculoskeletal problems, pain is 
frequently associated with movement of the af- 
fected structure. Again, it is important to know 
exactly what movement precipitates pain, both 
for medical assessment of the patient's condition 
and for planning care to minimize the patient's 
discomfort. Pain in the gastrointestinal tract may 
be precipitated by eating certain foods. Again, 
pain may be related to an intolerance of factors 
in the environment. Noise may bring on a head- 
ache, for example. Very often the patient is able 
to identify the specific factor or factors that cause 
pain, and these should be recorded and reported, 


A person who Is experiencing pain may assume 
a position indicative of the site of the pain. 
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again using the patient’s own words in prefer- 
ence to an interpretation of what he says. Often, 
it is helpful to ask the patient what he was doing 
when he first noticed the pain. The answer may 
give you a clue to the precipitating cause. Ar- 
guing with a teenage son, for example, could 
have raised the patient’s blood pressure and 
precipitated a violent headache, or waiting for a 
job interview might have activated his stomach 
ulcers. 


Measures That Relieve Pain. Frequently, the 
patient has tried a number of measures to relieve 
his pain before he seeks medical help. The nurse 
should ascertain the measures he has tried and 
the effectiveness of these in relieving his pain. 
For example, does rest relieve the pain that is 
brought on by exertion? Does holding the limb 
in a certain way prevent pain on movement? 
This type of information is of value both to the 
physician in assessing the patient’s condition 
and developing a plan of therapy, and to the 
nurse in her determination of nursing measures 
which will help to alleviate pain. 


Subjective Data 


The nurse can supplement the information 
she obtains from the patient with her observa- 
tions of his reaction to the pain. She should be 
alert to the physiological manifestations of pain 
as these have just been described. Very often the 
patient's facial expression and posture will in- 
dicate that he is having pain. The patient in 
pain often has a typical facial grimace: his brows 
are knotted, his facial muscles are tense and 
drawn, and his mouth is often drawn downward. 
In addition, he may assume a characteristic 
position to minimize the pain. With abdominal 
pain, the patient may draw up his knees and 
curl into a ball; for a sore arm he may hold the 


Ju 
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affected part. In severe pain patients sometimes 
lie rigidly because any movement intensifies the 
discomfort. Some patients, because of their 
training to bear pain in stoical silence, do not 
like to complain of pain. As a result, the nurse 
may find it difficult to identify even the exist- 
ence of pain. Pallor, muscular tension (as in the 
drawn facial muscles or a clenching of the fists), 
posture, inactivity, and profuse perspiration 
may be the only outward evidences of pain in 
these people. 

The nurse may, however, often note other 
behavior in patients who are having pain. Rest- 
lessness and increased sensitivity to stimuli in 
the environment, such as noise and bright lights, 
are frequently indicative of pain. The patient in 
pain often shows evidence of increased emo- 
tional tension as well; he may react with irrita- 
bility and bad humor to people or things that 
disturb him. Pain usually prevents people from 
sleeping or resting comfortably, and, because 
pain is usually worse at night, insomnia may be 
a problem. Nursing measures to ensure that the 
patient is relieved of pain are important in order 
to enable him to rest. 


Information from Other Sources 


Frequently pain is the principal symptom that 
prompts people to seek medical help. The phy- 
sician then has usually investigated the nature 
of the patient’s pain, and the nurse can often 
obtain much information from the patient’s phy- 
sician or from the notes made on the patient's 
record. Of particular importance are notations 
made regarding factors that precipitate pain, 
since the nurse may be able to institute measures 
to eliminate or minimize these factors. 

The observations made by all members of the 
nursing team who are caring for the patient 
contribute to the total picture of the patient’s 
pain. These observations should be accurately 
reported and recorded so that all staff members 


are aware of measures that prevent, minc. 
or alleviate the patient's pain, as well as ze: 
that aggravate it. 

In addition, other members of the heals : 
such as the physical therapist, can often —x- 
ute information about the patient's pat ' 
physical therapist usually assists in asses: 
the patient's mobility and functional abize ; 
can provide guidance to nursing persocme 
activities that the patient can tolerate wr: 
pain. The patient's family too can be he-— 
regard to the nature of the patient's pain. x 
that precipitate it, and measures that nme: 
alleviate it. Some people are reluctant tc aa: 
that they have pain, or may try to minimze 
severity when talking to medical personne. s 
ally again because of their cultural backgraz: 
yet they have often confided the extent + s 
suffering to their wife or husband. Or. tne =: 
may be aware of such evidences of her husmm- 
discomfort as his inability to sleep or he » 
lessness and increased irritability. 

í 


PRIORITIES FOR NURSING ACTION 


The relief of pain is always a matter of grae 
for nursing action. However, there are se 
circumstances in which it is more urgex = 
in others, when the prompt treatment of sux: 
essential to save a person's life or to pew 
damage to body structures. Severe pear s 
cause a collapse of the body's adaptive mam 
nisms. Hence, the presence of severe pam x 
patient requires immediate intervention * 
nurse's judgment of the patient's condis 
extremely important. If she observes sagm- 
weakness and prostration, such as meme 
increased pallor, a lowered blood pressure è 
weakened pulse in a patient who's having e 
the physician should be notified immedizse: 
that his (or her) guidance can be obtaine - 
the measures to be taken. He may wig: : 
administration of analgesics discontinue: « 


PRINCIPLES RELEVANT TO PAIN m 


1. Pain has a protective function in waming a person of present or potential 


damage to body tissues. 


2. Pain may be caused by a number of different kinds of stimuli. 

3. Tissues of the body differ in thelr sensitivity to painful stimull. 

4. Severe paln can cause collapse of the body's adaptive mechanisms. 

5. The ability to perceive pain is dependent upon integrity of the neural 
structures which receive, transmit, and interpret pain impulses. 

6. Pain perception may be altered by certain physical and emotional factors. 

7. A person's reaction to pain Is highly individualized and depends on a number 
of factors—physical, emotional, and cultural. 


3ther measures such as intravenous infusion 
with supportive drug therapy instituted. Or he 
may feel that the patient's condition warrants 
immediate surgical intervention. 

The action of pain-relieving drugs is more 
effective if these are administered before the 
pain reaches a peak. Early intervention at the 
beginning of pain, then, can often prevent a 
serious attack. This is important in such condi- 
tions as myocardial infarction, or biliary or renal 
colic (stones in the bile duct or the ureter of the 
kidney), in which the pain can mount to agoniz- 
ing proportions. The patient's request for pain 
relief should be answered without delay. 

Another situation in which the prompt relief 
of pain is imperative is the care of the surgical 
patient. The restlessness that accompanies in- 
creasing pain can cause damage to newly su- 
tured tissues. The patient should therefore be 
kept comfortable at all times during the imme- 
diate postoperative period. Analgesics for the 
relief of pain are usually prescribed every 3 to 4 
hours as needed (p.r.n.) for the first 48 hours 
following surgery. The nurse's judicious admin- 
istration of these medications can make the 
patient's recovery from surgery much easier. 

The relief of pain is not always, of course, a 
matter of administering a medication. Many 
times nursing measures such as changing the 
patient's position, straightening his bed, or help- 
ing him to overcome his anxiety are equally 
effective in alleviating pain. In exercising judg- 
ment as to the appropriate measures to be taken, 
the nurse utilizes her knowledge about the pa- 


Changing a patient's dressing helps to eliminate irritat- 
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tient's medical condition and also her knowl- 
edge of each individual patient and his reaction 
to pain. 


GOALS FOR NURSING ACTION 


Nursing action for the patient who is having 
pain is directed primarily toward three goals: 


1. Eliminating or minimizing the stimuli that 
are causing pain. 

2. Alleviating pain 

3. Assisting the patient in coping with pain 


SPECIFIC NURSING INTERVENTIONS 


Measures to Eliminate or Minimize 
Painful Stimuli 


Whenever possible, it is always better to pre- 
vent pain than to treat it. One cannot always do 
this, of course. Many times pain is the chief 
reason a person has sought medical help, Inves- 
tigation of the cause of pain and elimination of 
its source frequently constitute a major part of 
the patient's total care. The nurse can often help 
to control the extent of suffering, however, 
through eliminating or minimizing known 
causes of pain and discomfort. 

Pain is wswelly a warning signal that body 
tissues are being damaged or are about to be 
damaged. When exertion brings on pain. the 
patient's activities may need to be curtailed to 
prevent further injury to body cells. The patient 
with a heart condition, for example, must learn 
to moderate his activities to prevent further 
damage te the heart and concomitant pain. The 
activities of the surgical patient, to use another 
example. are usually restricted until the 
wounded tissues have healed sufficiently that 
normal movement will not disturb the healing 
process. 

It is mot possible to curtail all movement that 
is painful, though, nor is it always wise. The 
dangers of immobility in people who are sick 
have been well documented. The postoperative 
patient, for exemple, must move about and must 
breathe deeply and cough to prevent respiratory 
complications, even though these activities 
cause him some pain. The nurse's actions are 
then directed toward minimizing the patient's 
discomfort. Supporting the patient's incision 
can lessen pain when he coughs or breathes 
deeply. The nurse may use her hands to support 
the incision, or sometimes a pillow held firmly 
against the operative area will accomplish the 
same purpose. A binder may be needed to pro 
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vide support to the operative area when the 
patient is up and walking around. 

Whenever it is necessary to lift or turn a 
patient for whom movement is painful, the ut- 
most gentleness should be used. The nurse 

- should always make certain that she bas suffi- 
cient help in moving the patient so that he is 
not subjected to unnecessary pain or discomfort. 
Supporting a painful limb while turning the 
patient can help to minimize his discomfort. In 
addition, devices such as a "turning sheet," 
which is placed under the patient, can some- 
times be used to advantage to prevent excessive 
handling of painful limbs. 

All the comfort measures discussed in Chapter 
20 are important in eliminating sources of pain 
for the patient. For example, helping a patient 
to change his position relieves muscle strain and 
also prevents pressure on any particular part of 
the body for too long a period of time. Position- 
ing to maintain good body alignment aids in 
preventing painful muscular contractures. A 
soothing back rub will often help to relax a 
patient and ease muscular tension. Also, helping 
the patient to stay dry and comfortable and 
relieving any sources of irritation can aid in 
eliminating stimuli that can cause pain. 

The nurse should remember too that helping 
the patient to meet his basic physiological needs 
can elimi many existing or potential sources 
of pain. For example, food can prevent or relieve 
the uncomfortable muscular contractions of an 
empty stomach. Seeing that the patient is taking 
sufficient fluids helps to prevent the distressing 
effects of dehydration (see Chapter 17). The pain 
caused by a distended bladder and the discom- 
fort of constipation are both preventable by nurs- 
ing action and may be relieved by specific nurs- 
ing techniques (see Chapter 15). Ensuring that 
the patient gets sufficient rest and sleep is an 
important consideration also, since fatigue low- 
ers a person's resistance and control, thereby 
increasing his reaction to painful stimuli. 


Measures to Alleviate Pain 


Since time immemorial, man has sought meas- 
ures to relieve pain. Innumerable drugs have 
been concocted and elaborate rituals developed 
to help people bear suffering. It is only in recent 
years, however, that research in the field of 
neuroanatomy has given scientific credence to 
many of the traditional methods, developed 
through a process of trial and error, that people 
use to alleviate pain. 

Acupuncture, for example, which has been 
used for centuries in Asian cultures for pain 
relief, has become a standard part of medical 


therapy in the Western world, and we are beg 
ning to understand why it works. Similarly. : 
have found that there is a scientific basis i 
many of the traditional comfort measures nurs 
have used over the years, such as the soothr 
back rub. Essentially, there are three types 

nursing interventions that have been found pa 
ticularly useful in helping people in pain. The 
are: distraction, relaxation techniques, and c 
taneous stimulation. You may hear them 3 
ferred to as noninvasive techniques. They a 
often effective alone, or they may be used: 
enhance the effectiveness of other measure 
such as the use of analgesic drugs. 


Distraction. Distraction is a useful tool à 
helping to alleviate acute pain as well as pai 
that persists over a long period of time. It wor 
by lessening an individual's awareness of pan 
ful stimuli. The individual whose attention i 
diverted to something else has a number i1 
sensory impressions competing for his attentios 
and his awareness of pain sensations is lessenex 
McCaffery, a consultant in a nursing care c 
people with pain, calls it a kind of “sensar 
shielding"'.* 

Specific techniques that have been four 
helpful for acute pain include: 


1. Getting the patient to talk about an excitm 
experience he has recently had. It might be 
football game he has seen, or a race, the plo: : 
a movie he has watched, or a story he has hear: 
If the patient is a child, you might ask hir : 
count, or recite a rhyme, or participate in a gam 
with you. The key points are that the activit: . 
something that keenly interests the person =: 
something in which he takes an active part. 

2. Teaching the person active listening te= 
niques. Tapping in rhythm to loud, fast mes 
is one method. Closing the eyes and concente 
ing on the music is helpful in this one. 

3. Getting the person to participate : 
rhythmic singing exercises. Chants or simp 
songs with a strong beat (such as ones sz 
learned around the fire at summer camp) = 
good to use with both adults and child 
Adults are usually more self-conscious tte 
children, however, and often prefer to moz 
the words silently. Tapping the foot, or a finge 
for emphasis, is an additional distraction = 
can be added to this technique. 

4. Teaching the person slow, rhythmic breat: 
ing exercises. One technique, which can » 
taught easily to people who are ill, invoke 
getting the person to look fixedly at an obw. 
and deeply breathe in and out, meanwr- 
counting, as in "In 2, 3, 4—Out, 2, 3, 4." Anoz- 
technique is to have the person blow bub 


as, for example, through a straw into a glass of 
water. Blowing bubbles usually works well with 
children. In addition, breath control is an essen- 
tial component of Yoga, and a number of 
rhythmic breathing exercises can be found in 
any good book on Yoga. 

For the person with ongoing pain, distraction 
is also often useful. If a person does not have 
diversional activities, he becomes much preoc- 
cupied with himself. Mild discomforts that 
might otherwise not be noted assume major 
importance. Such activities as reading, watching 
television, and talking with other people are 
important for the iil person, to provide diver- 
sions that take his attention away from himself. 


Relaxation Techniques. The extent to which 
anxiety and fear are contributing factors in pain 
is difficult to determine. Both anxiety and fear 
intensity a person's reaction to pain; if these can 
5e successfully reduced, the individual is re- 
lieved of much of his distress. Many techniques 
ior relaxation are being taught these days, in- 
cluding meditation, Yoga, rhythmic breathing 
exercise, and biofeedback techniques. Other re- 
iaxing methods that have been found useful in 
»ain relief are music and conscious suggestion. 


Rhythmic Breathing Exercises. One of the 
Yoga breathing exercises which is particularly 
effective in helping a person to relax is the 
Alternate Nostril Breath.’ It is one exercise that 
zan easily be done by patients who are in bed, 
and it can be taught very easily. 


ALTERNATE NOSTRIL BREATH* 


i. Benefits: 
The Alternate Nostril Breath— 
* has a marvellously calming effect on the nerv- 
ous system. 
* helps to overcome insomnia. 
relaxes and refreshes the body. 
purifies the bloodstream and aerates the 
lungs. 
soothes headaches. 
improves digestion and appetite. 
helps to free the mind of anxiety and depres- 
sion. 
I. Technique: 
1. Sit in a comfortably cross-legged position, 
back straight. 
2. Raise your RIGHT hand and place your ring- 
finger against your LEFT nostril, closing it off 
(A). 


"Reprinted from Kareen Zebroff: The ABC of Yoga. Van- 
couver, B. C., Fforbez Enterprises, Ltd., 1971. 
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Alternate nosti breathing. (Redrawn from Zebroff, K.: 
The ABC of Yoga. Vancouver, B. C., Fforbez Enterprises, 
Ltd., 1971.) 


3. Inhale deeply and slowly through the RIGHT 
nostril to the count of four. 

4. Close off the RIGHT nostril with your thumb 
and retain the breath for a count of 1—4 
seconds. (B). 

5. Open the LEFT nostril and exhale to the count 
of 4—8 seconds. The longer you make the 
exhalation, the better. Concentrate on com- 
pletely emptying the lungs. 

6. Breathe in through the same LEFT moet) to 
the count of 4. 

7. Close off the nostri] with the EA again 
and hold to the count of 1—4 seconds. 

8. Exhale through the RIGHT nostril to the count 
of 4—8 seconds. This makes up one round. 

9. Repeat these rounds of alternate nostril 
breathing five more times, or up to ten min- 
utes if you are concerned about insomnia. 

10. Practice a ratio of 4:4:8, if at all possible. 
Increase this to 8:4:8 eventually, then 8:8:8, 
after some months. 


III. Dos and Dont's: 

DO NOT push yourself with the holding position 
or by increasing the ratio until you are com- 
fortable doing so. 

DO make the breathing rhythmic, smooth and 
slow. You can work on making it inaudible 
eventually. 

DO practice the Alternate Nostril Breath when- 
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ever you need calming—if you are nervous, 
upset or irritable. 


I cannot over-emphasize the importance of 
this particular breath. The body and mind are 
closely inter-related and one influences the other 
to a much greater extent than medicine admitted 
to for many years. As an all-round “soother” the 
Alternate Nostril Breath is incomparable. 


Music. Music has, or course, been used from 
time immemorial to soothe and relax a person. 
The lullabies mothers sing to their infants and 
small children are intended to relax and put the 
child to sleep. Marketing people have been using 
soft music to soothe jangled nerves in their 
shopping centers for a number of years. Music 
has also been found to help nervous passengers 
to relax during the particularly worrying landing 
stages of an airline journey. So, it is no surprise 
that music is now being advocated as a pain 
reliever. Slow, quiet music is best, and it is 
helpful if the person is in a comfortable position 
and can close his eyes and try to imaging himself 
floating or drifting with the music. ` 


Conscious Suggestion. This technique is being 
used increasingly to help people to manage pain. 
It is basically a method of helping a person to 
relax and help himself. Affirmative suggestions 
are given by the nurse, who is careful not to 
appear to be giving orders but merely suggesting 
in a positive fashion, as in such statements as: 
“You want to relax, don't you?” and “You are 
going to relax, aren't you?” The calm, soothing 
voice of the nurse and her reassurances help to 
give the person a feeling of security. The use of 
positive suggestions, each one followed by a 
question that can only be answered with a 
“Yes,” gets the person thinking positively, so 
that he is indeed able to relax.® 

Hypnosis has also been used successfully to 
relieve pain in many patients, and sometimes 
“placebos” (which contain no drugs) are as ef- 
fective as the administration of analgesics. In 
both hypnosis and placebo administration, sug- 
gestion is the key factor in relieving the patient's 
pain. 


Cutaneous Stimulation. Stimulation of the 
skin and subcutaneous tissues by various 
means—by rubbing, by hot and cold applica- 
tions, and by ointments—also has a long history 
of use in pain relief. 

The pain-relieving actions of heat and cold 
are well known (see Chapter 19). In general, heat 
tends to relieve pain through increasing circu- 
lation in the part of the body to which it is 
applied. Hence, heat is often effective in the 
relief of muscular aches and pains, since the 


increased circulation helps to carry away mex 
bolic waste products, which are thought to be z 
factor in causing muscular pain. A warm baz 
often helps to relieve aching muscles after z 
person has engaged in strenuous exercise. Coir 
has the opposite effect of heat—that is, it o- 
creases peripheral circulation. In doing so. : 
helps to reduce swelling and therefore pressu= 
on sensory nerve endings. An ice collar is r= 
quently used to relieve pain following ope 
tions on the throat when the tissues are swol= 
and painful. Cold is also used sometimes a: : 
local anesthetic agent. The intense cold in tr: 
case serves to deaden sensory nerve endins: 
thus preventing the transmission of pain imp=- 
ses. 

Therapeutic baths are also used to relie 
pain. Sometimes the bath is a means of apply 
heat or cold to the body. Sometimes it i« 
vehicle for other agents, as, for example. = 
colloid baths that are frequently used for peoz: 
with irritating skin conditions: 

Massage has had a long history of use in 2 
treatment of pain of muscular origin. The e£: 
of massage is similar to that of heat in the 
increases circulation to a part, thereby acces 
ating removal of the waste products of celku 
metabolism. 

Soothing balms in liquid or ointment fo 
have long been used to assuage the pair : 
aching muscles and joints. Most of the ointmez. 
and liniments produce an immediate feelin: . 
warmth (although some have a cooling effe- 
which may last for several hours. Many conz: 
menthol, which appears to have a specific ac: 
in relieving pain, although the reason for = 
effect is not entirely clear. The warmth is =- 
duced by an increased blood supply in the e. 
so, to a certain extent, the effect is simile: 
that caused by the application of heat appi- 
tions. It may be, too, that the menthol stimulz- 
the release of endorphins that block the tre 
mission of pain impulses. For whatever reasz 
menthol seems to be effective. Although us 
primarily for muscle and joint pain, it has a= 
been found effective in treating headaches. Me 
thol ointments are also used in some part: 
the world to relieve gas pains, the ointme 
being rubbed on the abdomen.’ 

When it is impossible to get at a painful aree 
a limb in a cast, for example, or an area cove> 
by a dressing that cannot be removed—the sz: 
in an opposite area can be stimulated (coz 
lateral stimulation) to provide relief in the pa: 
ful area. Any of the methods of cutaneous sz 
ulation described above can be used. 


Acupuncture. Acupuncture has been usec > 
centuries in China for the treatment of va 


PAIN AVOIDANCE 461 


x 5-5 E e 
fuor vemm 


; » 
il PMG wc PEN 
* AT 


puna Jorn | 


ss LI TY v Se A | ! 
E. E iz, vi 
% Ou, T mee € 


w the 


These acupuncture charts sho 
staditional sites for insertion © 


f acu- 


zack, R.: 
k, Basic 


The Puzzle of Pain. New Yor 


ouncture needles. (From Mel 
Books, Inc., 1973.) 


4462. MEETING BASIC NEEDS 


disorders, for the relief of pain, and, more re- 
cently, for surgical analgesia. During the past 
few years it has attracted the attention of West- 
ern medicine, and it is beginning to be utilized 
in-some parts of North America as an alternative 
method of treating pain. 

The technique of acupuncture consists of in- 
serting long, fine needles into particular areas of 
the skin. Sometimes an electrical current is 
passed between two needles, but more com- 
monly the needles are twirled continuously by 
hand. Traditional sites on the skin are used for 
the insertion of the needles; these sites are said 
to be associated with specific internal organs of 
the body, as indicated on the example of a 
typical acupuncture chart shown on page 461. 

The physiologica! mechanisms involved in 
the relief of pain by acupuncture are not fully 
understood. However, the gate-control theory 
discussed earlier in this chapter offers a possible 
explanation. Melzack, in his book The Puzzle of 
Pain, suggests thal acupuncture may be a special 
case of hyperstimulation analgesia. In other 
words, the stimulation of particular nerves or 
tissues by the scupuncture needles results in 
increased inpu! to the gate-control mechanism, 
causing the gate to close the pain impulses from 
selected ares of the body. 


Medications Then, too, there are the numer- 
ous pharmecological agents that are used for 
pain relief These tend to fall into two groups: 
those that a= "specifics" for certain conditions 
and these “set Sewe a general analgesic effect. 
Among the specifies are the muscle relaxants, 
such as te@pecbemeate, which is used in condi- 
tions such » spestic paralysis, and phenylbu- 
tazone. whith - = central nervous system de- 
pressant freue?» prescribed for patients with 
arthritic comdlitiocss- 

The principe! @rees used as general analgesics 
include the mereefics, such as morphine, co- 
deine, and thelr derivatives; synthetic com- 
pounds such as Demerol and Darvon; and the 
analgesic-antipyretic group of drugs, of which 
aspirin is by far the mest widely used. Consid- 
erable controversy still exists over the physio- 
logical reason for the effectiveness of these drugs 
in pain relief. The sarcotics, we know, have a 
depressant action on the central nervous system. 
Some experts believe that these drugs act on the 
corticothalamic pathways and the perceptive 
areas of the brain to cause a reduction in pain 
sensations. Others feel that the action of mor- 
phine and the other narcotics is principally that 
of mood alteration, so that the person remains 
aware of the pain, but his reaction to it is 


diminished. Morphine, its derivatives, and som 
of the stronger synthetic compounds, such = 
Demerol, are used in cases of severe pain: c- 
deine is used for pain of lesser intensity. Trez- 
quilizing drugs, such as Phenergan and chix 
promazine, are sometimes given at the same tim 
as a narcotic. Their action appears to enhan- 
the pain-relieving properties of the narcotic s: 
vd a smaller dosage of the analgesic may > 
used. 

With regard to the analgesic-antipyretic grou: 
of drugs, most experts seem to agree that thee 
agents in some way block the transmission - 
pain impulses; probably in the thalamic paz- 
ways, thus decreasing the perception of paz 
Aspirin and other drugs of this group are use 
extensively for the relief of minor aches ex: 
pains. 

The nurse's responsibility in the administe 
tion of analgesics is a crucial one. Sometir 
prescriptions are written for analgesics to > 
given every 4 hours, or at other specified tize 
(as, for example, is frequently the case wz- 
patients who have arthritic and rheumatic c-- 
orders). In most instances, however, the orc= 
are written as p.r.n., and the nurse must use >: 
judgment as to the time of administration =z- 
the interval between medications. Many ti== 
the nurse is faced too with the decision of wis- 
of two or three analgesic orders to use ic: 
patient. He may, for example, have morpt_: 


Despite the warm hand and comforting manner o 7 
nurse, this young man's pain persists anyway. Pere 
the medication will help. 


f 
i 


atre 


7 
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&:]phate, Darvon, and aspirin all prescribed for 
zain relief. If the patient is having pain, the 
z=rse must then decide on the medication to be 
-æd in this particular situation or whether, in 
t. the patient may be made comfortable by 
—easures other than drugs. In making this de- 
sion, the nurse is guided by her knowledge of 
=» disease process the patient has, her under- 
xading of the factors causing his pain, and her 
«-owledge of the individual patient. A patient 
vo is suffering from incurable cancer and is in 
<= terminal stages of illness may require a 
z-ong narcotic to relieve his pain effectively. 
=:¢ the person who has a simple headache, 
¿tirin may be sufficient to bring relief. Some- 
.mes. changing the patient's position is all that 
s zeeded to make him more comfortable. 


Weasures to Help the Patient to Cope 
wrth Pain 


Dae of the nurse's most important functions 
> "ze provision of psychological support for the 
::zent in pain. Discussing the meaning pain 
eds for the patient is one way of doing this. 
»cetimes the nurse will find that it is not 
"iy pain that is bothering the patient but 
-:cething else. He may be concerned with the 
"ts of his surgery, for instance, and view 
:---hing that he thinks is unusual as indicative 
za: ne has an incurable condition. Possibly the 
:x.2nt may be worried about his ability to 
„srate pain, particularly if he has been raised 
=- the Western ethic of stoicism. 

*2owing what to expect in the way of pain 
—:c enables a person to prepare himself to 

.ze with the situation; it also removes much of 
z= lear of the unknown so that anxiety is less- 
“tec. Many diagnostic and therapeutic proce- 
723 are uncomfortable or even painful. If it is 
-u:wn that a patient is scheduled for an exam- 
zan or treatment that is potentially painful, 

= usually better to explain to the patient 
—^4:y what is going to be done, the nature of 
= zein he may experience, and what he can 

*: assist. If the individual understands also 
.1 tne procedure is necessary, he is usually 
z2 better able to cooperate. Explanations of 
z.s sort can often help to change the individu- 

+ zcitude toward the painful experience, since 
=- -nat is viewed as an aid in getting better is 
-*z2y more tolerable than pain that is thought 
zZ.:-ed for reasons a person does not under- 


E: 


E sz with children, telling them that a pro- 
-:.7* is going to hurt a little, and what the 
2.7 ^l be like, is much preferable to telling 
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them that it is not going to hurt and then pro- 
ceeding to inflict pain. The latter course of action 
can destroy a child’s trust in health personnel. 
A factual explanation of exactly what is going 
to happen to them can usually eliminate much 
fear for both adults and children. 

Reassuring the patient that pain will not be 
beyond his level of tolerance is sometimes ad- 
visable. “If it hurts too much, we will give you 
something to relieve the pain” is an example of 
words that can sometimes be used. Touch, for 
instance, placing a hand on the patient’s arm, is 
often helpful when a patient is undergoing a 
painful procedure. The nurse should be careful 
in the use of touch, however. Some patients 
dislike it, particularly if they are striving to 
maintain their independence. Many, however, 
are grateful for a hand to hold when pain seems 
to much to bear alone. 

Enabling the patient to retain a measure of 
control over the situation can also be helpful in 
minimizing the reaction to pain. “Tell me when 
it hurts and we will stop for a minute” is one 
way of doing this. Involving the patient in some 
part of the activity, such as holding a piece of 
the equipment, can help to make him feel a 
participating member of the health team rather 
than an object of its actions. Again, distraction 
can sometimes be used. If the patient is concen- 
trating on taking deep breaths, for example, his 
attention will not be focused entirely on his 
pain. 

After a painful experience is over, the nurse 
should make certain that the patient is settled 
comfortably. Evidence of the painful procedure, 
such as the dressing tray, should be removed as 
soon as possible. Some nurses have found that 
staying with the patient and allowing him to 
talk over the experience helps him to put it into 
perspective. 

Helping the patient who suffers pain over a 
long period of time—for instance, the patient 
with a chronic disease condition—is frequently 
a challenge to nursing personnel. The nurse can 
often help to minimize his pain, if not always 
to completely alleviate it, by some of the meas- 
ures discussed in previous sections. The nurse 
can also make certain that in her care of the 
patient she does not aggravate his pain. She can, 
for example, use gentleness when handling pain- 
ful limbs and remove potential sources of pain 
and discomfort. It has been suggested, too, that 
helping the patient to find a meaning for his 
suffering can be of assistance to the patient in 
handling chronic pain. In this regard, many 
patients have found their spiritual counselor of 
considerable help and some have benefited from 
psychiatric counseling. 
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GUIDE TO ASSESSING PAIN 


. How old is the patient? 

. What words does the patient use to describe his pain? 

. Where does the patient feel pain? Can he describe its exact location? 

. How severe is the pain? Does its intensity vary? 

. When does the pain occur? How long does it last? Is it intermittent or steady? 


. Has the cause of the patient's pain been identified? 


N Oo Oi ^» o Ne 


. Is the patient aware of any factors that precipitate the pain? that aggravate it a 
relieve it? 


8. What was the person doing when he first became aware of the pain? 


9. Are there observable signs of pain—for example, evidence of muscular tensior. 
protective posture, pallor, diaphoresis? 


10. Are there signs that would lead you to suspect that the patient's pain has bee- 
sufficiently intense to cause a collapse of the body's adaptive mechanisms, suc 
as a lowered blood pressure or weakened pulse? 


11. Is the patient restless, irritable? Does he have difficulty in getting to sleep? 
12. Are the patient's basic physiological needs being met? 
13. Are there factors which might cause the patient to be anxious or fearful? 


14. How much exertion can the patient tolerate without pain? Are there certa:- 
movements or activities which are painful? 


15. Does he have to undergo any procedures which may be painful? 
16. What measures have been prescribed for relief of the patient's pain? 


4 


GUIDE TO EVALUATING THE EFFECTIVENESS OF NURSING 
INTERVENTION 


1. Does the patient state that he is more comfortable? Has the pain gone or lessenz- 
in intensity? 

2. Does the patient appear more comfortable—that is, is he more relaxed or les 
restless and irritable? 


3. Has the patient been able to get to sleep without difficulty? or to rest quietly? 
4. Is he able to enjoy his usual activities? 


STUDY SITUATION 


Mrs. Jean Roberts is admitted to the hospital after an automobile accident in whaz 
she has possibly fractured her ribs. Mrs. Roberts’ husband was also injured at t 
same time, and he is admitted to a nearby nursing unit. He has a fractured pelvs 
Mrs. Roberts is 33 years old, has three small children at home and is in a great dex 
of pain upon admission. Her physician does not wish to bind her chest at this tim 
His orders include: 

Demerol, 100 mg. I.M. q4h p.r.n. 

Seconal, gr. 17 q.h.s. 


Up and about as desired 
Food and fluids as desired 
Chest x-rays as soon as possible 
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Describe the physiology of this patient’s pain. 

What factors would enter into this patient’s perception of and reaction to pain? 
How might this patient describe her pain? 

What observation would indicate to the nurse that the patient has pain? 


. What should the nurse include in her recording about this patient's pain? Give an 


example of the recording, including subjective data, objective data, assessment, 


and plan. 


6. What are the goals of nursing care of this patient? 


“I 


What specific nursing intervention might help alleviate pain? 


8. By what criteria can the nurse evaluate the success of the nursing care? 
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nal of Nursing. 79(9):1554—1557, September, 
1979. 

*agerhaugh, S. Y., and Strauss, A.: How to Manage 
Your Patient's Pain .. . and How Not to. Nursing 
'80, 10(2):44—47, October, 1980. 

Falconer, M. W., et al: The Drug, the Nurse, the 
Patient. 6th ed. Philadelphia, W. B. Saunders 
Company, 1978, pp. 130—141. 
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McCaffery, M.: Relieving Pain with Noninvasive 
Techniques. Nursing '80, 10(12):55-57, Decem- 
ber, 1980. 

McGuire, L.: A Short, Simple Tool for Assessing 
Your Patient's Pain. Nursing '81, 11(3):48—49, 
March, 1981. 
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Books, Inc., 1973. 

: West, B. A.: Understanding Endorphins: Our Nat- 
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The Nurse Should Be Able to: 


Discuss sensory stimulation as a basic human need 

Explain briefly and in simple terms the process of sensory perce-- 
tion 

Discuss factors affecting sensory perception 

Discuss variations in sensory perception throughout the life cyce 

Assess the status of the patient's sensory abilities 

Identify common problems in sensory functioning 

Apply relevant principles in planning and evaluating nursing in 
ventions 
a. to promote optimal sensory input for patients 
b. to help the patient to cope with a partial or compe 

sensory deficit 
Evaluate the effectiveness of nursing interventions 


Section Two ACTIVITY 
NEEDS 


SENSORY NEEDS 


CHAPTER 


INTRODUCTION 


Sensory stimulation is a basic human need. 
"svchologists and educators have long been 
:ware of the need for adequate sensory stimu- 
:tion to promote the optimal growth and devel- 
.z ment of children, but only in recent years has 
ze subject received much attention in other 
eas of the health field, particularly for adults. 

Yet, sensory stimulation is a vital component 
.: our lives. Our sensory abilities of sight, hear- 
zz. smell, taste, and touch are the antennae that 
-zable us to pick up signals that give us infor- 
zation about our environment. Without these 
:2:lities, we would not know what is going on 
z the world around us. Nor would we be able 
: communicate with other people, since com- 
-.nication involves both visual and auditory 
:ities, as well as abilities to symbolize, to 
.7:1e. and to make sounds. In discussions of 
«zsory functioning, the ability to communicate 
: zsually included because of the interrelation- 
2.2 of sensory functioning and communication. 

Tne receiving and accurate interpretation of 
-zsorv input from the environment is essential 

.? survival. The person who has lost the use of 

-+ of his senses is handicapped. One of his 
-—'ennae is missing, so to speak, and he must 
: :« up more stimuli from other sources to make 
.: tor it. 

Tne person who is blind, for example, learns 

iistinguish sound with much more discrimi- 
ion than the person whose sense of sight is 

i:t. He also develops the sensitivity of his 
i- zers to allow him to read Braille. But he may 

. require the help of another person or of a 

-«ing-eye" dog to protect him from hazards in 
<+ environment. 

similarly, the person who is deaf learns to 

zen" to other people by reading their lips; if 
-+ .s both deaf and mute (unable to speak), he 


may learn to talk in sign language. He also 
develops his sense of sight more keenly to inter- 
pret the meaning of nonverbal communications. 
But the deaf person is still at a disadvantage; he 
may not hear the horn of a car warning him to 
get out of the way when he is crossing the street. 

Inability to communicate, either in speech or 
in writing, lessens a person's ability to make 
contact with other human beings and, hence, 
cuts off a major area of sensory stimulation. If 
speech is affected, the individual must either 
write his messages or depend on nonverbal 
means of communication. If the ability to write 
is lost, the person is more or less at the level of 
a child who has not yet learned to write. 

Appetite is aroused by the sight and smell of 
food, but it is also dependent on direct stimu- 
lation of the taste buds. Thus, if the ability to 
taste is lost. a person's appetite diminishes, and 
he may take in insufficient nourishment to meet 
his body's requirements. Loss of the sense of 
smell lessens the pleasure of a cup of coffee, 
since the aroma of coffee contributes a great deal 
to its enjoyment. The loss of the sense of smell 
also entails other handicaps. A person may not 
be able to distinguish important odors, such as 
fumes. He may not, for example, smell the smoke 
of a fire, but must depend on his senses of sight 
and hearing to alert him to the danger. 

If a person has lost the sense of touch in a 
part of his body, e.g., if his left arm and leg are 
paralyzed as a result of stroke, he is unable to 
tell if tissues in the affected arm and leg are 
being damaged. He cannot tell if a hot water 
bottle is burning his left foot, for instance. Loss 
of the sense of touch affects the ability to per- 
ceive pain, heat and cold, and pressure. It also 
affects a person's balance, since we use touch as 
a means of aligning ourselves with objects or 
persons in our immediate environment. We feel 
where we are sitting in a chair, for example, and 
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shift ourselves around until we are comfortable. 
A person without the sense of touch is cut off 
from contact with other objects or human beings 
so far as the affected area is concerned. If his 
arm or hand is paralyzed, he is unable to feel 
the comfort of a soothing hand on his arm, or to 
feel the texture of a piece of silk in his hand. 

Of course, a person can also suffer from too 
much sensory input. The excessive noise and 
constant barrage of stimuli from a variety of 
sources that seem to be a part of living in a large 
city these days can overload our sensory receiv- 
ing mechanisms and result in problems in sen- 
sory functioning. One wonders, for example, 
about the possible, damage done to the hearing 
abilities of people who frequent discotheques, 
since the noise emanating from them has often 
been measured at well above the safety limit for 
noise levels. 


SENSORY PERCEPTION 


The perception of sensory stimuli is a complex 
process, which has its origin in the five sense 
organs: the eyes, the ears, the skin, the nose, 
and the mouth. Receptors in the sense organs 
pick up stimuli from the environment and send 
this information along to the brain via distinct 
channels in the nervous system.* The informa- 
tion passes through several levels of increasing 
complexity in the brain, where it is modified, 
refined, and interpreted. This interpretation de- 
pends on a number of factors, such as the indi- 
vidual's state of well-being, his past experiences 
with stimuli of this sort, and the interrelation- 
ship of stimuli coming in from various sources. 
The result of this process, which takes less than 
a second of time, is known as perception. 

In order to process sensory perception, the 
brain (in particular, the reticular formation) de- 
pends on a constant and varied barrage of stim- 
uli from the environment. If the receptors are 
not picking up enough stimuli or are getting too 
much of the same stimuli, adaptation occurs, 
and the brain will no longer perceive the avail- 
able stimuli. To illustrate this effect, the student 
might try sitting in a quiet, darkened room and 
staring at a luminous object. Gradually the object 
will seem to disappear until the student can no 
longer see it. Extreme concentration on any 
object or person will produce the same effect. 
This phenomenon has been known to be used 
by some cult leaders as a demonstration of their 
power over their followers. A lack of environ- 
mental stimulation will like ise result in a form 
of sensory adaptation. It is believed that, in this 
case, the brain will then focus on higher thought 


*This is not so for the perception of pain, as we discussed 
in Chapter 21. 


processes and tend to disregard the small 
amount of external stimulation that is availalble. 
Either situation—that is, too much of one stim- 
ulus or not enough stimuli altogether—results 
in sensory deprivation. 


FACTORS AFFECTING SENSORY 
FUNCTIONING 


There are two major sets of factors that affec: 
sensory functioning: 


1. Environmental factors. There may be either 
an undersupply or an excess of sensory stimul 
in the environment. 

2. Biological factors. Besides the physiologi- 
cal changes that occur throughout the life cycle. 
biological factors include (a) impairment of the 
sensory receptors themselves or the neural sttuc- 
tures transmitting sensory impulses, and (b) im- 
pairment of the centers for processing sensory 
stimuli. 


Environmental Factors 


Inadequate Stimuli. People who have all c: 
their sensory abilities intact are just as likely tc 
suffer from a lack of sensory stimuli as are 
people with impairment of these abilities. The 
lack of stimulation may be in the physical en- 
vironment, the psychosocial environment, o: 
both. People with limited mobility, such a: 
"shut-ins" at home, those confined to a wheel- 
chair or a sickroom, or those whose ability tc 
get around is limited in any way, are particular 
vulnerable. Their opportunities for varying thei 
surroundings and for meeting and talking wit* 
other people are seriously hampered. The poter- 
tialities for inadequate sensory stimulation are 
therefore greatly increased. People whose work 
or home environments are monotonous anc 
lacking in stimulation may also suffer from ser- 
sory deprivation. The man who works on : 
assembly line, for example, and has few hobbie: 
or after-work activities, and the housewife wh: 
stays home day after day with the same mono:- 
onous round of housework and who has m: 
interests outside the home are both likely tz 
suffer from sensory deprivation. 

The problem of lack of stimulation is a vers 
common one in people who are ill, particular 
in the hospital setting. Profound disturbance: 
caused by this form of sensory deprivation hav: 
been documented in studies on patients in isc- 
lation, in intensive care units, and in coronar: 
care units, who have minimal contact ,with th: 
outside world. Whether it is in the home or iz 
a hospital, the normal sickroom is usually lack- 
ing in environmental stimuli. Noise is kept to z 
minimum, lights are low, and contact with fam 
ily and friends is often restricted. In the hospita 
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In the intensive care nursery, sensory overload Is possible even in tiny babies. 


setting, the walls are often bare and colors 
muted. All these factors were thought to act for 
the best interests of the patient, with the prin- 
cipal objective being to prornote rest and com- 
fort. Unfortunately, the reverse is often true. 


Excess Stimuli. As we mentioned at the begin- 
ning of this chapter, a person may sometimes 
have an overabundance of sensory stimulation. 
This is not an uncommon problem in the sick- 
room or hospital setting. Although the atmos- 
phere of the sickroom or the hospital is tradi- 
tionally quiet and conducive to rest, often this 
is not the case. Many humorous articles have 
been written by patients about the disturbances 
of rest in a hospital, but the situation is not 
always amusing. The patient may be subjected 
to bright lights or disruptive noises, as, for ex- 
ample, those produced by the machinery used 
to provide life-giving assistance to him, such as 
a respirator or a renal dialysis (artificial kidney) 
machine. The noise of food carts being trundled 
along the hall can also be disturbing. The pa- 
tient's rest may be constantly interrupted by 
member: of the health team checking his vital 
signs or those of a roommate. Adequate rest and 
sleep are important in a person's physical and 
psychological well-being, as well as in his sen- 
sory perception; the specific effects of sleep 
deprivation are discussed more fully in Chapter 
20. 


Impairment of the Sense Organs 


The sense organs and their accessory muscles, 
nerves, and blood supply must be intact for 
optimal sensory stimulation. Disease, injury, or 
a congenital defect can interfere with the receiv- 
ing of adequate sensory input. The impairment 
may be temporary, or it may be permanent. A 
person recovering from eye surgery who has 
both eyes bendaged may be suffering only a 
temporary loss of vision, but it is a very distress- 
ing experience. While his eyes are bandaged, he 
must adjust to life as a blind person. The person 
with a permament sensory deficit must learn to 
adapt by making greater use of his remaining 
sensory abilities and learning to live with the 
deficit. 

The loss of the sense of sight, of hearing, or 
of touch may mean a complete restructuring of 
a person's life. The person who loses some of 
his hearing may be able to use a hearing aid, but 
not all hearing problems can be helped by this 
means. The person who has lost any of the three 
senses just mentioned or his ability to speak 
loses at least some of his independence and, 
consequently, his lf-esteem suffers as he finds 
he has to depend on others to do things he 
would normally. do for himself. 

Sensory impairment may be either partial or 
total. Partial loss of any of the senses can be 
almost as disturbing as total impairment. A per- 
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Hearing aids are helpful im many cases, but 
the patient may aso need à great deal of 
teaching to leam fo overcome a partial loss 
of hearing, 


son recovering from: sn eye operation who has 
only one eye bandeged is unable to perceive 
depth, which depemds on focusing both eyes 
simultaneously. The individual who is “hard of 
hearing" often becomes very anxious and frus- 
trated as he tries to catch what other people are 
saying. His social relationships may be impaired 


Even the temporary loss of the sense of sight is a 


and he loses much in the way of sensory stir- 
ulation because of his difficulties in receivins 
spoken messages. 

Distorted sensory perception can be equal” 
distressing and potentially harmful to the inc- 
vidual. A person with distorted vision, for ea- 
ample, may stumble and fall as he tries to finr 
where he should put his foot next. If you hav» 
ever walked through a “fun house" in an amuse 
ment park, you may remember how it feels x 
have your vision distorted in one of the conve 
or concave mirrors. This experience helps = 


| give you some idea of the feelings of a persa 


with distorted vision. 


Impairment of the Centers for 
Processing Sensory Stimuti 


Any factors that impair the functioning a 
centers in the brain. that refine, modify, anr 
interpret sensory input interfere with a person: 
sensory abilities. Diseases affecting mental proc- 
esses, or damage to the brain itself resulting 
from disease processes or from injury, may caus 
disturbances in sensory functioning. Fever, fa 
example, often distorts sensory perception: ¢ 
very high fever may cause a person to hav 
hallucinations. Hallucinations are something 
like dreams. They may be visual or auditory: ti 
person may see persons or objects in his minc 
or he may hear voices or other noises. Othe 
senses, such as smell and touch, may also œ 
involved, and sometimes several sensations mz 
be experienced at the same time. When the 
occurs, the feeling that this is real, and not z 
dream, may be overpowering.” 

A stroke (cerebrovascular accident) is a com- 
mon cause of temporary or permanent impar- 
ment to brain tissues that interferes with sensor 
functioning. Paralysis often results from a strok« 
and not infrequently there is interference wiz 
speech and hearing as well. Because the speec 
area in the brain is located in the domina= 
hemisphere, a stroke affecting this side of th» 
brain may cause difficulties in speaking + 
aphasia (that is, a complete absence of the abili 
to speak). In people with heart problems, gener= 
circulation is impaired, and thére may be inte- 
ference with the blood supply to the brain. Thes: 
people then may also experience disturbanc= 
in sensory functioning because of the inadequa- 
oxygenation of brain tissues. 

A person's level of consciousness affects bow 
his ability to receive sensory input and E- 
ability to process it. His antennae are tume: 
down low, to pick up the analogy used at tt: 
beginning of the chapter, and the complicate: 
mechanisms in the brain that process the sez 
sory stimuli are functioning at less than optime 


efficiency when the level of a person's con- 
sciousness is decreased. 

Drugs that depress the central nervous system 
will decrease sensory functioning, since it is this 
system that carries information from the sensory 
receptors and also handles the processing of it. 
Many drugs are known to cause distortions in 
sensory perception. The hallucinogens, such as 
marijuana and LSD, cause a person to have 
hallucinations. Other drugs commonly used in 
the treatment of illness may also cause disturb- 
ances in sensory functioning, such as a blurring 
of vision, a ringing in the ears, or a distorted 
taste. These are side-effects, and are specific to 
each drug. When caring for patients on any type 
of medication therapy, the nurse should be 
aware of potential side-effects and be alert for 
their appearance in the patient. 

A person's emotional state can also affect his 
sensory abilities. A happy person sees every- 
thing in a different light than when he is worried 
or depressed. The flowers have more color; other 
people look different, perhaps more friendly. 
The depressed individual, on the other hand, 
may be unaware of things in his immediate 
environment—his eyes just do not see them. 


SENSORY FUNCTIONING 
THROUGHOUT THE LIFE CYCLE 


Even before birth, the sensory antennae of the 
developing human being are beginning to func- 
tion. The fetus responds to sounds of all kinds 
starting in the fifth month of gestation.' When 
he arrives in this world, the newborn has all of 
the essential sensory equipment, with most of 
the organs fairly well developed and ready to 
function. As we mentioned in Chapter 21, the 
newborn will withdraw from a painful stimulus, 
such as a pinprick. He will also turn toward a 
light, will respond to odors, and can detect 
visual patterns. His sense of smell is completely 
developed at birth. By the time the infant is 3 
weeks old, he can imitate adult movements with 
the mouth. If the mother has not been sedated 
during delivery, the baby is likely to be very 
responsive and alert. If he is tired and hungry, 
however, he is capable of shutting out excessive 
stimulation and is less aware of outside stimu- 
lation. 

From birth, infants are very sensitive to touch 
and pressure. Skin contact and warmth are the 
most powerful stimuli in the first few months. 
People often remark on the fact that "their" baby 
has very large eyes. In point of fact, all babies 
do; the eye of the newborn is three fourths the 
size of an adult's. During the first 12 months of 
life, the eye grows rapidly. This growth gradu- 
ally slows down until the third year, when the 
eye reaches anatomical maturity. Visual matu- 
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rity is reached in the sixth year. Newborns do 
not cry with tears, the tear glands usually not 
being functional until the infant is two weeks 
old. Infants are aware of the relationship be- 
tween sight and sound at a very early age, and 
by the time the child is ready to crawl, he is 
able to perceive depth. Screening for hearing 
defects can be done by the time an infant is 6 to 
12 months old. Because the infant has taste buds 
all over his mouth, he tends to stuff his mouth 
as full as he can once he starts to feed himself. 
During infancy, it is important for the child to 
have a variety of sensory inputs. A lack of 
stimulation, as for example, in institutional care 
un result in depression and developmental de- 
ays. 

The major change in sensory perception dur- 
ing the early years of childhood is the matura- 
tion of vision. The young child's eye is normally 
hyperopic; that is, a distant image will fall be- 
hind the retina, but because of the malleable 
lens the child's eyes accommodate for this eas- 
ily. Sometimes this condition persists into adult- 
hood. If the eye becomes too long during growth, 
the child will become myopic, that is, near- 
sighted. Such a child does not usually complain 
of poor vision, however, since he does not know 
anything else. With most children, vision usu- 
ally improves up to the age of 5 years, when 
most have 20/20 vision. An annual vision 
screening is done in most school systems from 
kindergarten through the high school years. Pe- 
riodic hearing screening is also done in most 
schools. This is important because a significant 
hearing loss is one of the most commonly over- 
looked serious handicaps in children. 

By the time the individual reaches adoles- 
cence, there is a cessation of growth and a 
stabilization of sensory powers. As people grow 
older, their sensory functioning decreases. It 
takes more stimulation to whet the appetite. for 
example. because the sensory stimulation of 
taste is diminished (there are fewer taste buds 
functioning in the mouth). Yet older people, 
particularly those residing in institutions, are 
often given very bland meals. Of course, one has 
to consider other factors as well, such as the 
person's ability to chew food and any gastroin- 
testinal problems he may have, but the monot- 
ony of institutional meals does not usually do 
much to encourage the intake of adequate nour- 
ishment by older people. 

Vision also decreases as one grows older. As 
a person approaches middle age, he generally 
finds that he needs to wear glasses, even if he 
did not need them before. In old age, visual 
acuity is often impaired by cataracts or retinal 
degeneration. Most old people are farsighted, 
because of the loss of elasticity of the lens. The 
pupils are often small, and there may be white, 
ringlike deposits of cholesterol ester just inside 
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the edge of the cornea. Eyeglasses are an impor- 
tant part of the older person's sensory equip- 
ment. Nurses should be especially careful to 
handle them gently and to make sure that the 
lenses are clean. Many publishers are now put- 
ting out an increasing number of books in large 
print, which many older patients greatly appre- 
ciate. 

Hearing also becomes less acute as a person 
gets older. Men tend to lose the ability to hear 
high tones (such as women's voices), while 
women tend to lose the ability to hear low tones, 
such as men's voices. And this fact alone, it has 
been said, has saved many a marriage. The older 
person usually needs the radio or television 
volume set much louder than a younger person 
does. It is also often necessary to speak more 
loudly to him and to enunciate words distinctly. 

Depth perception and position sense are two 
other sensory abilities that decrease with in- 
creasing age, rendering the older person more 
susceptible to falls. There are two basic factors 
operating here. First of all, there is the increased 
length of time required for sensory impulses to 
travel to the brain, and for motor impulses to 
travel from the brain to the periphery. Hence, 
reaction time is increased. Also, there are degen- 
erative changes in the sensory organs them- 
selves, which cause decreased vestibular func- 
tioning and lessened visual acuity. 

Older people to burn themselves a lot. 
One of the reasons for this is that their response 
to temperature is decreased. It is usually the 
middle ranges of temperature that are not per- 
ceived accurately, and the older person can be 
easily burned by water that is just a little too 
hot, or a heating pad that has been turned up 
too high. 

Stronger impulses are needed to stimulate all 
of the senses as a person get older. The ability 
to perceive light touch and vibration is often 
lost, and even deep pressure sensitivity is di- 
minished. An example of the loss of deep pres- 
sure sense is the lessened response to the rectal 
reflex for evacuation of the bowel. As you will 
recall from Chapter 16, this reflex is activated 
by the perceptiorf of a feeling of fullness in the 
rectum. 


COMMON PROBLEMS OF SENSORY 
FUNCTIONING 


The most common sensory disturbances the 
nurse will encounter in patients are: 


1. Sensory deprivation 
2. Sensory overload 
3. Sensory deficit, partial or complete 


Sensory deprivation has been defined as “a 
lack or alteration of impulses conveyed from the 
sense organs to the reflex or higher centers of 


the brain. It may result. from inadequate or m-- 
notonous stimuli (that is, sensory underloac. 
poorly functioning sense receptors, or an inah.- 
ity to preceive environmental data.'? When = 
individual is ill, his resistance to harmful stiz- 
uli and his energy level are considerably low. 
ered; thus, the effects of sensory deprivation ar 
bound to be more profound in the sick persa. 
Florence Downs states that “realistic bodily cœ- 
cerns probably heighten an individual's suscez- 
tibility to (indeterminate sensory experiences 
by intensifying environmental disruption en: 
encouraging introspection."* 

Sensory overload simply means the bombar: 
ment of an individual by too many stimuli z 
the same time. 

Sensory deprivation and sensory overload ar 
relative terms. What might be sensory deprit= 
tion for one person may be peace and tranquii- 
for another. A person who comes from a lae 
family may enjoy a quiet time by himself. = 
may, on the other hand, not find noise as ar 
turbing as one who is used to a quiet househor 
and in fact may miss the stimulation of an act- 
busy home. 

A sensory deficit is a lack or a deficiency : 
one of the sensory abilities. It may be partia + 
for example impaired vision, or complete, e: : 
total blindness. 


ASSESSMENT 


In order to identify problems a patient ma: : 
having with regard to sensory functioning. Œ 
nurse will find information about the followz 
items helpful: 


The patient's usual status with regard to sæ 
sory functioning 

His present status in this regard 

Health problems he may have 

The therapy he is receiving if he has a heaz 
problem 

His personality 

His usual lifestyle 

His normal environment 

His present environment 


Sources of Information 


From the nursing history and the nurse's = 
tial clinical appraisal, the nurse can obtaiz : 
formation about the patient's usual and cure 
status with regard to his sensory abilities. 7x 
report of the initial physical examination d tz 
patient, and any tests done on specific sens 
abilities, such as a hearing test, eye exarninatsz. 
and so forth, should be included in the patie ~ 
record, and the nurse can supplement the z. 
ing data with this information. Similarly. ire 


mation about the patient's health problems and 
the plan of therapy for these should also be 
available to the nurse from the physician's no- 
tations and doctors' orders on the record. 

From these sources the nurse can usually 
identify long-standing sensory deficits or prob- 
lems the patient has, and any that have occurred 
recently. She can also obtain information about 
corrective devices that the patient uses, such as 
eyeglasses or a hearing aid. In addition, it is 
helpful to find out the answers to such questions 
as: What is his mobility status? Is he confined 
to bed, for example? Does he use a cane? Does 
he need a wheelchair for getting about? 

Through talking with the patient and with his 
family or friends (the significant others in his 
life), the nurse can usually learn something 
about the patient's basic personality structure to 
supplement information from the nursing his- 
tory. Is this individual normally a quiet person? 
Or he is usually talkative? Is he gregarious and 
does he enioy the company of other people? Or 
does he prefer the company of his family or of 
one or two close frineds? What are his usual 
activities during the day? What is his present 
environment like in comparison with his usual 
environment? 

This is by no means an exhaustive list of 
questions the nurse might ask herself, but it may 
help her to think of other questions that might 
be useful in relation to this particular patient. 

The nurse can further extend information 
about the patient's sensory abilities by her ob- 
servations of the patient and his subjective re- 
porting of changes that occur. The patient is the 
most reliable source of information about the 
functioning of his senses. Much of the informa- 
tion about these abilities must come from him. 
Because it is difficult to separate the subjective 
observations from the objective in this particular 
set of problems, the two have been combined in 
the discussion that follows. However, in nota- 
tions on the chart, the nurse will record sepa- 
rately her own observations and the information 
the patient gives her. 


Observing for Sensory Deprivation 


Sensory deprivation has long been thought to 
be a problem requiring nursing intervention. 
Florence Nightingale herself was evidently con- 
cerned about this when she wrote: 


It is an ever recurring wonder to see educated 
people who call themselves nurses, acting thus. They 
vary their own objects, their own employments, many 
times a day; and while nursing (!) some bedridden 
su‘ferer, they let him be there staring at a dead wall, 
v hout any change of object to enable him to vary 
uis thoughts; and it never occurs to them at least to 
move his bed so that he can look out of the window.* 
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Much research has been carried out in recent 
years on sensory deprivation and its effects on 
the human organism. In psychology departments 
in many universities, this subject has come un- 
der close scrutiny. Health personnel are also 
focusing their attention on sensory deprivation 
as an area of concern, as exemplified in a study 
reported by Downs.‘ The purpose of this partic- 
ular study was not to test the effects of sensory 
deprivation but to investigate the effects of bed 
rest as functions related to personality charac- 
teristics and varied auditory input. The subjects 
who participated in the study were healthy 
young adults between the ages of 18 and 35. The 
incidental findings of the study were astonish- 
ing. Subjects reported disturbances ranging from 
basic physical discomfort, space and time diso- 
rientation, sensory distortions, and difficulty in 
concentrating, to outright hallucinations. One 
woman experienced the sensation of her leg 
being detached from the rest of her body. Other 
subjects felt as though they were floating above 
the bed. As the subjects in this study were 
considered to be in an optimal state of physical 
and psychological well-being, one may well 
question what the effects of sensory deprivation 
might be on persons who are ill. 

It is important for the nurse to be able to 
recognize the signs of possible sensory depriva- 
tion in her patients and to take steps to prevent 
this problem from occurring or to remedy the 
situation if it does occur. Cameron and co- 
workers list a continuum of behaviors mani- 
fested by the patient suffering from sensory 
deprivation: boredom, inactivity, slowness of 
thought, daydreaming, increased sleeping, 
thought disorganization, anxiety, panic, hallu- 
cinations.* 

The person who is bored may also be inactive, 
or he may be overactive, usually with trivial or 
inappropriate occupations. He may annoy other 
patients or continually push his call button to 
summon staff members, usually for small re- 
quests that are unnecessary or that he could 
handle himself. Often he is irritable and tends 
to make mountains of molehills. If he is inactive, 
he may appear apathetic and just lie or sit in 
one place without seeming to respond to any 
form of stimulation. 

A person experiencing slowness of thought 
may take considerable time to grasp even simple 
concepts, and there may be great lapses in his 
conversation as he tries to think of what he 
wants to say. His reaction time will be reduced 
and he may appear clumsy and awkward. 

The daydreaming individual may sit for seem- 
ingly endless periods of time, happily absorbed 
in his thoughts and fantasies, ignoring what is 
going on around him. It may be difficult to rouse 
him from his reveries, and he may not know 
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when he has taken a medication or that someone 
was talking with him. He may confuse reality 
with fantasy. 

The person who sleeps for longer than usual 
periods of time may be bored and consider this 
an effective way to pass the time, or he may 
actually find it difficult to stay awake with no 
stimuli to arouse his nervous system. 

The individual suffering from thought disor- 
ganization may find it difficult to remember 
what he was saying, or he may experience space 
and time disorientation. He may not know what 
time of day it is, which meal he has just eaten, 
or where he is. He may make inappropriate 
responses both in conversation and in his ac- 
tions. For example, he may intend to put on his 
glasses, and instead remove his shoes or put on 
his dressing gown. He may experience distor- 
tions in sensory perception and, for instance, 
think he is eating fish when in fact he is eating 
fruit. 

The person experiencing anxiety may feel that 
he is losing all faculties one by one or that he 
has a terrible brain disease affecting his sensory 
perception. He may become frightened and re- 
sort to the use of one of the defense mechanisms, 
as mentioned in Chapter 2. 

Panic, as discussed in Chapter 30 is a severe 
state of anxiety. When an individual reaches the 
stage of panic where sensory disturbances are 
concerned, he may feel that he will be perma- 
nently blind, deaf, or paralyzed, or that he is 
going mad. 

Downs places hallucinations at the extreme 
of her continuum.* A person suffering from hal- 
lucinations has lost all contact with reality. An 
explanation of the reason for hallucinations ap- 
pearing in people who have experienced sensory 
deprivation is found in the following quotation 
from R. L. Gregory's book, Eye and Brain: 


It seems that the brain is always spontaneously 
active, and that the activity is normally under the 
control of sensory signals. When these are cut off [as 
in an isolation chamber] the brain activity can run 
wild and instead of perception of the world, we 
become dominated by hallucinations which may be 
terrifying and dangerous, or merely irritating and 
amusing.” 


Observing for Sensory Overload 


The nurse should also be alert to factors in 
the patient’s environment that may cause sen- 
sory overload, and she should be observant for 
signs of this in the patient. Ambulatory patients 
may suffer from an excess of sensory stimulation 
in their work or home environment, or in the 
sum of their daily activities. Everyone needs a 
quiet place in which to relax, to be free from the 
constant ringing of the telephone and from all 


the other noises and activities that form è a 
of the lifestyle of many active, busy people 

The busy mother with a houseful of as 
children may show signs and symptors s 
stress, as may the harried executive wae 
phone is constantly ringing, and who goes zr 
mediately from one meeting to another. 7x 
noise of machines in a factory constitutes z *« 
health hazard to employees, as does the conszat. 
noise of planes for people who work in airaon 
We are only beginning to realize both the zm 
ical and psychological effects of excessive se 
sory stimulation as stress factors contributizx : 
illness. 

People who are ill are particularly vulnerass 
to the effects of excessive stimulation. This = 
course, has long been recognized. Rest and zum 
are still considered the best therapy for mar 
illnesses. In many instances the body wili um 
itself if it is not overwhelmed with the mass 
cies of the usual everyday activities. Inoem: 
illness is frequently the body's way of telim 
the individual that rest is needed. 

We have already mentioned some o? t 
sources of excessive sensory stimulation ir pe 
ple who are ill. The nurse should be alert :z tœ 
factors that have been discussed as well æ s 
excessive noise, interruptions of the pat 
rest, too many people attending to the patie 
or too many visitors, particularly for the peme 
who is acutely ill. f 

People usually show signs of being tired tray 
the effects of these. They may express tam 
weariness verbally but often it is the nus: 
responsibility to note if the patient's face lagi 
tired and drawn, if his reactions are slows 
down and every movement seems an effozt ae 
if he is lying quietly in bed, trying to ignore fi 
noise and what he views as widespread comi 
sion around him. 


Observing for Sensory Deficits 


From her other sources of information. f 
nurse will be aware of existing sensory defi 
but she should be alert to pick up any that as 
not been identified, and also any that sca 
quently develop. Things to watch for in relate 
to specific sensory areas: 


(1) Acuity, particularly  lesseme 
ability to see objects or me 
sons. If the patient norma 
wears glasses, the xæ 
should also check to se 
these are still suitable for tz 
Many times, people finc * 
illness affects their sight. ax 
the glasses they used to wee 
no longer help them. This zm: 


Visual: 
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PRINCIPLES RELEVANT TO SENSORY FUCTIONING mE 


Nursing interventions are planned for patients with sensory disturbances in accord- 
ance with their specific problem, and are based on the individual's particular needs. 
It is helpful, however, to keep the following principles in mind. 

1. Psychosocial equilibrium requires that individuals have adequate sensory 


stimulation. 


2. Stimull picked up by the sense organs provide the body with information 


about the exterhal environment. 


3. Integrity of the sense organs is essential for sensory perception. 
4. Sensory perception can be distorted in persons who are ill. 
5. Damage to brain tissues caused by disease processes or by injury can 


interfere with sensory perception. 


6. Communication provides an important means of sensory stimulation. 
7. All sensory receptors adapt, either partially or totally, to their various stimuli 


over a period of time. 


8. The brain is active even in the absence of stimull from the external 


environment. 


9. Sensory perception diminishes as a person get older. 
10. The length of time an Impulse takes to travel to the brain increases with 


age. 


11. Reaction time to environmental stimull also increases with age. 
[om > ÀJ 


be one reason the patient is 
not reading. 

(2) Field of vision, particularly a de- 
creased field; the patient may 
be unable to see things on 
either side of him without 
turning his head as well as he 
could previously. 

(3) Unusual sensations, such as the 
perception of spots in front of 
the eyes, or black, grey, or 
sometimes other colored areas 
obscuring part of his vision in 
one or both eyes; or a ring or 
“halo” around objects. 

Auditory: (1) Ability to distinguish voices, or 
to locate sounds. 

(2) Unusual sensations, such as 
ringing or humming in the 
ears. 

Olfactory: (1) Ability to distinguish odors. 

(2) Unusual sensations, such as 
smelling an odor when there 
is no stimulus for it. In this 
regard, it should be noted that 
people sometimes experience 
the sensation of a specific odor 
just prior to a seizure (convul- 
sion). 

Gustatory: (1) Ability to discriminate sweet, 
sour, salty, and bitter tastes. 
(2) Unusual sensations, such as a 
bitter or metallic taste in the 
mouth. 
(1) Ability to discriminate sharp, 
dull, light, and firm touch. 


Tactile: 


(2) Ability to perceive heat, cold, 
pain. 

(3) Intactness of body image. 

(4) Unusual sensations, such as 
prickling, a feeling of “pins 
and needles," and the like. 

(1) The formation and perception of 
speech. 

(2) Problems in phonation (ability to 
articulate words). 

(3) Ability to understand and initi- 
ate speech. 


Speech: 


GOALS FOR NURSING ACTION 


The goals of nursing action for patients with 
actual or potential problems of disturbed sen- 
sory functioning depend on the nature of the 
problem. Regardless of whether they have prob- 
lems or not, two goals are common for all pa- 
tients: 


1. To prevent sensory deprivation 
:2. To prevent sensory overload 


For people with sensory deprivation, the fol- 
lowing goals would be applicable: 


1. To restore adequate sensory input 
2. To restore normal perception 


For people with a temporary or permanent 
sensory deficit, the following would be appli- 
cable. 


1. To assist the individual to adjust to his 
deficit 
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2. To ensure that the individual receives ad- 
equate stimulation via his remaining sense re- 
ceptors. 


For people with sensory overload the primary 
objective would be to lessen sensory input to an 
optimal level. 


SPECIFIC NURSING 
INTERVENTIONS 


Our sensory abilities function to provide us 
with information about our environment. The 
environment, then, is one of the principal factors 
to be considered in helping people with sensory 
disturbances. Other major factors that the nurse 
takes into consideration are the individual's re- 
action to disturbances in his sensory abilities 
and his needs in relation to learning to live with 
a deficit, if this is the problem. 

Nursing interventions are considered in the 
light of their suitability for each individual's 
particular problem. The following possible ap- 
proaches for nursing action are, therefore, out- 
lined separately for each of the three common 
problems identified earlier in the chapter. 


Sensory Deprivation 

The logical approach to nursing action for the 
person who is suffering from sensory depriva- 
tion, or for these in whom this is a potential 
problem, is to ensure that the environment con- 
tains adequate stimuli to maintain or restore 
optimal sensory input. This implies a certain 
amount of environmental management on the 
nurse's part. 

People in a home situstion should be encour- 
aged to vary both their physical and their psy- 
chosocial environment. The nurse may be able 
to make some suggestions in this regard, or to 
involve family end friends, or community orga- 
nizations, to assist the individual if he is unable 
to do this for himself. Radio and television are 
great comforts to people who are unable to get 
out of their everyday environment, and they 
help to keep the individual in touch with the 
outside world. These cam be supplemented with 
active participation im games, crafts, and other 
activities that keep them in contact with their 
environment, If the person is fond of reading, 
mobile libraries are available in many commu- 
nities. A visit by a library staff member not only 
provides the person with new books and thaga- 
zines to read, but also provides the stimulation 
of a new face and some conversation to relieve 
the monotony of the day. 

People who deliver “Meals on Wheels" find 
that their clientele often look forward to the 
social aspects of the service as much as the 
actual meal. A number of service clubs, lodges, 


and other community groups visit shut-ins. ar 
arrange for outings for senior citizens and ha 
dicapped persons. The nurse should be famis 
with those services that are available in = 
community in which she works. Commusr 
centers and organizations such as the YW7- 
YMCA, or YMHA, also provide activities = 
those who are ambulatory. Bridge clubs, arts zx: 
crafts classes, and a variety of courses, incluam 
academic subjects as well as other subjects su- 
as gardening, swimming, and exercise classe. 
are among the many activities offered in a nix 
ber of these centers. : 

For the person who is ill and in an ins 
tional setting, the same types of approaches ma 
be used. Volunteers and the fesources oi = 
community can help to provide the indiviau. 
with sufficient change in both physical ax 
psychosocial environment to ensure an adeguz 
amount of sensory input. 

Varying the patient's surroundings, even r 
is just moving his bed so he can look ou: > 
window, as Florence Nightingale suggested = 
vides the individual with a different perspec 

For the person who must remain in ar z 
tended care facility, or one who is sever 
handicapped and confined at home, it is ir 
tant to maintain their contact with reality. t 
helpful to provide some devices to enable m= 
to do this. The use of clocks and watce 
calendars, fixed time schedules for meals. = 
and crafts, physiotherapy classes and so imm 
regular television or radio programs, and sim» 
means help to keep the person oriented to = 
and place. Newspapers and magazines p= 


Active participation in games with other peop == 
vides a variety of sensory input that helps to ke - 
individual in touch with his environment. 


a contact with what is going on in the world 
outside the agency setting. 

The nurse may find brief explanations to the 
patient of nursing functions and treatments 
helpful, too, even if the activities are routine 
ones. They help to keep the person oriented as 
to where he is and what is being done for and 
to him. The nurse should not think that just 
because the patient does not respond that he 
does not hear. It is important to maintain audi- 
tory stimuli for the person who is seriously 
deprived of sensory input. 

Nor should the nurse forget the therapeutic 
effects of touch as a means of communication. 
A number of articles have been written recently 
on this topic and the nurse will find reference 
to some of these in the suggested reading list at 
the’end of the chapter. The “laying on of hands” 
that is so much a part of nursing has been shown 
to have definite therapeutic healing properties, 
from both a physical and a psychological point 
of view. The nurse's presence also means the 
patient has someone to talk to, and the different 
nurses coming on for different shifts help to 
provide a variation in people, which patients 
often find stimulating. 

The nurse, then, functions both as a source of 
sensory input to the patient, and also as a re- 
source person who can enlist the assistance of 
family, friends, visitors, and volunteers from 
community organizations to help the patient to 
receive adequate sensory stimulation. The nurse 
is frequently called upon to use her imagination 
to think of ways of getting people involved and 
providing the type of stimulation needed for a 
particular individual. 


Sensory Overload 


For the patient who is suffering from sensory 
overload, interventions that help to reduce the 
number of stimuli in the environment are indi- 
cated. In the community, the nurse may be able 


to help the individual to plan periods of rest in- 


a busy day or to engage in activities that are 
relaxing for that individual. Physical exercise is 
often a good antidote for the person whose work 
keeps him in an office, a factory, or other en- 
closed surroundings. Some people need assist- 
ance in order to be able to rest and relax. Other 
people enjoy music or book reading or find a 
game of bridge relaxing. A change of stimuli is 
often as relaxing as a cessation of stimuli. 

Some people need help in learning how to 
relax and clear their minds of stimuli activating 
them to do something. We discussed this topic 
in Chapter 21, and we will talk more about 
relaxation technique in Chapter 30. 

We have already discussed some of the ways 
the nurse can help to reduce environmental 


SENSORY NEEDS 477 


stimuli for the ill person, at home or in hospital. 
In addition, it sometimes helps to explain things 
in the environment, the reason for all those tubes 
and machines that are surrounding the patient, 
the purpose of treatments, and the reason why 
other personnel come in to see the patient. 
Putting a structure to the sensory input helps a 
person to interpret stimuli meaningfully; he is 
not so apt to feel disoriented, and his anxiety is 
reduced. 


Sensory Deficit 


In helping a person to cope with either tem- 
porary or permanent impairment of any one of 
his sensory abilities, the nurse needs to be aware 
of the individual’s reaction to it. Loss of sensory 
functioning has both physical and psychosocial 
ramifications. We have mentioned some of the 
psychosocial effects in our earlier discussions. 
If the person has suffered a permanent and total 
disability of one of the senses, he feels an acute 
sense of loss and will grieve. If the nurse is 
caring for someone who has recently experi- 
enced such a loss, she may find it helpful at this 
point to read Chapter 31 of this book on care of 
the terminally ill patient. This individual goes 
through the same process of grieving as the 
person described in Chapter 31. 

With a partial or a temporary loss of sensory 
functioning, the person will probably be anxious 
and worried. Will he regain total functioning? 
What if he becomes totally blind, or deaf, or is 
permanently paralyzed? What if his speech 
never comes back? How is he going to cope with 
partial impairment? These are some of the spo- 
ken and unspoken questions the person asks. 

The patient needs much psychological sup- 
port in coping with his anxieties, even if he 
does not express them (see Chapter 30). He also 
needs assistance with handling his physical en- 
vironment in such a way that the deficit does 
not interfere with daily activities. 

The nurse should be alert to anticipate prob- 
lems in this regard, and also be aware of tools 
that have been developed to assist the handi- 
capped person with maintaining, or restoring, 
his physical independence. The nurse should, 
whenever possible, provide for the patient's 
needs before he has to ask for help, which 
threatens his self-esteem. Cutting up food for 
the person who is having problems with vision, 
or for the person who has the use of only one 
hand; anticipating the need for help in putting 
on a dressing gown, or slippers; moving furni- 
ture out of the way; these and similar activities 
are a few examples of actions the nurse can take. 
It should go without saying that things on the 
bedside table and the light cord, the hand signal, 
and things the patient needs are placed within 
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easy reach. It is amazing how often nurses, busy 
with treatments or medications, forget these 
small details. 

Many new utensils and mechanical devices 
are now available commercially, or ordinary 
ones can be adapted to assist people with such 
activities as eating, reading, getting in and out 
of bed, and moving about. These items eliminate 
problems for people who are blind, paralyzed, 
or otherwise handicapped in performing neces- 
sary activities or those that provide pleasure. 
The physical and occupational therapists are 
often helpful in making suggestions for increas- 
ing an individual's independence when he has 
lost the use of one of his sensory abilities. 

Often people with sensory handicaps need the 
help of specialized health professionals, or the 
services available in specialized agencies, to 
enable them to learn to live with a sensory 
deficit. The nurse supports the work of people 
such as the physical, occupational, and speech 
therapists by following through on activities, 
such as exercises, suggested by them. The pa- 
tient's increased independence is ensured when 
all nursing personnel are aware of the goals for 
the patient, and are consistent in their approach 
to the patient. 

Rehabilitation centers offer tremendous help 
for people who are learning to live with a sen- 
sory deficit, such as blindness, deafness, and 
paralysis, and those who have lost the ability to 
speak. The nurse should, if possible, visit one 
of these centers early in her career to becorne 
aware of things that are available to help these 
patients cope with the daily activities of living. 
She may encounter people who require some of 
these in other nursing situations, such as an 
acute care setting where a person may be suffer- 
ing a temporary loss of sensory functioning, or 
in a long-term care facility where she will prob- 
ably meet people with multiple problems. 


GUIDE TO ASSESSING SENSORY ABILITIES 


PLANNING AND EVALUATING THE 
EFFECTIVENESS OF SPECIFIC 
NURSING INTERVENTIONS = 


In planning the specific interventions to he:z 
each patient, the nurse needs to be explicit :: 
the outcomes she expects from or hopes for :z 
the patient. For example, for the person wh: 
remains in his room, sitting in his wheelcha- 
most of the day, the anticipated outcome of tre 
nurse's intervention might be to increase tt: 
number of hours he is out of his room each dz 
by setting definite criteria, such as 2 hours = 
first, perhaps increasing to 8 hours per day. Cx 
for the person who takes no initiative in goi: 
to arts and crafts, or other forms of activities 
having him participate in these and take incree= 
ing responsibility for getting himself to arts an: 
crafts (for example) would be worthwhile goa: 
For the person who is depressed or apathe^ 
even the patient's initiation of conversatiz: 
would be a major achievement to be accoz- 
plished by nursing interventions. Having k= 
feed himself or dress himself without help. aa: 
doing so on a regular basis, might be other goa- 
the nurse considers important for the patient 1: 
attain. The general goals suggested earlier = 
helpful, but for planning specific interventioz: 
the nurse will need to think of short-term goa: 
that are realistic, attainable, and measurable i- 
each patient. 

If her goals have been explicitly stated. <= 
nurse is able to evaluate the effectiveness - 
various interventions she has tried, and to — 
other alternatives if these have not been su 
cessful. It also helps the nurse to feel a sense = 
accomplishment when she notes the patier 
progress and finds that goals are achieved. ax 
she has been responsible in large part for t: 
attainment. This aspect of nursing care is = 
portant for the nurse as well as the patient. 


1. Does the patient have long-standing deficits in regard to sensory functions, saz 
as problems. with vision, with hearing, with taste or smell, with speech comm: 
nication? Is he paralyzed in any part of his body? 


2. Does he normally use corrective devices for any sensory deficits he may have, su= 
as eyeglasses, a hearing aid, or a cane, walker, or wheelchair (for the paralyze 
individual), or does he need the help of another person to overcome a defici = 


any of the sensory abilities? 


3. What is the present status of his sensory abilities? 


4. Does he have any health problem that might cause, or has caused, serss- 


disturbances? 


5. Is there sufficient stimulation in his present environment? too much? How aie 
his present environment compare with his usual one? 
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6. Is he receiving enough social stimulation to maintain adequate sensory input? 


7. Does the individual show physical signs or behaviors indicative of sensory 
deprivation? of sensory overload? 


8. What are this individual’s usual personality characteristics? 


9. What is his usual lifestyle? 


STUDY SITUATION 


Mr. Jones is a 75-year-old retired school principal who had a cerebrovascular accident 
(stroke) with resultant hemiplegia (left-sided) 9 months ago. Following the acute 
episode, he was admitted to a rehabilitation unit but did not progress as well as 
expected and was transferred to an extended care facility, where he has been ever 
since. His mental faculties appear unimpaired; his speech is intact; visual and auditory 
functioning are decreased. He has some movement in the left leg, but the arm is 
flaccid. He is helped into a wheelchair daily and can propel himself about a little. 
Mr. Jones’ wife died 2 years ago; two of his four adult children (a son and a daughter) 
live in town—the other two sons at a considerable distance—and both visit frequently, 
as do their children. 

Prior to his disability, Mr. Jones was active in the local community center, played 
golf regularly, and liked to travel. 

On the ward, he spends most of his time in his room, staring out of the window; 
he does not go to the TV room and has given up reading newspapers because he says 
he can read nothing but the headlines. He can never remember if visitors have been 
in or not. He has his radio on most of the time, but keeps it on low because other 
patients were complaining about it. 

What can the nurse do to help Mr. Jones? 
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The Nurse Should Be Able to: 


Discuss the importance of mobility in a person's life 

Compare and contrast the dangers of bed rest and the bene 
of exercise, relating these to the sick person and the we 
individual 

Explain the major functions of bones, muscles, joints, nerves, a 
their blood supply in body movement 

Discuss factors interfering with motor functioning 

Discuss the development and gradual decline of motor abiliae 
throughout the life cycle 

Assess an individual's motor abilities 

Identify potential or actual problems in the patient's motor abilize 

Establish priorities for nursing action í 

Apply relevant principles in planning and implementing nursrw 
interventions 
a. to promote the patient's optimal motor functioning 
b. to prevent problems in motor functioning from developre 
c. to restore optimal motor functioning in patients whos 

abilities have been lessened by illness 
d. to assist patients whose mobility is limited with the ac». 
ities of daily living 
Evaluate the effectiveness of nursing interventions 


MOVEMENT 


AND EXERCISE NEEDS 


INTRODUCTION 


All living creatures move. The lusty cry and 
accompanying body movements of the newborn 
indicate to the doctor or midwife that the child 
is indeed alive. The cessation of all movement 
is the first observable sign of death. Movement 
is such a vital part of our lives that permanent 
loss of the ability to move any part of the body 
is one of the major tragedies that can occur in a 
person's life. Loss of mobility lessens the con- 
cept a person has of himself. His body image is 
affected and he thinks of himself as less a person 
than he was—he is less than "whole." Inde- 
pendence is threatened and, if the immobility 
affects one or more of the principal locomotor 
parts of the body, the threat to independence 
assumes major proportions. The individual's op- 
portunities for communication are also jeopard- 
ized if he cannot move around, and sensory 
deprivation becomes a real possibility. Com- 
munication itself depends on motor abilities for 
speaking, writing, and using nonverbal “body 
language" to send messages to other people. 

The ability to move enables the infant to 
explore first himself and then his surroundings. 
Infants deprived of sufficient opportunities for 
movement, for any reason, do not develop as 
well physically, intellectually, or psychosocially 
as those who are free to move. One has only to 
think of the ancient Chinese custom, which 
prevailed until comparatively recent times, of 
binding the feet of female babies to keep them 
smal} —and the hobblirg gait that resulted—to 
appr, iate the impurtar.ce of movement in phys- 
ical gtowth. 

Intellectual development depends to a large 
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extent on the child's exposure to an ever-wid- 
ening world. A child who has never seen an 
airplane and perhaps not even a bird, has diffi- 
culty understanding the concept of flying. Chil- 
den whose mobility is restricted because of ill- 
ness or economic reasons (whose parents cannot 
afford to take them to the zoo and other cultural 
places) do not have the same opportunities to 
expand their intellectual horizons. This was one 
of the principal reasons behind the Head Start 
programs in the United States for socially dis- 
advantaged children, who were often judged 
intellectually inferior to children who had had 
greater opportunities. Intelligence, as measured 
on standard IQ tests, has very often been sub- 
stantially increased in children who have partic- 
ipated in Head Start programs. 

All systems in the body function more effi- 
ciently when they are active. Disuse of the neu- 
romuscular system quickly leads to degeneration 
and subsequent loss of functioning. If muscles 
are immobilized, the process of degeneration 
begins almost immediately. It has been esti- 
mated that the strength and tone of immobilized 
muscles may decrease by as much as 5 per cent 
per day in the absence of any contraction of the 
muscle.' 

The process of degeneration in muscles occurs 
very quickly. The restoration of muscle strength 
and tone, on the other hand, is a very slow 
process that may take months or years to accom- 
plish. In this case, then, prevention is by far the 
better part of cure. Nurses caring for patients 
during the acute stage of illnesses requiring more 
than a few days of bed rest have a responsibility 
to do everything possible to prevent degenera- 
tion of unused muscles and the development of 
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complications that will limit the person's mo- 
bility or prolong his recovery and restoration to 
health 


BED REST, EXERCISE, AND THEIR 
IMPLICATIONS 


The Dangers of Bed Rest 


The dangers of prolonged bed rest have been 
well documented in numerous study reports, 
books, and articles in both the nursing and 
medical literature over the past 30 or 40 years. 
The custom of early ambulation of patients fol- 
lowing surgery, childbirth, and acute illness was 
introduced just after World War II. The results 
have been phenomenal! in preventing complica- 
tions and hastening patients' recovery. 

Among the adverse effects of lengthy bed rest 
that have been noted are: a slowing down of the 
basal metabolic rate; a decrease in muscle 
strength, tone, and size; postural changes; con- 
stipation; increased vulnerability to pulmonary 
and urinary tract infections; circulatory prob- 
lems, such as thrombosis (the development of a 
clot in the bloed stream) and embolus (which 
occurs when the clot becomes detached and 
travels through the blood stream until it comes 
to a vessel too small for it to pass through, where 
it lodges). The degenerative process affects bone 
and skin tissues as well. 

The pulse rate increases, as the heart works 
harder in an attempt to cope with the extra 
amount of blood "dumped" into the general 
circulation from the legs when the body is lying 
down. There is incressed excretion of calcium, 
nitrogen, and phosphorus, and the individual 
may suffer severe depletion of these elements. 
The person usually develops feelings of anxiety 
and frequently hostility as a result of disturbed 
functioning of physics! and mental activity, as 
well as disruption of his sleep patterns. 


The Benefits of Exercise 


Exercise, in comparison, increases the effi- 
ciency of functioning of all body processes. The 
physiological, psychological, and social benefits 
of exercise have been receiving increasing atten- 
tion in recent years. The predominantly sed- 
entary way of life of so many North Americans 
has been viewed as a major factor contributing 
to many of the illnesses with which we are 
plagued, such as coronary heart disease (the 
leading cause of death in North America), hy- 
pertension, diabetes, and obesity. 


Sports, organized or just for fun, are an impornz 
means of exercise, promoting muscle tone and coc 
dination. 


Many studies have been undertaken in = 
United States, Canada, and a number of o=: 
countries, to determine the exact physioloz.- 
changes that result from a regular exercise z- 
gram. Among those that have been found = 
increased muscle strength, tone, and size. . 
creased efficiency of the heart; increased «> 
tolerance; increased pulmonary efficiency: = 
proved digestion; better mental alertness: — 
proved sleep patterns; increased hemogir- 
levels in the blood; decreased blood press— 
decreased deposits of fatty tissue; and decreas 
cholesterol levels in the blood. It has >= 
demonstrated that exercise following a iz 
meal will help to clear the blood of excess 
cholesterol, and thus increase fat tolerance 


Implications for the Sick and the Well 


The documented dangers of bed rest anc :- 
efits of exercise have implications both fa = 
prevention of illness and for the restoratix 
health following illness. Physically fit pe. 


are less vulnerable to such illnesses as heart 
problems, hypertension, obesity, and diabetes in 
that the "risk factors" that predispose people to 
these disorders are lessened. There is evidence 
to support the belief that their chances for sur- 
vival following a heart attack are also better. 
They usually recover more quickly from infec- 
tions than those who are physically unfit. Lest 
vou think that it is necessary to undertake a 
strenuous athletic program to achieve these ben- 
efits, it has been demonstrated that a 6-week 
program of three half hour sessions per week, at 
such activities as swimming, jogging, cycling, or 
calisthenics, followed by a once or twice a week 
maintenance program, will significantly im- 
prove fitness in all aspects of physiological func- 
tioning enumerated in the previous section.* 

Rest and enforced immobility are needed for 
recovery from many illnesses. An injured part 
of the body must be put to rest to prevent further 
injury while the tissues repair themselves. Fol- 
lowing a heart attack, for example, it is impor- 
tant that the heart be relieved of as much work 
as possible so that the process of tissue repair 
can take place with no more strain on the heart 
than is absolutely necessary Similarly, broken 
bones and torn ligaments must be immobilized 
to allow the bone tissues or ligament fibers to 
knit sufficiently to withstand the normal wear 
and tear they receive in the course of daily 
activities. 

Many other illnesses also require lengthy pe- 
riods of rest. Some disorders result in partial or 


Use of a skateboard allows this child to exercise other 
parts of his body while his leg is immobilized by a hip 
spica cast. (Courtesy Canadian Nurses Association, 
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total loss of mobility—e.g., arthritis (inflamma- 

tion of the joints, which often results in limited 

mobility for the individual) and paralysis, which 

pu cause total immobility of half or more of the 
ody. 

Any person who is on bed rest for more than 
a few days, or whose mobility is limited in any 
way, requires exercise to those parts of the body 
that are not immobilized of necessity. These 
days, even cardiac patients are being started on 
exercise programs at an early stage of their 
recovery, and gradually increasing exercise is a 
part of their therapy. People who have had a 
myocardial infarction are even receiving training 
in marathon running in some parts of the coun- 
try. For people with most illnesses exercise is 
started almost immediately after the crisis stage 
is over. The new postoperative patient is out of 
bed and walking (with help) down the hall, 
within a few hours following surgery, in some 
cases. He may have to carry his intravenous 
infusion apparatus with him, or his drainage 
tubes and bottles, but walk he must. 

People who cannot get out of bed must have 
their exercise in bed, in the form of active or 
passive range of motion exercises (and others) 
as tolerated. This is now an accepted nursing 
responsibility that is carried out on all patients 
unless there are contraindications. How to help 
patients with range of motion exercises will be 
discussed in a later section of this chapter 


NORMAL MOTOR FUNCTIONING 


The principal systems involved in body move- 
ments are the skeletal system, the muscular 
system, and the nervous system. The circulatory 
system is also involved in that it provides nour- 
ishment to the tissues of these systems. If cir- 
culation te any part of the body is impaired. 
degeneration of the tissues in the area begins. 
since the body cells cannot live without ade- 
quate nourishment. However, it is the bones, the 
nerves, end the muscles that make movement 
possible. 

The bones of the skeletal system have two 
functions in movement—they provide an attach- 
ment for muscles and ligaments, and they act as 
levers. The proximal end of a muscle is attached 
to a less movable bone, such as the scapula in 
the shoulder. This point of attachment is called 


' the origin of the muscle. The distal end of the 


muscle is attached to a freely movable bone, 
such as the humerus in the upper arm. This 
point is called the insertion of the muscle. 
"Lever" is a term taken from the physical 
sciences, meaning a rigid bar that revolves 
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F = Force 


A* Axis or fulcrum 
R = Resistonce or weight 
Three types of levers. 


around a fixed axis called a fulcrum. The sim- 
plest example of a lever is a teeter-totter or 
seesaw. Two children of equal weight can bal- 
ance on a teeter-totter that is resting on a fixed 
point or axis, if they are equidistant from the 
middle. If one child exerts force, by pushing 
down, or moves his weight further backwards, 
his end of the board will move towards the 
ground, assisted by the pull of gravity. To raise 
his end of the board and bring down his partner, 

e must exert force to push upwards against the 
force of gravity, which is resisting his move- 
ment. Using the board as a lever, however, he is 
able to lift the weight of the other child off the 
ground—to a considerable height, if you stop to 
think about it—a feat he could not accomplish 
if he tried to do it while standing on the ground 
and trying to lift him in his arms. 

An axis need not always be in the center of a 
"ever. Three different types of levers are shown 
in the figure above. 

The muscles contract to produce motion. Mus- 
cles for movement are always in pairs, one on 
either side of a bone or joint, and have opposing 
functions; as one contracts, the other extends 
(stretches) to cause the bone to move in a certain 
direction. The action is similar to that involved 
in the manipulation of a puppet by strings: you 
shorten one string and lengthen another to make 
the puppet move in the direction you want it to 
go. 
Muscles also tend to work in groups rather 
than in single pairs. Breathing, for example, 
requires the coordinated activity of a number of 
muscles, including the intercostals, the dia- 
phragm, and the sternocleidomastóid muscles, 
the scalenes, the thoracohumeral, and the thor- 


acoscapular muscles. To move the thigh akxx 
involves all the gluteus muscles, as well as = 
adductor muscles. 

The spinal nerves are directly involvec - 
trunk and limb movements. Each spinal ne 
has an anterior and a posterior root in the spzz 
column. The anterior root conducts impulses + 
the muscles from the central nervous sys. 
The posterior root conducts messages from tw 
sensory receptors to the central nervous svsser- 

Almost all patterns of movement can be m- 
tiated by the spinal cord alone. Balance and t» 
progression, coordination, and purposefukmwe 
of movement, however, require participatio z 
progressively higher levels in the brain. Mur 
areas located in the frontal lobes of the ceremm 
cortex serve as the “master control" for direcu 
and controlling specific movement in vamma 
parts of the body.’ 


Types of Movement 


The body has six large movable parts: nw 
head, the trunk, the two arms, and the two lee 
It also has smaller movable parts, such as t» 
hand, fingers, feet, and toes, which form par s 
a larger part but may move independently a : 
You can move a hand without moving the s 
of the arm, for example, or finger independex: 
of any other part of the body. 

These body parts are capable of various kinz 
of movements: 

Abduction: Movement away from the cec 
axis (midline) of the body. 

Adduction: Movement toward the central zx 
(midline) of the body. 

Flexion: The act of bending; the angle betw== 
the two moving parts is decreased. 

Extension: The act of straightening; the ange 
between the two moving parts is increased. 

Hyperextension: Extension beyond the norm 
range of motion—for example, in bending tw 
head back toward the spine. 

Gliding: Movement in one plane, as in slice 

Rotation: Turning in a circular motion arous 
a fixed axis. 

Circumduction: Circular motion of a lim: z 
part when the limb or part forms part of a cm 
as in swinging the arm in a circular motion 

Pronation: Turning down toward the groume 

Supination: Turning upward (the opposite e 
pronation). 

Inversion: Turning inward towards the bac: 

Eversion: Turning outward away from @ 
body. ` 

These movements are illustrated on pages = 
and 486. 
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Types of Joints 


The various types of movements are made 
possible by the joints, which connect one bone 
to another. The body does have some joints that 
are immovable, such as those connecting the 
bones in the skull, but the major purpose of the 
joints is to serve as hinges to enable the body to 
move. Each movable joint is constructed to make 
possible a certain type of movement, and each 
has a circumscribed range. 

The body has six types of movable joints. 

Hinge: This is a uniaxial joint that permits 


flexion and extension. An example of a Ez 
joint is the knee. 

Pivot: This is also a uniaxial joint. It per= 
rotation. An example is the atlantoaxial v: 
(between the first cervical vertebra and the =- 
of the skull). 

Condyloid: This is a biaxial joint. It pe. 
flexion, extension, abduction, and adductio- 
combination of these four movements is ce» 
circumduction. The wrist is a condyloid je-— 

Saddle: This is another biaxial joint. It perz. 
flexion, extension, abduction, adduction. = 
circumduction. An example is the thumb. 

Ball and socket: This type of joint is polvzx:. 
Movements permitted include flexion. x= 
sion, abduction, adduction, circumductior. æ 
rotation. The hip joint is a ball and socket vx: 

Gliding: This a plane joint and permits g.i3z 
movements. An example is the acromioclev:: 
lar joint of the shoulder. 


Planes of the Body 


Body movements are often described iz r=» 
tion to planes, another term from the prar 
sciences, which means that when the bods x « 
a standing position, as shown in the ime 
above, the sagittal plane divides it into ==. 


Sagittal, frontal, and transverse planes of the bam 


Frontal plane 


Sagittal 
plane 


Transverse 
plane 


The anatomical position. 


and left sections, the frontal plane into dorsal 
and ventral sections, and the transverse plane 
into upper and lower sections. 

This figure shows the body in good anatomical 
position—that is, the alignment of body parts is 
balanced, and their weight is also balanced. In 
the anatomical position, the individual stands 
with his hands at his sides, thumbs adducted, 
and hands supinated. The head is erect; the 
spine, pelvis, legs, and feet are in good align- 
ment with the head. The feet are slightly apart 
and directed forward, and the knees and fingers 
are slightly flexed. 

Movement of the body is much easier when 
the body parts are in good alignment, when the 
weight of the body is evenly balanced, and when 
the feet are set a little farther apart {about one 
foot apart) than in the anatomical position. Set- 
ting the feet this far apart provides the body 
with a wider base of support for its weight than 
the normal standing posture does. 

The center of weight (center of mass or gravity) 
in the body is located in the pelvis at approxi- 
mately the level of the second sacral vertebra 
The line of gravity is an imaginary straight line 
that passes from the top of an object through its 
center of gravity to form a right angle with the 
ground. 

When the body is erect, in good anatomical 
position, the line of gravity falls in the frontal 
plane downward behind the ear, through the 
center of gravity in the pelvis, and slightly in 
front of the knee and ankle joints, to the middle 
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of the body's base of support, so that the line is 
perpendicular to the ground, as shown in the 
figure on this page. The body is more stable in 
this position because its line of gravity is in 
direct line with the gravitational pull of the 
earth. 


Motor Abilities Needed for Activities of 
Daily Living 


The ability to make parts of the body move 
and to control these movements enables an in- 
dividual to develop the motor skills needed for 
the activities of daily living. A motor skill is 
used here to mean a series of coordinated move- 
ments. It also permits the development of more 
highly refined motor skills, such as playing the 
piano, playing tennis, dancing, and so forth. 

The basic motor skills needed for the activities 
ji daily living are those that are learned early in 
life: 


1. Lifting the head when lying on the back 

2. Grasping an object in the hand 

3. Raising an object to the mouth 

4. Turning over onto one side or the other 
from a back-lying position 

5. Rolling over, from back to abdomen and 
the reverse 

6. Sitting up from a back-lying position 

7. Standing up and sitting down 

8. Transferring from one place to another 

9. Walking 


Control over the bodily processes of elimina- 
tion, which also is essential to daily living, 
involves control over muscular functioning. 
Problems in relation to these pracesses are dis- 
cussed in Chapters 15 and 16, 


MOTOR FUNCTIONING THROUGHOUT 
THE LIFE CYCLE 


During late pregnancy, there is a general re- 
laxation of all body ligaments, particularly those 
involving the pelvic bones and the back. The 
woman's center of gravity is moved backwards 
by the enlarging uterus, and this tends to throw 
her off balance. She usually feels awkward in 
her movements, being hindered by her increas- 
ing bulk as well as her protruding abdomen. A 
woman needs exercise throughout pregnancy to 
keep herself in good physical condition gener- 
ally, and specifically to aid in circulation, to 
strengthen the muscles used in expulsion of the 
baby, and to learn relaxing techniques. The re- 
laxing techniques are helpful in making labor 
and delivery easier for the woman; there is also 
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a need to learn to relax specific muscles used in 
delivery, such as the pelvic and perineal dia- 
phragms. 

After delivery, exercises are needed to 
strengthen the abdominal muscles and the mus- 
cles of the pelvic floor, which have been 
stretched during labor and delivery. Most pre- 
natal programs include both pre- and postnatal 
exercises, as well as teaching women relaxing 
techniques. 

Expectant parents are usually excited when 
the mother first feels the baby kick in her womb. 
The event is called “quickening” and usually 
occurs during the fourth or fifth month of ges- 
tation. The infant continues to move until just 
before birth, when the head becomes engaged in 
the birth canal. 

After birth, the newborn's movements are 
mainly random. He has poor motor control at 
first, because most of his movements are reflex 
actions. 

Some infants are much more active than oth- 
ers and some acquire motor skills at an earlier 
age than others do. Babies are highly individu- 
alistic in this regard. However, it can be very 
traumatic to a new mother when her year-old- 
child is still not walking while the neighbor's 
child has been running around since he was 9 
months of age. It helps if the nurse can reassure 
the mother that her child is just as normal as 
the neighbor's. A chart of development for the 
first year of life (shown below) identifies the 
average age in months when specific achieve- 
ments are attained by 95 per cent of normal 
infants. The chart is helpful in reassuring moth- 
ers and is also useful in identifying children 
who are not developing at a normal rate. 

During the first year of life, the major accom- 
plishments in motor skills are learning to walk 


Average age for the achievements selected and zone 
in which 95 per cent of observations fell in a group of 
215 normal infants. (From Johnson, T. R., and Moore, 
W. M.: Children Are Different: Developmental Physiol- 
ogy. Ross Laboratories, Columbus, Ohio, 1978, p. 33.) 


DEVELOPMENT FOR THE FIRST YEAR OF LIFE 


Walking with support 
Pulling self up 
Prehension 


O0 2 4 6 8 10 i 14 
Age in months 


and learning to use the hands as tools (pren= 
sile skill). These skills depend on physical — 
uration, although it is generally believed tha 
stimulating environment can accelerate m=: 
development. A passive infant may need s— 
ulation to exercise, as, for example, brig: 
colored objects suspended above the crib wiz. 
the infant's reach, or a "Jolly-jumper" tc 2 
courage the infant to exercise his legs. D-—— 
infancy, the bones are soft and pliant anc = 
pelvis is usually tilted forward. The bacs 
rounded when the baby is sitting. Because = 
head is large in comparison with his bar 
balance is difficult. Hence, the baby often za. 
over when he is first learning to sit and toe 
in his first attempts at walking. 

During childhood, the extremities grow ‘asx 
than the trunk, the pelvis straightens, anz 
convex spinal curvature develops. The toader 
usually toes out, the older preschooler ma: aw 
in when walking. Children delight in activzæ 
that use their large muscles, such as ruzzm. 
hopping, jumping, and the like. By the tx : 
child is 6 years of age, he has usually accme. 
rudimentary motor skills that enable him zz ae 
about on skates, to ride a two-wheel bicycle. aw. 
to swim. By the time he is 11, the chilZ me 
gained control of his motor skills to the exmm 
that he appears graceful and coordinated = ss 
movements. The development of fine mar 
skills usually lag behind gross motor skills. Sami 
as a general rule have much better dexterity wal 
their fingers and hands than boys do. H=sm 
their writing is better in school, and their sams 
ings are usually neater. 

Adolescence is characterized by a =a 
growth spurt, and, for a while, the chilc snail 
as if he is all arms and legs. His hands anc ta 
grow rapidly in length, his pelvic and shauiili: 
diameters increase, and his head MU med 
gets larger. He also attains an adult ; 
With all of this growth going on, the ind 
often looks and feels awkward as he lean 
adjust to his new body size. The rr 
usually has a lot of excess energy, whick 
to be channeled constructively. This is t 
for outdoor sports and active physical 
to wear off the tremendous amount of 
that adolescent boys in particular seem iz 

It is during the late teens that an ind: 
reaches his peak insofar as athletic — 
is concerned. By the time he is a younz 
his physical performance involving strenzz. 
endurance is beginning to decline. If th: 
vidual continues to put excessive deme 
his musculoskeletal system to reach the 
he did before, he is likely to suffer inj — lk 
inflammatory conditions. Traumatic injuzze- di 
example fractures caused by skiing aczi 
are common. Inflammation of the deep ; 


Exercise Is Important in daily life. This person gets the 
double benefit of fresh air and exercise. 


of the kneecap is another common exercise- 
related problem. 

During the middle years, there is a progressive 
decrease in bone density and mass, and acci- 
dents that previously would have caused only 
minor injuries may now result in fractures. As 
a person gets older, he gradually loses height 
because of a gradual decompression of the ver- 
tebrae. The regenerative capacity of articular 
cartilage is also diminished, and the cumulative 
effect of injuries ot the joints (such as the inflam- 
matory conditions of the knees we mentioned 
above) may lead to arthritis. The frequency of 
joint disease increases with age. Mast people do 
not participate in active sports to the same extent 
they did in their youth, and a more sedentary 
lifestyle often leads to a “middle-age spread." A 
person's functional aerobic capacity also dimin- 
ishes with age because his heart and his lungs 
are not as efficient. Regular exercise is important 
for several reasons: (1) to improve a person's 
functional aerobic capacity, (2) to reduce the 
risk factors that can lead to coronary artery 
disease (such as overweight and cholesterol ac- 
cumulation in the blood stream). and (3) to 
maintain joint flexibility. 

People over the age of 65 years are usually an 
inch or so shorter then they were in their youth. 
This is because of the thinning and, sometimes, 
anterior wedging and collapse of the interverte- 
bral discs, in addition to the previously men- 
tioned compression of the vertebral bodies them- 
selves. THere is usually also a loss of cartilage 
in the large joints and a proliferation of adjacent 
sone. Women, in particular, are vulnerable to 
osteoporosis (see Chapter 14). The reflexes that 
minimize sway in the erect posture become 
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sluggish and blunted, and deep tendon reflexes 
are often diminished or absent. There is a grad- 
ual, progressive loss of muscle bulk and 
strength. Often, there is a limited range of mo- 
tion in the neck. The changes that are taking 
place in the musculoskeletal system and the 
changes taking place in the nervous system (see 
Chapter 22) combine to make walking and other 
coordinated movements more difficult. Exer- 
cises to promote joint flexibility and to improve 
circulation are particularly important for the 
older person. 


FACTORS INTERFERING WITH MOTOR 
FUNCTIONING 


The ability of the body to move its various 
movable parts and to control these movements 
so that they are performed in a coordinated 
fashion depends on the integrity of the muscles, 
the bones, the joints, the nerves innervating 
these structures, and the circulation nourishing 
them. Injury, disease, or congenital problems 
affecting the bones, muscles, joints, or their 
collateral! nerve or blood supply may, then, 
cause impairment of motor functioning. 

Even a minor injury, such as a sprained ankle, 
which damages muscles and ligaments in that 
area, will limit a person's ability to walk until 
the muscle fibers and ligaments have healed. 
Fracture of a bone limits the ability to move the 
part of the body in which the fracture is located, 
People who are injured in car accidents, severe 
falls, or other types of accidents may sustain 
injury to the spinal cord. Because the cord is 
essential in the transmission of nerve impulses 
to and from the area in the brain controlling 
motor function, all movements below the site of 
the injury may be cut off. The person may be 
paralyzed fram the waist down (paraplegic), if 
the injury is located at that level, or from the 
neck down {quadriplegic), if the injury is in the 
cervical region. 

A stroke is the result of a cerebrovascular 
accident. This problem frequently impairs the 
blood supply to motor areas in the frontal lobe 
of the brain of one hemisphere, with resultant 
loss of motor functioning on one side of the 
body (hemiplegia). The motor abilities needed 
for speech may also be impaired if the accident 
is in the dominant half of the brain. 

Congenital abnormalities are one of the com- 
mon troubles causing hospitalization in infants 
and small children. Many children whom the 
nurse will encounter on the pediatric units of 
hospitals are there for repair of congenital mal- 
formations that interfere with their ability to 
walk, as, for example, the children with ‘‘club- 
foot,” or a “congenital hip.” 
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Contractures of muscles controlling move- 
ment of the joints of the body, at the wrist or 
ankle joints for example, will also cause limita- 
tions in mobility. These contractures frequently 
result from the hand or the foot not being sup- 
ported in good anatomical position when the 
person was immobilized for another reason. It 
should be noted here that these contractures 
require intensive therapy, over a prolonged pe- 
riod of time, to correct. Briefly, the hand should 
be supported in a straight line with the lower 
part of the arm and the fingers slightly flexed. 
The foot should be at a right angle to the lower 
part of the leg, in walking position if the person 
were standing up. (These topics are discussed 
further in Chapter 20.) 

Serious illness of any kind lessens an individ- 
ual's muscular strength and tone. The individual 
may be completely helpless and unable to lift 
his head, to move himself in bed, or to turn 
himself onto his side. Or he may be semi-help- 
less, that is, requiring assistance to be able to do 
these activities and to sit himself up in bed. 
Surgical patients are usually restricted in their 
movements because of pain in the operative area 
and the need to avoid movements that could 
cause a freshly sutured wound to break open. 

Restrictions are put on a patient's movements 
as soon as he is placed on bed rest for any reason 
in any type of illmess, as we noted earlier in the 
chapter. The individual may have limitations 
placed on his mobility for therapeutic reasons, 
even if he is not comfined to bed, as, for example, 
the person with a sprained ankle, or one with a 
“wry neck" (torticollis), which is a not uncom- 
mon occurrence in people who have been in- 
volved in automobile accidents. 

A person who is isolated because of infectious 
precautions also has his mobility restricted (see 
Chapter 26). 

The movements of some patients may be cur- 
tailed by the use of restraints if it is in their best 
interests to do so (for example, if they are con- 
fused and may hurt themselves trying to get out 
of bed (see Chapter 24). 

Some people may be restricted in their mobil- 
ity because of other disabilities that limit their 
ability to get around without help, as, for ex- 
ample, a blind or deaf person. Others may be 
restricted because of their environment. People 
who reside in nursing homes, for example, may 
have limited opportunities to move about, and 
usually they have physical mobility problems as 
well. Children from disadvantaged homes, as we 
mentioned at the beginning of the chapter, may 
also be limited in mobility because of economic 
circumstances. 

Some people, of course, limit their own mo- 
bility; probably we all know people whose only 


movement are from the house to their car, fro- 
the car to the office, and home again, where th 
sit for the rest of the evening. 


COMMON PROBLEMS IN MOTOR 
FUNCTIONING 


People whose motor abilities are impai- 
because of illness or injury often need helz - 
perform the daily activities of living. Among =: 
common problems with which they may m= 
the nurse's help are inability or limited abi- 
to raise the head; to grasp objects; to m=: 
themselves in bed; to turn on their side c: : 
turn over; to raise the buttocks when lying Zz 
or when sitting up (necessary for use of = 
bedpan); to sit up; to stand; to transfer, as frac 
the bed to a chair, or the reverse; or to walk. 

The problem of maintaining the function: 
ability of unused muscles and preventing ze- 
degeneration is common to all patients on zr- 
longed bed rest, and to those whose muscles = 
not being used for any reason. Maintaining = 
timal functional ability in muscles is comms 
also to many who are otherwise well, but wna» 
mobility is restricted either voluntarily or > 
cause of circumstances beyond their contro: 

Because the degenerative process affects a: 
skin, as well as muscles and bone, in persx 
on bed rest and those whose motor abilities a 
impaired, there are problems in maintaining 1* 
skin in good condition (this is further discuss. 
in Chapter 25). The maintenance of nutriticme 
status is also a problem in patients on bec »w 
because of excessive losses of protein, calcum 
and nitrogen (see Chapter 14). Maintaining zw 
chosocial equilibrium is another problem cm 
monly seen in patients with limited motuie 
Anxiety and sensory deprivation are othe » 
tential problems, as we discussed in Chazme 
22 and 30. 

The patient's safety may also be of conz. 
because the person who is not able to maw 
about well cannot protect himself from entame 
mental hazards (see Chapter 24). Potential zem 
lems with regard to infections will also ees 
because of the patient's possibly poor nutrizime 
status or poor skin condition (see Chapter 3& 


ASSESSMENT 


In assessing a patient's motor status war 
developing a plan of care for. him, the mg 
needs information about his usual moto: ade 
ties and his present status with regard tc mee 
abilities (see Chapter 9). She also need: me 
mation about any recent health problems zem 


had in addition to his current problems. If the 
patient has, or recently had, a health problem, 
she should be aware of the physician's diagnos- 
tic and therapeutic plans of care for the patient. 
She needs to know, for example, if other health 
workers, such as the physical therapist or the 
occupational therapist are involved in helping 
the patient. She needs to be aware of any restric- 
tions that have been placed on the patient's 
mobility, such as bed rest or no exercise. 

She should also be aware of the patient's 
potential prognosis. It should be noted, however, 
that it is often difficult to predict the patient's 
chances of regaining motor functioning that has 
been impaired by illness, such as stroke or spinal 
injury. Recovery is often slow, and in some 
cases, may take years to accomplish. One should 
never give up simply because a tentative prog- 
nosis is not hopeful. 

Much of the information needed is available 
from the patient's record, the nursing history, 
the initial clinical appraisal form, the physi- 
cian's notations on the record, and reports of 
assessments done by other health professionas. 
If.a physical therapist has been called in, he or 
she usually does a thorough assessment of the 
patient's motor functional abilities. When a pa- 
tient has disturbances of motor functioning, spe- 
cialist physicians, such as the neurologist and 
the physiatrist, are frequently consulted by the 
attending physician, and their reports should 
also be on the patient's record. 

The patient's family are often very helpful in 
providing information about the patient's abili- 
ties with regard to motor functioning. 

The nurse's observations and the patient's 
subjective observations are both important in 
the initial and continuous assessments of his 
motor status. Sensory functioning and motor 
functioning are usually closely interrelated, and 
often the patient's ability to feel pressure is the 
first sign of a return of functioning ability in a 
limb. The patient, the nurse, or a member of the 
patient's family may be the first to notice this in 
the patient. The nurse must be alert to signs of 
increased muscle tension, or of movement in 
flaccid muscles, when she is doing passive range 
of motion exercises for the patient, and note 
these on the record. 


PRIORITIES FOR NURSING ACTION 


In establishing priorities for nursing action for 
limited mobility, the nurse takes into account 
two sets of problems. For the individual whose 
mobility is curtailed, the overwhelming priority 
is the preventive aspect of making sure that 
those unused muscles whose movement is not 
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contraindicated for therapeutic reasons receive 
sufficient exercise to prevent their deterioration. 

When patients cannot move themselves and 
need the nurse’s help to move, assistance in the 
daily activities of living ranks high on the 
nurse’s list of priorities. The patient who cannot 
feed himself should not be left until his food is 
cold. Patients who need help in turning must be 
turned at scheduled times, or serious skin prob- 
lems may result. The individual who needs the 
nurse’s help to use the bedpan or a urinal needs 
it immediately, not half an hour from now. The 
person who needs assistance in getting up, get- 
ting in or out of bed, or getting in or out of the 
wheelchair likewise should not be left waiting 
for lengthy periods to be helped with these 
activities. 

The nurse uses judgment, then, in scheduling 
her activities to ensure that patients who have 
problems in meeting their basic physiological 
needs are given the needed assistance at the 
time they need it. The nurse must also be suffi- 
ciently flexible to interrupt other activities that 
can be deferred to assist patients who need 
immediate assistance with the basic needs. Re- 
cording, for example, can be interrupted when 
the nurse sees a patient’s signal light go on. The 
ignoring of or slow response to their signals for 
help is one of the most common complaints 
patients have when they are ill in the hospital. 


PRINCIPLES RELEVANT TO THE CARE 
OF PATIENTS WITH PROBLEMS IN 
MOTOR FUNCTIONING 


The principles relevant to the care of patients 
with problems in motor functioning may be 
divided into two categories: those relating to 
exercise needed to prevent muscular degenera- 
tion, or to improve muscular strength and tone; 
and those relating to helping people who are 
unable to help themselves in moving. The spe- 
cific nursing interventions that the nurse consid- 
ers when developing a nursing care plan for 
patients with these problems may also be di- 
vided into two groups of activities. Thus, we 
will consider each set of principles as they relate 
to specific nursing interventions. 


GOALS FOR NURSING ACTION 


The goals of nursing action for patients who 
have existing or potential problems in motor 
functioning abilities are directed towards: 


1. Maintenance of strength and tone in un- 
used muscles whose movement is not contrain- 


492 MEETING BASIC NEEDS 


dicated by the nature of health problem(s) they 
may have 

2. Prevention of degeneration of these mus- 
cles 

3. Prevention of contractures that could 
hinder the mobility of joints 

4. Restoration, insofar as possible, of strength 
and tone of muscles so impaired 

5. Promotion of optimal strength and tone of 
muscles i 

6. Prevention of deterioration of the patient’s 
other functional abilities as a result of limited 
mobility 

7. Retention or regaining of independence in 
the activities of daily living insofar as this is 
possible 


Note: Goal number 6 is discussed in other chap- 
ters concerned with specific functional abilities. 


NURSING INTERVENTIONS FOR 
EXERCISE 


There are very few patients for whom all 
exercise is contraindicated. The physician gen- 
erally orders the degree of activity for patients 
in an inpatient health agency, that is, whether 
he is to be comfined to bed, have bathroom 
privileges, and so on. The patient who has a 
specific need for remedial exercises—for exam- 
ple, the patient with a paralyzed arm—is often 
guided in his exercise by the physical therapist 
and the nurse. For many patients, exercise is 
part of their nursing care and most of the guid- 
ance they receive is provided by the nurse. It is 
an important independent nursing function to 
assess the patient's exercise needs and provide 
for suitable exercise within existing limitations 
and contraindications. 

Patients who remain in bed for a prolonged 
period are prone to develop complications as a 


result of their inactivity, as we mentioned = 
lier. Exercise helps maintain and create gx: 
muscle tone and prevent atrophy. For the persz 
in bed, this means that the strength of his =+- 
cles is maintained or developed in readines: `: 
greater activity. Exercise also helps in the e: 
ination of waste products from the muscles. 77 
contraction of muscles increases circulation =: 
the removal of wastes from the body. Increes- 
circulation is particularly important for the z= 
son who remains in bed. Stasis of blood - 
predisposing factor in the formation of c=» 
which can lead to serious complications. 

The increased basal metabolic rate that resi: 
from exercise increases the body's need fo: > 
ygen. This in turn results in an increase in >= 
the rate and depth of respirations, thus imma 
ing lung aeration and helping to prevent iz} 
tious processes in the lungs, which occur e 
result of inactive lung areas and stagnant sem 
tions. Improved blood circulation also increas 
the delivery of oxygen and nutrients to tissu 
thus maintaining their health and prever= 
deterioration and ulcer formation. 

Contracture of the muscles and stiffenin: 
the joints are other unfortunate side effec 
prolonged inactivity. By putting joints throu: 
their full range of motion, these can ofter : 
avoided. 


Kinds of Exercise 


Basically, there are three types of exercise 


1. Passive exercise. In passive exercise © 
body part is moved by someone other tha- x 
patient. In passive exercise, the muscles d: z 
actively contract. This type of exercise heiz 
prevent contractures, but it does not ince 
muscle strength and tone. 

2. Isometric exercise. This is a form of a— 
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2 1. The process of degeneration starts almost immediately when muscles are 


2 unused. 


2. The process of degeneration involves bone and skin tissues as well as muscle 


tissue. 


3. All joints have a circumscribed range of motion. 

4. Passive exercise of the body's movable parts through their full range of motion 
prevents the development of contractures that can interfere with joint mobility. 

S. Active contraction of muscles is required to maintain and Improve thelr strength 


and tone. 


6. Active contraction of muscles on one slde of the body causes the corresponding 
muscles on the other side of the body to contract. 
7. Exercise has beneficial effects on all body systems. 


exercise in which the patient consciously in- 
creases the tension of his muscles, but there is 
neither joint movement nor is there change in 
:he length of the muscle. This type of exercise, 
sometimes referred to as ‘“‘muscle-setting exer- 
zises," can help considerably in maintaining or 
improving muscle strength and tone. 

3. Isotonic exercise. This, too, is a form of 
active exercise. In this type, the patient supplies 
the energy to actively exercise his muscles and 
move the limb or other body part. In isotonic 
exercise, the muscle actively contracts or short- 
ens, causing the limb to move. Isotonic exercises 
increase muscle strength and tone and help joint 
mobility. 


Regardless of the kind of exercise the patient 
is to have, the nurse must see that he avoids 
fatigue. 

Exercises are planned as a regular part of her 
aursing activities. During the bed bath, for ex- 
ample, the nurse has an excellent opportunity 
* to move the patient's limbs through their full 
range of motion. The patient is encouraged to 
exercise actively those muscles that he is per- 
mitted to use. The nurse passively exercises 
those he cannot. Patients can learn to do iso- 
metric exercises on their own while they are 
otherwise inactive in bed, and can supplement 
programs of regular isotonic exercise by this 
means. 

Regular isotonic exercise is often prescribed 
as part of the patient's therapy. He may go to 
the physiotherapy department for this, or the 
physical therapist may come to the nursing unit. 
if a program of regular exercise is not undertaken 
»y another health worker for patients, the nurse 
institutes a program for all patients for whom 
active exercise is not contraindicated. Both in- 
dividual and group exercises are used. 

Group exercises are helpful from a social point 
5f view (increasing sensory stimulation), as well 
as having physically therapeutic benefits. There 
is greater motivation to put forth more effort in 
a group when everyone is doing the same thing. 
in many agencies, group physiotherapy classes 
are organized by the physical therapy depart- 
ment, but there is no reason why a nurse cannot 
organize these on a nursing unit. It is frequently 
3one on some obstetrical units to assist patients 
zo regain lost muscle tone resulting from preg- 
aancy and childbirth. 

Occupational therapy is often used to supple- 
zent physical therapy to assist people in main- 
"aining or regaining muscular strength and pre- 
venting loss of joint mobility. 


Range of Motion. When a patient is exercising, 
zis joints should go through their full range of 
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motion. For example, the normal shoulder and 
upper arm movements are flexion, extension, 
hyperextension, abduction, adduction, circum- 
duction, inward rotation, and outward rotation. 
The chief muscles involved in these movements 
are the deltoid (abducts the upper arm), pector- 
alis major (flexes and adducts the upper arm), 
trapezius (raises and lowers the shoulders), la- 
tissimus dorsi (extends and adducts the upper 
arm), and serratus anterior (pulls the shoulder 
forward). 

Hand and finger exercises are often a part of 
a patient’s therapy. Flexing, abducting, extend- 
ing, and adducting the hand, as well as flexing 
and extending the joints of the fingers, are ex- 
ercises commonly carried out by patients who 
have some functional impairment as a result of 
a stroke. It is particularly important to exercise 
the thumb. The ability of man to bring the thumb 
in opposition to the tip and base of the fingers 
is a key factor in using the hands. It permits the 
individual to hold a pencil and write, and to 
hold a fork and eat, or to do any number of 
ordinary activities. 

The knees and the elbows can be flexed and 
extended. The biceps, quadriceps, and hamstr- 
ing muscles are active in these movements. The 
forearm can be supinated and pronated. The 
four principal muscles that move the forearm 
are the biceps brachii (flexes and supinates), 
brachialis (flexes and pronates), triceps brachii 
(extends), and pronator quadratus (pronates). 

Thigh movement involves the gluteus muscles 
and the adductor muscles. The gluteus muscles 
(maximus, medius, and minimus) extend, rotate, 
and abduct the thigh. The adductor muscles 
adduct the thigh and adduct and flex the leg. 
Flexion, extension, abduction, adduction, and 
inward and outward rotation from the hip are 
usually possible. Circumduction of the hip in- 
volves all the movements of the hip. Most hip 
movements involve movement of the pelvis as 
well. 

Movements of the feet and toes are also im- 
portant. The ankle is a hinged joint that permits 
plantar flexion and dorsiflexion. Inversion an 
eversion of the feet take place in the glidin; 
joints. The joints of the toes permit flexion, 
extension, abduction, and adduction. 

Normally the vertebral joints permit flexion, 
extension, lateral flexion, and rotation of the 
cervical spine and trunk. The rectus abdominus, 
the external and internal oblique muscles, and 
the sacrospinal muscle are involved in these 
movements. 

The degree to which people can tolerate ex- 
ercise varies considerably. A patient should 
avoid fatigue and pain while exercising. Joints 
need to be exercised to their full range of motion, 
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lateral flexion rotation extension 
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extension 
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rotation: 
outward 
inward 


From Kelly, M. M.; Exercises for Bedfast Patients. © October, 1966, The American Journal of 
Nursing Company. Reproduced with permission from The American Journal of Nursing, Vol. 
66, No. 10. 
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supination pronation extersion 
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Knee 


radial flexion (abduction) 


ulnar flexion (adduction) 


hyperextension 


Anki " 
s donec 


adduction ) extension 


\ 7 
W hi 


From Kelly, M. M.: Exercises for Bedfast Patients. © October, 1966, The American Journal of 
Nursing Company. Reproduced with permission from The American Journal of Nursing, Vol. 
66, No. 10. 
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Regaining movement in an Injured joint requires grad- 
ually increasing exercse. 


but the nurse should not force movement when 
it is painful ta the patient or when she meets 
resistance. 


Exercises in Preparation for Walking. Every- 
thing should be done to help the patient to 
maintain strength and tone in muscles that are 
needed for walking. or to regain these if they 
have deteriorated because of illness. Patients 
who may have ro use a walker, crutches, or a 
cane need to gin additional strength in. their 
hand, arm, and shoulder muscles because much 
of the weight of their body must be supported 
by these muscles when using such aids. All 
patients need their leg and abdominal muscles 
strengthened in preparation for walking. If active 
isotonic exercises are not contraindicated, the 
pati&nt should be encouraged to do these while 
in bed. 

Active exercises for patients requiring addi- 
tional strength in their arms and shoulders in 
preparation for crutch or walker-assisted ambu- 
lation include push-ups (lying on the abdomen 
with the hands under the shoulders and pushing 
the head and upper half of the trunk up, taking 
the weight on the hands), and sit-ups (pulling 
oneself to a sitting position from lying down). A 


trapeze supported from an overbed frame = 
often used to assist patients to pull themselv= 
to a sitting position if they are unable to manae 
it themselves. Another exercise for strengther- 
ing hand, arm, and shoulder muscles is to hz 
the patient lie flat in bed, reach his arms up = 
grasp the head of the bed, and pull himself = 
in the bed. 

If isotonic exercises are not feasible, isome—: 
exercises can be used. It is possible to deves 
almost as full an extent of muscular tensioz : 
muscles by exercising them isometrically as + 
otonically. In isometric exercises the indivicie 
alternately tenses and relaxes muscles with 
moving joints. The muscle does not move əz 
wardly, and no work is performed. Hence. =. 
type of exercise is useful for people who dc x: 
have sufficient strength to do active rang : 
motion exercises, or it can supplement the 
Isometric exercises are also useful for pabiez 
in whom active isotonic exercise is contra:n- 
cated. 

For increasing muscular strength, even è = 
second maximal contraction done isometriz: 
once a day is effective. Muscle strength œr : 
increased more quickly if the maximal con- 
tions are increased to five per day, each les= 
six seconds. 


[These are] particuarly useful for maintainim :. 
tone of postural muscles of the buttocks, abdome 
and thighs. The patient can set the quadriceps, gium 
and abdominal muscles separately, or he may = . 
of them simultaneously by lying supine wit = 
extended and hands at his sides, then lifting = 
buttocks off the bed, bearing his weight on shozsse 
and heels.’ 


Exercises for the Ambulatory. All ambuizzz 
patients should be encouraged to participar 
a regular exercise program, unless there s 
health reasons which preclude this. Exe 
are planned to suit each person's needs ame - 
motor abilities, taking into consideration b= 
sex, degree of mobility, and limitations ir: 
by chronic or current health problems, s= © 
interests. The individual who starts on ar == 
cise program should always have a come 
physical examination first to make sure “= 
are no contraindications to exercise, as w= 
to find out if there are any limitations == — 
type or amount of exercise that shoes © 
planned. 

The program may be planned for the ssm 
to do either at home or outside the home “se 
community organizations offer a gradec == 
of exercise classes to assist people in masa 
ing or regaining optimal physical fitness == 
cises for the elderly have become a === 
feature of many of these programs. Ss 
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PRINCIPLES UNDERLYING BODY MECHANICS M 


1. Large muscles fatigue less quickly than small muscles. 

2. Muscles are always in slight contraction. 

3. The stabllity of an object is always greater when there is a wide base of support 
and a low center of gravity, and when the line of gravity is perpendicular to the 
ground and falls within the base of support. 

4. The amount of effort required to move a body depends upon the resistance of 
the body as well as on the gravitational pull. 

5. The force required to maintain body balance is greatest when the line of gravity 
Is farthest from the center of the base of support. 

6. Changes in activity and position help to maintain muscle tone and avoid 


fatigue. 


7. The friction between an object and the surface on which the object is moved 
affects the amount of work needed to move the object. ' 

8. Pulling or sliding an object requires less effort than lifting it, because lifting 
necessitates moving against the force of gravity. 

9. Using one's own welght to counteract a patient's weight requires less energy 


in movement. 


programs can be found to accommodate all age 
groups and to cater to virtually all interests, 
such as hiking, swimming, and other sports, as 
well as simple calisthenics. 

For people in good health, a regular program 
of isotonic (also called ‘‘dynamic’’) exercise is 
usually recommended. According to the Amer- 
ican Heart Association, the program should in- 
clude physical activity that is "rhythmic, repet- 
itive, involves motion and the use of large 
muscles, and challenges the cardiovascular sys- 
tem.’ It should be carried out at least 3 times 
per week, preferably on alternate days. 

All exercise sessions should start with a 
“warm-up” period of exercises that gradually 
increase respiration, circulation, and body tem- 
perature and stretch muscles. The warm-up is 
followed by a "conditioning" period of more 
vigorous activity designed to challenge the car- 
diovascular system by significantly increasing 
blood flow to the working muscles over an 


EXERCISE CHECKLIST 


C] Check with your doctor 

L] Pick activities which are rhythmic, repetitive and 
which challenge the circulatory system, at an intensity 
that is appropriate for you. 

[] Pick activities which you enjoy, which are suited to 
your needs, and which can be done year-round. 

C Wear clothing appropriate for the exercise—consider 
the temperature, humidity, proper footwear and com- 
fortable clothes. 

O Remember your warm-up and cool-down periods. 

C Follow the program regularly, at least 3 times per week, 
preferably not on consecutive days. 

DO Enjoy! 


From American Heart Association: "E" is for Exercise. 
Dallas, Texas, American Heart Association, 1977. 


extended period of time. Such activities might 
include walking, hiking, jogging, running, swim- 
ming, dancing, vigorous calisthenics, or active 
games and sports. It is important that the inten- 
sity of the activity is moderate, not exhaustive. 
A person's exercise tolerance should be built up 
gradually, through regular sessions of gradually 
increasing intensity, rather than in intermittent 
spurts—and never carried to the point of ex- 
haustion. 

Following the exercise period, a gradual 
"cooling down" is recommended. This should 
involve slower movements, such as relaxing 
exercises or simply walking around for a few 
minutes to allow the body time to adjust to a 
lessened physical demand. 

The American Heart Association has an ex- 
cellent pamphlet that elaborates on the points 
made above and includes the "exercise check 
list" shown on this page. 


NURSING INTERVENTIONS FOR 
HELPING PATIENTS TO MOVE 


A knowledge of the principles of body mc ve- 
ment and skill in their application are impo: ant 
to both the patient and the nurse. 

It is important that the nurse use her body in 
a way which not only avoids muscle strain but 
also uses energy efficiently. The practice of good 
body mechanics is not restricted to nursing care; 
it is integral to healthy living for all people. In 
health and in illness, good posture and efficient 
body movement are essential both therapeuti- 
cally and aesthetically. 
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Once a person has a knowledge of the princi- 
ples underlying body mechanics, he should put 
them into practice in order to establish good 
habit patterns of body movement. As these 
patterns are established, movements become 
smooth and place a minimum of strain upon the 
body muscles. The nurse will find that she can 
help patients to move more easily, and the 
patient will be more comfortable. 

Understanding of these principles, and of their 
application in the correct use of the nurse's 
muscular energy and weigbt, will contribute 
greatly to ease of nurse-patient physical inter- 
actions and reduce the likelihood of injury to 
either party. 


1. Large muscles fatigue less quickly than 
small muscles. Using a group of large muscles 
places less strain on the body than using a group 
of smaller muscles or a single muscle. For ex- 
ample, less strain results when a heavy object is 
raised by flexing the knees rather than by bend- 
ing from the waist. The former movement uti- 
lizes the large gluteal and femoral muscles, 
whereas the latter utilizes the smaller muscles 
such as the sacrospinal muscle of the back. 

2. Muscles are always in slight contraction. 
This condition is called muscle tone. If the nurse 
prepares her muscles for action prior to activity, 
she will protect her ligaments and muscles from 
strain and injury. For example, she will be better 
prepared to lift a heavy object if she first con- 
tracts the muscles of her abdomen and pelvis 
and the gluteal muscles of the buttocks. 

3. The stability of an object is greater when 
there is a wide base of support and a low center 
of gravity, and when the line of gravity is per- 
pendicular to the ground and falls within the 
base of support. In her motions the nurse can 
assume a broad stance and bend her knees rather 
than bend at the waist. This practice keeps the 
vertical line of her center of gravity within her 
base of support, thus providing her with greater 
stability. For example, in helping a patient to 
move, the nurse's position is more stable and 
she is therefore better able to maintain her bal- 
ance if she stands with her feet apart and bends 
her body at the knees rather than at the waist. 

4. The amount of effort required to move a 
body depends upon the resistance of the body 
as well as the gravitational pull. By utilizing 
the pull of gravity rather than working against 
it, the nurse can reduce the amount of effort 
required in movement. For example, it is easier 
to lift a patient up in bed when he is lying flat 
and his center of gravity has been shifted toward 
the foot of the bed than it is when he is in a 
sitting position in which the resistance of the 
body to movement is much greater. 


5. The force required to maintain body bz- 
ance is greatest when the line of gravity : 
farthest from the center of the base of supper. 
Therefore, the person who holds a weight clos 
to his body uses less effort than the person wz 
holds the weight in his extended arms. F= 
example, when moving a patient from a bec : 
a stretcher, it is easier for the lifters if they bzu: 
the patient's body close to their own. 

6. Changes in activity and position help : 
maintain muscle tone and avoid fatigue. = . 
person changes his position even slightly wr 
he is carrying out a task, and if he changes =: 
activity from time to time, he will main:a- 
better muscle tone and avoid undue fatigue. 

7. The friction between an object and z+ 
surface upon which the object is moved aff=c. 
the amount of work needed to move the ob»-- 
Friction is a force that opposes motion. T= 
smoothest surfaces create the least friction: cx 
sequently less energy is needed to move obje— 
on smooth surfaces. The nurse can apply = 
principle when a patient changes his posiu- 
in bed by providing a smooth foundation upz 
which the patient can move. 

8. Pulling or sliding an object requires += 
effort than lifting it, because lifting necessita. 
moving against the force of gravity. If, for = 
ample, the nurse lowers the head of a patie 
bed before she helps him to move up in the be 
less effort is required than when the head o © 
bed is raised. 

9. Using one's own weight to counteroc 
patient's weight requires less energy in mæ» 
ment. If a nurse uses her own weight to pul. : 
push a patient, her weight increases the far: 
applied to the movement. 


Lifting the Patient and Helping Him to 
Move 


Often the nurse is called upon to help a paie 
to move or to change his position. Gentle. sx 
motion on the nurse's part, based on her know 
edge of body mechanics, not only helps pati 
to move easily but also gives them a sens : 
confidence in the nurse. Some patients, una 
to move by themselves, are completely depez 
ent upon the nurse for their changes in posi: 
and their exercise. The nurse is frequently ca» 
on to assist her patients to make the movem=: 
described in this section. It should be notec zx 
there are various methods of performing =: 
movement. The techniques and illustra 
used here present one way of doing them. 


Helping the Patient Move to the Side of &» 
Bed. The nurse may be called upon to ber 


patient who is lying on his back (dorsal recum- 
bent position) to move to the side of the bed, as 
when she is planning to change his surgical 
dressing. To lift the patient would require a 
great deal of effort upon the nurse's part, possi- 
bly putting unnecessary strain on her muscles 
as well as upon the patient. The patient can be 
helped to move more easily, however, if the 
nurse uses her own weight as a force to coun- 
teract the patient's weight and her arms to con- 
nect her with the patient so that they move as 
one. 


1. The nurse stands facing the patient at the 
side of the bed toward which she wishes the 
patient to move. 

2. She assumes a broad stance with one leg 
forward of the other and with her knees and 
hips flexed in order to bring her arms to the 
level of the bed. 


3. The nurse places one arm under the shoul- 
ders and neck of the patient and the other arm 
under the patient's buttocks. 

4. She shifts her body weight from her front 
foot to her back foot as she rocks backward to a 
crouched position, bringing the patient toward 
her to the side of the bed. The nurse's hips come 
downward as she rocks backward. The patient 
should be pulled rather than lifted in this pro- 
cedure. 
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Care should be taken not to pull the patient 
off the side of the bed. If the patient is unable 
to move the arm that is nearer the nurse, it 
should be placed across the patient’s chest so 
that it will not hinder movement or be injured. 
In moving a patient in this manner, the nurse 
should feel no strain across her shoulders; it is 
her own weight that supplies the power to move 
the patient. 


Raising the Shoulders of the Helpless Pa- 
tient. Some patients are unable to raise their 
shoulders, even for a short time. When the nurse 
finds it necessary to raise such a patient, as 
when changing the pillows, she should proceed 
as follows: 


1. The nurse stands at the side of the bed and 
faces the patient's head. She assumes a wide 
stance with her foot that is next to the bed 
behind the other foot. 

2. She passes her arm that is farther from the 
patient over the patient’s near shoulder, and 
dan her hand between the patient's shoulder 

ades. 


3. In order to raise the patient the nurse rocks 
backward, shifting her weight from her forward 
foot to her rear foot, her hips coming straight 
down in this motion. 


The nurse can either guide the patient with 
her free arm or use it for balance. Again it is the 
nurse's weight that counteracts the patient's 


weight. 


Raising the Shoulders of the Semihelpless Pa- 
tient. The semihelpless patient can move to 
some extent; however, he needs considerable 
support in most of his movements. In order to 
help the semihelpless patient raise his shoul- 
ders, the nurse uses her own arm as a lever and 
her elbow as the fulcrum. 


1. The nurse stands at one side, facing the 
head of the patient's bed. Her foot next to the 
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bed is to the rear and the other foot is forward. 
This position provides a wide base of support. 

2. She bends her knees to bring her arm that 
is next to the bed down to a level with the 
surface of the bed. 

3. With her elbow on the patient's bed the 
nurse grasps the posterior aspect of the patient's 
arm above the elbow, and the patient grasps the 
nurse's arm in the same manner and pushes 
with the other hand. 

4. The nurse then rocks backward, shifting 
her weight from her forward foot to her rear foot 
and bringing ber hips downward. Her elbow 
remains on the bed and acts as the fulcrum of 


the lever. 
N 


Moving the Helpless Patient Up in Bed. Helpless 
patients are best assi to move up in bed by 
two persons rather than one; however, one nurse 
can help a patient to move up in bed by moving 
him diagonally toward the side of the bed. By 
moving the patient in sections and by using her 
own weight to counteract the patient's weight, 
the nurse can safely move the helpless patient 
up in bed. This is most easily done if the head 
of the bed is lowered; then the nurse is not 
working directly against the force of gravity. 


1. The nurse stands at the side of the patient's 
bed and faces the far corner of the foot of the 
bed. She places one foot behind the other, as- 
suming a broad stance. 

2. She flexes her knees so that her arms are 

vel with the bed and puts her arms under the 

a ent. One arm is placed under the patient's 
head and shoulders, one arm under the small of 
his back. 

3. The nurse rocks forward, then shifts her 
weight from her forward foot to her rear foot, 
her hips coming downward. The patient will 
slide diagonally across the bed toward the head 
and side of the bed. 

4. This is repeated for the trunk and leg 
the patient. (See the procedure for moving 
patient to the side of the bed.) 


5. The nurse then goes to the other side : 
the bed and repeats steps 1 to 3. She contime 
this process until the patient is satisfactcr- 
positioned. 


Moving the Semihelpless Patient Up in Be 
This movement is facilitated if the patien: = 
assist by flexing his knees and pushing witt = 
legs. In assisting the patient to make this mm: 
ment, the nurse should take precautions tha = 
head does not hit the top of the bed. Thus = 
nurse can lower the head of the bed and pv = 
patient's pillow at the head of the bed, wher 
can act as a pad. Helping the patient move - 
in bed can be done by one or two nurses; iz =: 
latter instance one nurse stands at each siae 
the patient's bed. The procedure for one m=: 
is described here. 


1. The patient flexes his knees, bringinz - 
heels up toward his buttocks. 
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2. The nurse stands at the side of tr: me. 
turned slightly toward the patient's heac is 
foot is a step in front of the other, the for t 
is closer to the bed being to the rear; her tee æ 
directed toward the head of the bed. 
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3. The nurse places one arm under the pa- 
tient’s shoulders and one arm under his but- 
tocks. Her knees are flexed to bring her arms to 
the level of the surface of the bed. 

4. The patient places his chin on his chest 
and pushes with his feet as the nurse shifts her 
weight from her rear foot to her forward foot. By 
grasping the head of the bed with his hands, the 
patient can help pull his own weight. 


Helping the Patient Turn on His Side. When a 
patient needs help in order to turn on his side, 
the nurse must take particular care that the 
patient does not fall off the bed. She can control 
his turning by placing her elbows on the bed as 
a brace to stop his roll. 


1. The nurse stands on the side of the bed 
toward which the patient is to be turned. The 
patient places his far arm across his chest and 
his far leg over his near leg. The nurse checks 
that the patient’s near arm is lateral to, and away 
from, his body so that he does not roll upon it. 

2. The nurse stands opposite the patient’s 
waist and faces the side of the bed with one foot 
a step in front of the other. 

3. She places one hand on the patient's far 
shoulder and one hand on his far hip. 
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4. As the nurse shifts her weight from her 
forward leg to her rear leg, the patient is turned 
toward her. The nurse’s hips come downward 
during this motion. 

5. The patient is stopped by the nurse's el- 
bows, which come to rest on the mattress at the 
edge of the bed. 


Helping the Semihelpless Patient Raise the But- 
tocks. In this motion the nurse’s arm acts as 
the lever, her elbow as the fulcrum. 


1. The patient flexes her knees and brings her 
heels toward her buttocks. She is then ready to 
assist by pushing when the nurse tells her to do 
so. 
2. The nurse faces the side of the bed and 
stands opposite the patient's buttocks. She as- 
sumes a broad stance. 

3. With her knees flexed to bring her arms to 
the level of the bed, the nurse places one hand 
under the sacral area of the patient, her elbow 
resting firmly on the foundation of the bed. 

4. The patient is instructed to raise her hips. 

5. As she does so, the nurse comes to a 
crouching position by bending her knees, while 
her arm acts as a lever to help support the 
patient's buttocks. The nurse's hips come 
straight down in this action. While the nurse 
supports the patient in this position she can use 
her free hand to place a bed pan under the 
patient or to massage the sacral area. 
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Assisting the Patient to a Sitting Position on the 
Side of the Bed. 1. The patient turns on her 
side toward the edge of the bed upon which she 
wishes to sit. (See the procedure for helping the 
patient turn on her side.) 

2. After ensuring that the patient will not fall 
off the bed, the nurse raises the head of the bed. 

3. Facing the far bottom corner of the bed, the 
nurse supports the shoulders of the patient with 
one arm, while with the other she helps the 
patient to extend her lower legs over the side of 
the bed. She a broad stance, with her 
foot that is toward the bottom of the bed being 
to the rear of the other foot. 

4. The patient is brought to a natural sitting 
position on the edge of the bed when the nurse, 
still supporting the patient's shoulders and legs, 
pivots her body in such a manner that the 
patient's lower legs are swung downward. The 


nurse's weight is shifted from her front les : 
her rear leg. 


Assisting the Patient to Get Out of Bed and lm 
a Chair. In this procedure the bed shoubz : 
at a height from which the patient can s= 
naturally to the floor. If the bed cannot be i= 
ered sufficiently, the nurse should obtain a 32: 
stool for the patient. The footstool must be sz 
and have a surface upon which the patiex 
unlikely to slip. Also, it is advisable fo: = 
patient to wear low-heeled shoes rather == 
loose slippers. The shoes enable the patiez 
walk comfortably and provide support, bz z 
not as likely to slip. 


1. The patient assumes a sitting positio - 
the edge of the bed and puts on shoes = 
dressing gown. 

2. A chair is placed at the side of the » 
with its back toward the foot of the bed. 

3. The nurse stands facing the patient. ze 
foot that is closer to the chair is a step in == 
of the other, to give her a wide base of supa= 

4. The patient places her hands upoz = 
nurse's shoulders, and the nurse grasps th: > 
tient's waist. 

5. The patient steps to the floor, and the ar» 
flexes her knees so that her forward kne 
against the patient's knee. This prevent x 
patient's knee from bending involuntarily. Næ 
If the patient has to step onto a footstool bæ 
standing on the floor, it is almost impossiw = 
give knee support. 

6. The nurse turns with the patient wee 
maintaining her wide base of support. She zem: 
her knees as the patient sits in the chair. 


Lifting the Patient From a Bed to a Streame 
(Three Man Carry) To move a patien: wm 


must remain in the horizontal position from one 
place to another—for example, from a bed to a 
stretcher—three persons are usually needed. 
The tallest person should take the top third of 
the patient, because he probably has the longest 
reach and can most easily support the patient's 
head and shoulders. The shoulders are the heav- 
iest part of the body in men. The second person 
supports the middle third of the patient, usually 
the heaviest part in women. He will be helped 
if the first and third persons put their arms 
beside his. The shortest person supports the 
patient's legs. 

Before the patient is moved, a stretcher is 
placed at right angles to the bed, with the head 
of the stretcher almost touching the foot of the 
bed. The stretcher wheels should be locked. To 
coordinate their movements, the three persons 
must work by counting off numbers; the person 
who takes the head of the patient calls the 
numbers. 


1. The three who are to move the patient face 
the side of the patient's bed. Each assumes a 
broad stance, with his foot that is toward the 
stretcher being foward. 

2. At the call of “one,” the three bend their 
knees and place their arms under the patient. 
The first person places one arm under the neck 
and shoulders and the other arm under the small 
of the patient's back. The rniddle person places 
one arm under the small of the patient's back 
and the other arm under his hips. The person at 
the foot of the bed places one arm under the 
patient's hips and the other arm under the pa- 
tient's legs. 

3. At the call of "two" the patient is turned 
toward those who are lifting him. This is accom- 
panied by rolling the patient toward the lifters. 
The patient's arms should not be allowed to 
dangle freely. The lifters hold him close to their 
bodies in order to avoid back strain. 

4. At the call of “three,” they rise, step back 
(with the forward foot), and walk in unison to 
the stretcher. 

5. At the call of “four,” they bend their knees 
and rest their elbows on the stretcher. 

6. At the call of “five,” each lifter extends his 
arms so that the patient rolls to his back at the 
middle of the stretcher. Protection is needed at 
the far side of the stretcher to prevent the patient 
from rolling off. 

7. At the call of "six," each lifter withdraws 
his arms. 


In lifting the patient, the lifters should hold 
the patient close to their bodies. It is also im- 
portant to lift and lower the patient with an 
easy, smooth motion in order not to jar or 
frighten him. 
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Some Devices for Assisting the Patient 
to Move 


The Liftsheet. A liftsheet. or full sree: :o:cec 
in half, placed under a helpless patient is è 
useful aid in moving him in many situations. 
The liftsheet should extend from the parient's 
arm level to the bottom of the buttocks. 

At least two nurses are needed to move a 
patient by this means. One nurse stands at each 
side of the patient, grasps the liftsheet firmly 
near the patient, and moves the patient and 
liftsheet to the desired position—up in the bed 
or toward the side, for example. 

To turn a patient on his side, his arms and 
legs are first positioned safely (see page 501). 
The nurse then reaches over the patient, grasps 
the liftsheet on the far side, and pulls it toward 
her in such a way that the patient rolls on his 
side toward the nurse. Again the nurse should 
take precautions to ensure that the patient does 
not roll off the side of the bed. 


Mechanical Devices. There are several me- 
chanical devices available for moving a patient. 
One is the hydraulic lift, which can elevate a 
person and move him—from his bed to a 
stretcher, for example. Some models have heavy 
canvas supports which fit under the patient's 
buttocks and behind his back to provide support. 
These lifts can be used to assist a patient in and 
out of the bathtub and in and out of bed. A note 
of caution: Some models can tip quite easily. It 
is important to have sufficient help to carry out 
the procedure safely—to watch both the lift and 
the patient. 


Ambulation 


It is often necessary for patients to relearn to 
walk, often with the aid of crutches, braces, or 
canes. This is usually the responsibility of the 
physical therapy department, but there are some 
situations in which it is necessary for the nurse 
to assist the patient. 

The patient may be learning to walk again 
following an extended period of bed rest. Pre- 
paring the patient for this task involves both 
psychological and physical measures. The nurse 
can help the patient to gain confidence in his 
ability to walk again. Often her encouragement 
and her faith in his ability can bolster his. If an 
appropriate exercise program has been main- 
tained throughout his illness, the task is easier. 
Before attempting to stand, it is important for 
the patient to learn to maintain good trunk 
balance first in a sitting position, then in a 
standing position, before he attempts to walk. 
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When he can maintain a standing position and 
feels confident in his balance, a few steps should 
be tried. Since good balance is essential and the 
patient must feel steady on his feet, it is impor- 
tant that he wear shoes with good support rather 
than slippers when he is standing or walking. 
The patient should not be allowed to become 
fatigued and should attempt only short distances 
at first. The nurse can help to promote the 
patient's feelings of self-confidence by helping 
him to set small goals for each day's activity 
and acknowledging his accomplishment of these 
goals. 

Most patients who are learning to walk again 
following a lengthy period of bed rest require 
physical support when they are first starting. 
There are several ways the nurse can provide 
this support. The nurse can place the arm that 
is nearer the patient under his arm at the elbow 
and grasp his hand in hers. She synchronizes 
her steps with his, moving her inside foot for- 
ward at the same time as he moves his inside 
foot. 

Another method is to grasp the patient's left 
hand in her lef hend, and encircle his waist 
with her right bend. Again, the walking is syn- 
chronized to prowide as wide a base of support 
as possible. 

The patient cam also be supported by being 
held at the wc inom the rear. This can be 
accomplished with = towel folded lengthwise 
and encircling the patient's waist. There are also 
special belts designed for this purpose. Such 
support helps the patient to maintain his balance 
and keep his center of gravity within his base of 
support. If the petes! requires more support 
than this, it is advisable for the nurse to have a 
second person to assist him. 

In some situations. however, the nurse may 
have to assist a person with weakness on one 
side of the body to walk, with no second person 
to assist. There appeers to be a great deal of 
controversy over whether the nurse should be 
on the patients unaffected side, or his weak 
side, to provide best support. Some physical 
therapists advocate one position, others the op- 
posite, Before attempting to assist the patient, 
the nurse should find out which position is 
recommended in the agency in which she is 
working and use it. We will describe both. 

If the nurse is standing at the patient's weak 
side, she puts her arm that is nearest to the 
patient under his, grasping the inside of his 
upper arm. With her far arm, then, she reaches 
over and takes hold of the patient's lower arm 


or hand. In this position, she can also provide ` 


support with her leg to the patient's weakened 
one if necessary, thus providing maximum sup- 
port for the affected side. 


The second method is for the nurse to suppa- 
the patient on his unaffected side. The patiexx 
puts his good arm around the nurse's shoulde 
and clasps her hand. The nurse puts her othe 
arm around the patient's waist. Together, the: 
step forward, the patient using his weak foo 
first and the nurse her opposite foot to provioe 
as wide a base of support as possible. 

For hemiplegic gait training or ambulatiar 
training, however, the patient is encouraged x 
take some weight, and eventually as mua 
weight as possible, on his affected side. Durize 
the rehabilitation phase, it is important that tne 
nurse consult with the physical therapist regar-- 
ing the walking pattern being taught to tm 
patient and the best method of assisting him. 

Braces give support to a particularly weak lex 
In the past braces were made of heavy mater 
with-sufficient rigidity to hold the limb in plac 
and provide it with support. A new type 3 
lightweight inflatable brace has been developex 
recently which should prove very useful i+ 
patients who need the legs supported for wais 
ing without the extra weight. There are alsc . 
variety of walkers available which provide suz- 
port for a person while he is walking. Wher : 
patient uses a walker, much of his weight : 
borne by his hands and arms as he pushes tix 
walker forward. 

Some patients find it necessary to use crutcbe 
for a period of time. There are many kino 
available: underarm, elbow extension, and Lx 
strand crutches, for example. Sometimes ur 


The use of a walker is part of the retraining proga- 
for many people whose mobility has been affectec > 
illness. 


nurse measures a patient for crutches and helps 
him learn to walk with them. Several methods 
are used to measure a person for an underarm 
crutch. One method is to measure the distance 
irom the patient's axilla to the heel of his foot 
while he is in bed. To this distance, 2 inches is 
added. A second method is to measure from the 
anterior fold of the axilla to a point 6 inches 
lateral to the heel. When. crutches are of appro- 
priate length, the hand bar permits slight flexion 
of the elbow, and the weight is borne by the 
hand and arms rather than at the axilla. The 
nerves in the axilla are not protected against 
pressure except by a layer of fat, which is com- 
pressible. If weight is borne on the axilla, the 
pressure may result in nerve damage and pos- 
sibly paralysis. For this reason the top of the 
crutch should be 2 inches below the axilla and 
should not be padded initially. 


Gaits. There are seven basic crutch gaits: 


Two Point Crutch Gait. This gait has the fol- 
lowing sequence: right crutch and left foot si- 
multaneously; left crutch and right foot simul- 
taneously. 


Three Point Crutch Gait. This gait has the 
following sequence: both crutches and the 
weaker limb; then the stronger limb. 


Four Point Crutch Gait. This gait has the fol- 
lowing sequence: right crutch, left foot, left 
crutch, right foot. This is a particularly safe gait 
because there are always three points of support 
on the floor at one time. 


Tripod Gaits. There are two tripod gaits: in 
one, the patient puts the crutches forward si- 
multaneously and then drags his body forward; 
in the other, he puts his crutches forward one 
at a time, and then drags his body forward. 


Swing Gaits. There are two swing gaits: in 
one, the patient puts his crutches forward and 
then swings his body up to his crutches; in the 
other, he swings his body beyond them. 

The advantage of possessing skill in more than 
one gait is twofold: the patient can use a slow 


or fast gait as he wishes and, since each gait. 


requires a different combination of muscles, he 
can change gaits when he becomes fatigued. 

Before a person uses crutches he would be 
wise to strengthen the muscles he will need, 
particularly the shoulder depressors (trapezius), 
triceps, and the latissimus dorsi muscles. These 
can be strengthened by simple exercises that the 
patient can carry out in bed, as mentioned ear- 
lier. 
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PLANNING AND EVALUATING 
SPECIFIC NURSING INTERVENTIONS 


Nursing interventions are planned to suit each 
individual patient, his problems, and his needs. 
It is again helpful to set specific targets to be 
accomplished by nursing action and then to 
decide on the appropriate interventions to ac- 
complish these objectives. The patient and his 
family should be involved in the establishment 
of expected outcomes and in the selection of the 
interventions to be used, and should participate 
in the implementation of exercise programs as 
much as possible. The nurse works closely with 
the physical therapist and the occupational ther- 
apist in planning appropriate exercises that are 
consistent with the physician’s plan of care for 
the patient. The prevention of muscle deterio- 
ration and the maintenance and improvement of 
muscle strength and tone in patients whose 
mobility is limited require the intensive effort 
of all concerned. 

The process of recovery for people who have 
lost partially or completely one or more of their 
motor abilities is often a long one. Short-term 
goals are therefore very important. The achieve- 
ment of each small step of progress is something 
to work toward and provides the nurse, the 
patient, and his family with motivation to work 
towards further goals. The outcomes of nursing 
interventions, such as range of motion exercises, 
might include, for example, that the patient be 
able to put his arm or leg (or a smaller appen- 
dage, such as a hand or a foot) through a more 
complete range of motion and that he accom- 
plish this feat daily (or twice a day). Specifics 
should be included as to what his range of 
motion was at the start and what the expected 
outcome will be at the end of a given period. 
The expected outcomes of passive exercises 
done by the nurse would be the prevention of 
contractures that could hinder joint mobility, 
such as in the wrist, the ankle, the shoulder, the 
knee, and so forth. 

For the patient who needs help in moving, 
the expected outcomes would be related to the 
various activities and functional abilities. For 
example, helping the patient to turn might be 
related to maintaining the status of his skin, his 
respiratory functioning, or his circulatory status, 
and to the prevention of complications with 


' regard to these abilities. Assisting the patient to 


use the bedpan or urinal would be related to the 
maintenance of adequate elimination. 

For the patient who needs help in sitting up, 
or in learning to move from bed to chair and the 
reverse, or in learning to walk again, the nursing 
interventions are directly related to motor func- 
tioning and increasing the patient's independ- 
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ence in carrying out the activities of daily living. 
Again, outcomes should be established on a 
short-term basis, with explicit details as to what 
is to be accommplished in a given period of 
time. An example could be the patient's being 
able to pull himself up to a sitting position using 
a trapeze in bed, and doing it so many times a 
day. Or, the patient is able to sit or maintain 
himself in an upright position while sitting for 
gradually increasing specific periods of time. 

It should be noted that the road to recovery is 
not always a smooth one. Patients need encour- 
agement and support when temporary setbacks 
occur in their progress. A major nursing respon- 
sibility is providing the support the patient 
needs, both physically and psychologically. 

If the expected outcomes of her nursing inter- 
ventions have been sufficiently explicit, the 
process of evaluating the effectiveness of these 
becomes relatively simple. Have the expected 
outcomes been achieved? Is the patient's range 
of motion extended? Can he do more of the 
exercises himself? Does he carry out isometric 
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exercises on his own the prescribed number c 
times as stated in the goals? Is he able to suszaz 
the contraction for one second, or for the numse 
of seconds specified as his target goal? 

The nurse also keeps in mind the long--amg 
goals of nursing action. Have unused musa 
whose movement is not contraindicated wee. 
maintained in strength and tone? Has the ane 
ess of degeneration been prevented in m 
muscles? Have contractures that could interse 
with joint mobility been prevented? Has 
mobility been maintained? Have muscum 
strength and tone been improved? Has the æ» 
tient regained independence in carrying ov s 
tivities of daily living? Or is he making proe» 
towards this? What progress has he mad s 
wards this goal? If the patient requires hex x 
moving to carry out these activities, has » 
received this help when he needed it ane s 
such a way as to enable him to maintai- se 
other functional abilities? Is there optimal zum 
tioning of his other abilities? 


1. Is the patient able to walk normally? Or does he need aids for mobility, suz& 
a cane, crutches, a walker, a wheelchair, another person, or a stretcher? 


2. Does he. have limitations in mobility due to chronic health problems, as ar 
example, paralysis, weakness, difficulty of movement in one or more lim æ 
other part of the body? Has he had an amputation? 


3. How does his present motor status compare with his usual status? 


4. Does he have any current health problems that may be interfering, or zsa 
interfere, with his motor functioning abilities? Or, has he had any recently: 


5. What is the patient's response to activity? 


6. Does the patient need help with raising his head and shoulders? With movmgæ 
bed? With turning? With sitting up? With using the bedpan or urinal? Wi 
standing? With transferring from the bed to a chair and the reverse? With weis. 


7. What are the physician's diagnostic and therapeutic plans of care for this pamest“ 


8. Have reports been received on diagnostic tests or examinations done or tie 
patient? If so, how do these affect the planning of nursing care for this indivamas£ 


9. Have restrictions been placed on the patient's mobility? On exercises = zx 


perform? 


10. Is the physical therapist involved in helping this patient? The occupaas: 
therapist? What are their plans for the patient? How can you help witt ma 


plans? 


11. Can the patient do these exercises himself? 


12. Can the patient's family help the patient in carrying out exercise activities" 
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STUDY SITUATION 


Mr. George Ellis, age 28, had his foot crushed in a logging accident 3 days ago. He 
works as a scaler for a large forest products company. Following surgery to repair the 
soft tissue darnage, the physician has encased the foot in a cast. He has ordered that 
Mr. Ellis remain in bed for an unspecified period of time. He has told Mr. Ellis that 
when he is allowed up, he must learn to walk with crutches or use a wheelchair to 
eet around in. Mr. Ellis is a healthy, active individual, and objects strongly to being 
confined to bed. He says he is not going to use a wheelchair if he can help it. He 
wants to know if there is anything he can do while in bed that will help him when 


he is allowed up from bed. 


1. What information would you need to help you in planning Mr. Ellis's care? 


2. What sources would you use to obtain this information? 


. What problems might Mr. Ellis have in addition to his mobility? 


3 
4. What other health professionals might be involved in Mr. Ellis's care? 


. What factors would you take into consideration in planning Mr. Ellis's care? 


6. What exercises might Mr. Ellis do on his own to prevent the deterioration of 
muscular strength and tone? To prepare himself for using crutches? 


- 
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Section Three PROTECTION 
AND SAFETY 
NEEDS 


SAFETY NEEDS 


INTRODUCTION 


Accidents are listed among the five leading 
causes of death each year in North America. 
They are the principal cause of death among 
children and young adults and a major cause of 
hospitalization in people of all ages. Accidents 
are usually related to hazards in the environ- 
ment. 

As with so many other aspects of her role 
today, the nurse's responsibilities with regard to 
environmental safety are rapidly expanding. In 
the past, the nurse thought only in terms of 
protecting the sick person from hazards in his 
immediate environment. Today, however, 
nurses, as informed and knowledgeable health 
professionals, are concerned with health hazards 
in the communities in which they live and work. 
They are taking action and making their voices 
heard, both individually and collectively 
through their professional associations, to make 
the environment more conducive to healthy liv- 
ing. Local, state (provincial), and national nurs- 
ing associations are expressing their concerns 
about air pollution, the pollution of our rivers, 
lakes, and coastal waters, highway safety, the 
safety of our water, milk, and food supplies, the 
safety of drugs and cosmetics, and the presence 
of disease-carrying animals, insects, and other 
potential sources of infection that are adversely 
affecting health. They are issuing statements and 
petitioning municipal, state, and provincial au- 
thorities to take action to eliminate environmen- 
tal hazards to health, as well as actively partic- 
ipating in community action themselves to 
detect, minimize, or eliminate these hazards. 

Our international nursing association has 
strongly urged nurses to participate in actions 


CHAPTER 


to safeguard the human environment. The fol- 
lowing statement is pertinent for all nurses: 


The Council of National Representatives (CNR) of 
the International Council of Nurses, meeting in Au- 
gust 1975, adopted a policy statement which outlines 
the role that nurses can play in protecting and im- 
proving the environment and thereby contribute to 
better health for all people. The ICN Policy Statement 
reads as follows: 


“The preservation and improvement of the human 
environment has become a major goal of man's 
action for his survival and well-being. The vastness 
and urgency of the task places on every individual 
and every professional group the responsibility to 
participate in the efforts to safeguard man's envi- 
ronment, to conserve the world's resources, to study 
how their use affects man and how adverse effects 
can be avoided. 

“The nurse's role is to:—help detect ill-effects of 
the environment on the health of man, and vice- 
versa; 

—be informed and apply knowledge in daily work 
with individuals, families and/or community 
groups as to the data available on potentially harm 
ful chemicals, radioactive waste problems, latest 
health hazards and ways to prevent and/or reduce 
them; 

—be informed and teach preventive measures about 
health hazards due to environmental factors as well 
as about conservation of environmental resources 
to the individual, families and/or community 
groups; 

—work with health authorities in pointing out health 
care aspects and health hazards in existing human 
settlements and in the planning of new ones; 

—assist communities in their action on environmen- 
tal health problems; 

—participate in research providing data for early 
warning and prevention of deleterious effects of the 
various environmental agents to which man is in- 
creasingly exposed; and research conducive to dis- 
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Environmental hazards at the workplace are a concem 
of community and occupational health nurses. Like the 
worker, the nurse visiting this power plant wears a 
protective helmet and safety glasses. The worker, who 
may be exposed to noise from machinery for several 
hours a day. must asa have protection for his ears. 
(Photo by Suzanne Emend, Toronto, Ontario. Courtesy 
Canadian Nurses Association, Helen K. Mussalem Li- 
brary.) 

cover ways amd means of improving living and 

working conditixs 

In courses im community health nursing, 
which are being imcerporated into virtually all 
nursing education programs today, the student 
will increase her knuwledge of environmental 
hazards in the community at large and will 
develop skills in identifying and taking appro- 
priate nursing action concerning these. We will, 
therefore, concentrate im this chapter on the 
nurse's responsibilities in regard to protecting 
the safety of persons who are handicapped in 
their abilities to protect themselves because of 
illness or infirmity, 


FACTORS AFFECTING A PERSON'S 
ABILITY TO PROTECT HIMSELF 


In Chapter 22, we discussed the fact that our 
sensory receptors provide us with information 
about the surrounding environment, It is 
through our abilities to see with our eyes, hear 
with our ears, smell with our noses, taste with 
the taste buds in our mouths, and feel through 
touching that we are alerted to dangers in our 
environment. Impairment of any of the sensory 
receptors, of the neural pathways carrying sen- 
sory impulses to and through the central nervous 
system, or of the ability to interpret these im- 
pulses results in lessened ability to sense harm- 


ful, or potentially harmful, factors in the enr- 
ronment. 

The person with limited vision may not se 
the footstool that he is about to trip over. T= 
person who is hard of hearing may not hear tz 
warning call to watch his step. Someone w=: 
has lost his sense of smell may not be aware > 
the odor of escaping gas from the kitchen stov= 
Loss of the ability to taste prevents one frar 
detecting the slightly “off” flavor of food tix 
has been improperly preserved. A person wa 
cannot feel does not receive the warning siga 
that he should remove himself from a seat -» 
close to the fire. 

If a person's mental faculties are clouded. - 
impaired for any reason, his sensory perceptic 
is diminished, as is his ability to interpret stiz- 
uli. The perceptual abilities of the person sa 
fering from sleep deprivation gre usually dime 
ished, or his perception may be distorted |» 
Chapter 21). A person who is merely drowsy : 
a hazard when he is driving on the highwz 
because his sensory abilities are dulled; he mz 
not see the car approaching on his side of > 
road. His own car may veer suddenly becas 
his sense of touch is impaired; he does n- 
perceive the infinitesimal shift in the stee-m 
wheel that tells him that he is not on his pron 
course. It may also take him longer than us 
to realize that he is dangerously close to = 
edge of the road or in the wrong lane. Alcan: 
and drugs, which are central nervous syse= 
depressants, have the same effect of dulling = 
senses. 

In fact, any alteration in a person's state : 
consciousness will affect his ability to percar 
sensory stimuli, to interpret them, and to mm 
appropriately. The confused or disoriented = 
dividual may mistake the door leading to = 
stairs for the door to the bathroom. Thinks 
that he is at home, he may also try to get ow « 
a hospital bed to go to the bathroom, and c= 
over the bed rails to do so. The person whe 
roused out of a sound sleep, as we mention 
earlier (see Chapter 20), is often confused =» 
disoriented. Older people may become exc 
and confused by medications given to help tae: 
get to sleep (see Chapter 20): 

Anxiety and other emotional states may «— 
affect a person's perception of harmful stim 
in the environment, his interpretation of the» 
and his ability to react to them. Mild amos 
increases perceptual awareness, but increese 
levels of anxiety progressively decrease it = 
Chapter 30). A person can attend to only æ 
many stimuli at one time, and if other stim 
are of more importance, a person may nc - 
alert to potential dangers in his environz 
The person whose thoughts are turned irs 
or fixed on one object, or who is lost in re 


may bump into objects because he does not see 
them, step off the curb without looking, or do 
any one of a number of things that endanger life 
and limb. The stereotypes of the absent-minded 
professor and the person in love exemplify this 
problem. 

Then, too, there is the phenomenon of adap- 
tation to sensory stimuli, which can also provide 
hazards (Chapter 22). The smell of leaking gas 
may be so insidious that a person becomes 
accustomed to it or is never even consciously 
aware of it. The sense of smell is one that adapts 
very quickly, it seems. The nurse should keep 
this in mind in relation to offensive odors on 
the nursing unit. It is sometimes helpful to 
breathe fresh air for a change; then one's nose 
will be able to pick up the stimulus again. 

Distorted sensory perception can also cause 
problems in relation to safety, as discussed in 
Chapter 22. 

The individual's ability to respond to stimuli 
must also be considered. The brain must be 
functioning sufficiently well to make decisions 
and to initiate appropriate action in response to 
sensory stimuli. Some of our actions are reflexes 
that are initiated in the spinal cord; for example, 
the withdrawal of the hand from a hot stove 
becomes an almost instinctive reaction that is a 
learned cord reflex. A cord reflex can be devel- 
oped in the bladder of a paralyzed patient to 
enable him to control his voiding when neural 
pathways to and from the brain itself have been 
sufficiently impaired to cut off voluntary control 
by the cerebral cortex. 

Most actions, however, are initiated and con- 
trolled by higher centers of the brain (see Chap- 
ter 23); an example is the ability of a person to 
move himself out of the way of approaching 
danger. If the ability to initiate, coordinate, and 
carry out motor actions is impaired for whatever 
reason, the person's ability to protect himself 
from environmental hazards is decreased. The 
sleepy driver we mentioned may not be suffi- 
ciently alert to turn his steering wheel fast 
enough to get himself back on course before he 
goes over the edge of the road or runs into an 
approaching car. His reaction time is slowed. 
Alcohol is well known for its effect of slowing 
a person's reactions, thus making the person 
who has been drinking a potential hazard both 
to himself and to others. The relationship be- 
tween alcohol consumption and a substantial 
proportion of motor vehicle accidents, fires, and 
other types of accidents was mentioned in Chap- 
ter 4. This lifestyle factor is a definite health 
hazard. : 

Communities, in trying to cut down the 
amount of carnage on the highways, are passing 
increasingly stringent regulations about drinking 
and driving. The situation is particularly serious 
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over the Christmas holiday season, when parties 
contribute to the number of drinking drivers on 
the road and hazardous winter driving condi- 
tions make driving with impaired senses partic- 
ularly dangerous. At the beginning of December, 
some cities establish roadblocks to check all 
drivers for the effects of alcohol, with the police 
having the power to suspend a person’s license 
on the spot if he is found to be inebriated. The 
roadblocks have proved to be a good preventive 
measure. 

Injury or illness affecting the specific areas of 
the brain initiating and controlling movement, 
or the neural pathways transmitting motor im- 
pulses, will also limit a person’s safeguarding 
abilities. People who have lessened mental fac- 
ulties because of congenital problems, pach as 
the mentally retarded or those with cerebral 
palsy (a motor disorder from non-progressive 
brain damage), are hampered in their abilities to 
protect themselves. 

Anyone who has lessened motor abilities of 
any kind, or who has had restrictions placed on 
his mobility, is at a disadvantage when it comes 
to protecting himself from environment hazards. 
The person in a wheelchair, for example, is 
severely handicapped. He cannot move as 
quickly as a person on two feet, and he is 
hampered by having to maneuver the chair 
around obstacles or out of the way of dangerous 
objects. One who cannot grasp objects or move 
his arm or leg with normal agility and speed is 
disadvantaged insofar as his protective abilities 
are concerned. 

The sick person is particularly prone to acci- 
dents and injury because of the nature of illness 
itself. He is often physically weak and impaired 
in his ability to carry out normal daily activities. 
As a result, he may fall while walking or easily 
lose his balance on an uneven surface. The 
protective senses of the sick person (as, for 
example, his sight) may be so impaired that he 
cannot perceive dangers to himself. Moreover, 
the anxiety that goes along with illness may 
interfere with his perceptual abilities and his 
capacity to concentrate, as well as his ability to 
make judgments, and thus expose him to injury. 
Many people who are ill suffer temporary or 
prolonged periods in which there is an altered 
state of consciousness. The preoperative patient 
who is under sedation, the postoperative patient 
recovering from anesthesia, the person with a 
severe head injury, and the unconscious patient 
all have their sensory perceptual abilities de- 
creased, as well as their abilities to respond to 
environmental stimuli and to make decisions 
based on good judgment. 

In many illnesses, a person is rendered help- 
less or semihelpless by the nature of his illness. 
He must then depend on other people to protect 


512 MEETING BASIC NEEDS 


him from environmental hazards. In some in- 
stances, it is necessary to restrain a person in 
his movements to protect him from his own 
actions, which may cause him injury. Restrain- 
ing a confused or disoriented person often dis- 
tresses him, however, and he may fight against 
the restraints, creating additional safety prob- 
lems. 

Sometimes therapy that is prescribed makes 
the person more vulnerable to accidents or in- 
jury, or has inherent hazards in itself. Medica- 
tion therapy carries with it many potential haz- 
ards, such as adverse reactions or the possibility 
that the wrong patient will get the medication. 
Radiation therapy also has its hazards. The very 
act of penetrating the skin surfaces for surgery 
renders a person more vulnerable to infection 
and causes physiologic stress, which makes the 
individual more susceptible to other disturb- 
ances of body functioning, such as fluid and 
electrolyte imbalance—to mention only one. 


PROTECTION AND SAFETY NEEDS 
THROUGHOUT THE LIFE CYCLE 


The expectan! mother must be protected 
against potential imjury, not only for her own 
sake but also for thet of the new life growing 
within her body. The fetus is protected, to the 
extent that nature is able to do so, by its cushion 
of amniotic fluid within the uterus. Trauma to 
the mother may, however, dislodge the placenta 
from its attachment to the uterine wall, causing 
a miscarriage or premature labor, depending on 
the stage of development, or it may cause mal- 
formation of the fetus. Pregnant women are gen- 
erally advised not te participate in sports that 
cause jolting, such as horseback riding, although 
swimming and most other sports are not con- 
traindicated. Indeed, es we mentioned in Chap- 
ter 23, exercise in moderation is important to 
the health of both mother end baby. 

The young infant must also be protected. The 
newborn has very limited ability to protect him- 
self (see Chapter 22) and is highly dependent on 
the people who are caring for him to keep his 
environment safe for him. As he grows and 
develops he will learn to avoid certain hazards 
in the environment, since it is through education 
and trial and error that an individual learns to 
identify harmful and potentially harmful situa- 
tions and to protect himself from harm. Acci- 
dents often occur because an infant makes a 
developmental advance for which the parent is 
not prepared. Although he may appear to his 
mother to be perfectly safe lying on his back, 
the 6-month-old infant may pull himself to a 
sitting position and, because his balance is still 


The use of safety covers on electrical outlets is o» 
way to protect the young child from harm that he mæ- 
suffer since he has no sense of danger. 


not very good, may tumble out of his carriage r 
off his bed. 

The very young child has no sense of dane- 
It is only as the world he knows by experien- 
enlarges that he is able to interpret the meanm 
of potentially harmful stimuli that he percer 
He plays with matches and is fascinated by t» 
flame. Until he burns himself, however, or m 
less mother is sufficiently impressive in me 
admonishments, he does not perceive matcme 
as dangerous objects. Similarly, he cannot rea 
the warning label that tells him that the cleanm 
fluid is-poisonous, and he may drink it. He me 
lick the chipping paint on his crib, or or 
windowsill, and suffer from lead poisonine 
the paint is one that contains lead. Some cm 
dren suffer from pica, the eating of unnam 
substances. These children must be supervse 
especially carefully, and potentially hare 
substances must be kept out of their reach T» 
table on page 513 lists typical accidents, norms 
behavior characteristics contributing to m= 
and precautions to safeguard against them » 
children in their first and second years of = 

The growing child is most vulnerable to == 
dents when he is participating in newly acc 
activities and when exercising newly won =» 
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ACCIDENT PREVENTION IN INFANCY 


Typical Accidents 


Normal Behavior Characteristics 


Precautions 


First Year 


Falls 
and pulls self erect 


Inhalation of foreign ob- - 


After severa] months of age can 
squirm and roll, and later creeps 


Places anything and everything in 


Do not leave alone on tables or on 
any surface from which falls can 
occur 

Keep crib sides up 

Keep small objects and harmful 
substances out of reach 


Do not leave alone in tub of water 


Keep screens in windows 
Place gate at top of stairs 


jects mouth 
Poisoning 
Drowning Helpless in water 
Second Year 
Falls Able to roam about in erect pos- 
ture 
Goes up and down stairs 
Shocks Has great curiosity 


Motor vehicles Has great curiosity 


Ingestion of poisonous 


substances 
Burns Has great curiosity 
Drowning Helpless in water 


Puts almost everything in mouth 


Cover unused electrical outlets; 
keep electric cords out of easy 
reach 

Keep in enclosed space when out- 
doors and not in company of an 
adult 

Keep medicines, household poi- 
sons, and small sharp objects out 
of sight and reach 

Keep handles of pots and pans on 
stove out of reach and containers 
of hot foods away from edge of . 
table 

Protect from water in tub and in 
pools 


From Robinson, N. M.: Common Problems of Infancy. In Smith, D. W., et al.: The Biologic Ages of Man. 
2nd ed. Philadelphia, W. B. Saunders Company, 1978. Adapted from Shaffer, T. E.: Symposium on Clinical 
Advances: Accident Prevention. Pediatric Clinics of North America, 1:421—432, May, 1954. 


dom. A 4-year-old may be given permission to 
visit a friend up the block but, while doing so, 
he may dart out into the street to retrieve a ball 
that has bounced out of his reach. The child 
who is just learning to ride a bicycle may not be 
able to stop it and may ride out on the road and 
into the pathway of an oncoming automobile. 
Laws have been passed in both the United 
States and Canada to protect children from some 
of the more common types of accidents. Chil- 
dren's clothes must be made from non-inflam- 
mable material, for example. Drugs must be sold 
in childproof containers, and poisonous prod- 
ucts must be clearly labeled as such. There is a 
national network of poison control centers in 
the United States and a poison control center in 
every major city in Canada (see Chapter 28). The 
most effective form of accident prevention, how- 
ever, is supervision and environmental control 
of potentially harmful factors. The modeling of 
safe behaviors by parents is by far the most 
effective form of teaching. If father takes a child's 
aand and darts across a busy street in the middle 
əf the block, his son is likely to do the same 
thing when he is on his own. If, on the other 
nand, father walks to the corner, presses the 
walk signal button, and waits for the signal to 


change before crossing, this is the behavior the 
child is most likely to learn. 

By pre-adolescence, prevention has largely 
become a matter of self-discipline. Some chil- 
dren are accident-prone, however, and always 
seem to suffer from more cuts, bruises, and 
scrapes than their brothers and sisters. The tend- 
ency often persists into adulthood. Some people 
may drive a car for 20 years without an accident, 
while others have one accident after another. It 
is believed that emotional disturbances underlie 
the trait of being accident-prone. Tension of any 
kind is likely to make an individual more sus: 
ceptible to accidents by impairing his critical 
functions and exhausting his defenses. 

A person who has a history of being accident- 
prone will need extra safety precautions when 
he is ill. The nurse's alert observation of poten- 
tial hazards in the environment is an important 
measure in preventing accidents, as is the pro- 
vision of adequate support to the patient —when 
he needs help with walking, for example. Efforts 
to minimize anxiety should also be made. Some- 
times accident-prone people need psychiatric 
assistance to learn to cope with their problems. 

Insurance statistics repeatedly point up the 
disproportionately large number of automobile 
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accidents involving young male drivers. Risk- 
taking behavior is common among young adults, 
(more so among males) because they tend to 
view their bodies as indestructible. Many, 
though not all, will drive their cars at high 
speeds, take the steepest trail down the moun- 
tain when skiing, and generally operate under 
the philosophy that “it can't happen to me." 
Many young adults have unrealistic perceptions 
also about their physical capabilities and will 
push themselves to the limit of their endurance. 
"Shin splints” (periostitis or inflammation of 
the periosteum) is a common problem that re- 
sults from excessive demands being put on the 
musculoskeletal system. Much trauma is related 
to sports, although the largest percentage of 
injuries to young adults still results from auto- 
mobile and motorcycle accidents. 

In adulthood, most automobile accidents are 
related to the use of alcohol. The trauma result- 
ing from motor vehicle accidents usually gives 
rise to musculoskeletal problems such as frac- 
tures, head injuries, and torn ligaments. Repeti- 
tive trauma may result in painful inflammatory 
lesions of the periarticular structures. Because 
bone mass declines in a linear fashion in middle 
age, injuries to the joints that would affect liga- 
ments in young adults cause fractures in middle 
aged adults. 

As a person gets older, his sensory abilities 
diminish. His vision is not as good as it used to 
be. His hearing, too, is not quite as sharp, and 
sometimes may be considerably decreased. The 
sensory receptors for smell in the nose are often 
damaged in accidents when péople have any 
kind of a head injury and, in any case, are 
usually diminished with age. Atrophy of the 
taste buds is one of the unfortunate aspects of 
getting older, and even the receptors for touch 
lose their acuteness with the changes that occur 
in the aging skin. The older person, then, like 
the young child, is very vulnerable to environ- 
mental hazards, but for a different reason. In the 
case of the elderly, their early warning system" 
in the sensory receptors is not as efficient, and 
their responses to environmental hazards that 
are perceived are slower and not as effective. 
Vestibular function declines, and there is an 
increased risk of falling. The loss of vision is a 
major factor in accidents, as is absent-minded- 
ness, and traffic accidents involving elderly pe- 
destrians are common. 


COMMON SAFETY PROBLEMS 
An accident has been defined as "anything 


that occurs unexpectedly and unintentionally” 
or "an unexpected and undesirable event: a 


mishap.'? Almost all accidents that occur cora: 
have been prevented if the person or perso 
involved had thought more carefully about ther 
actions, used protective equipment, taken re 
ognized safety precautions, or thought abo- 
their own safety and that of others. 

The most common types of accidents occ 
ring at home, at work, in school, in hospites 
and elsewhere are those due to: 


1. Falls and other injuries caused by mech=. 
ical objects in the environment 

2. Fire and other types of thermal injuries 

3. Chemical injuries 


A hospital is generally thought of as a pis: 
where the sick and injured come for care: = : 
seldom thought of as a place where people = 
injured. Yet, the number of accidental happ= 
ings in hospitals is extraordinarily high cæ 
pared with those in most industries. 

The problems of safety in health agenze 
concerned with caring for the sick and the - 
jured are multiple. There àre three groups . 
people to consider: the patients, who reci 
additional protection because they are ill: =: 
staff, who because of the nature of their w= 
are vulnerable to many types of accidental in:i— 
(such as back strain, from lifting heavy patsz- 
incorrectly, and infections); and the visit 
who are usually anxious and worried abou: — 
person they have come to see. 

A hospital is a busy place, and is usze- 
fraught with tension and stress. It must funcziz 
as a hotel, and the staff members have aL = 
responsibilities of an innkeeper for the safe: : 
the guests. There is usually a large mechaz.z 
plant with heavy equipment that keeps the = 
tablishment running. Food service is part ct zx 
daily activities, and safety in good prepara 
handling, and serving must be considerec 2 
agnostic procedures for patients are often n 
ardous from the point of view of possible chez 
ical and mechanical injuries to patients zn 
staff, as well as being potential sources of im. 
tion. In addition, there is the ever-present t= 
of fire, the hospital administrator’s nightzzzr 
which could be a major catastrophe since ze 
majority of the resident population are wae 
ened by illness or otherwise limited in moans 
Thus, the hospital atmosphere itself is a con 
uting factor in the likelihood of accidents a= 
ring. 


ASSESSMENT 
The nurse's assessment of problems ic ze 


tecting patients, visitors, and staff from env== 
mental hazards involves two sets of activicsm 


1. Assessment of factors interfering with the 
patient's ability to take adequate precautions to 
protect himself 

2. Assessment of potential hazards in the en- 
vironment which could be harmful to patients, 
visitors, or staff 


We will discuss the second aspect of the 
assessment when we cover specific nursing in- 
terventions to assist in preventing mechanical, 
chemical, and thermal injuries, and will concen- 
trate here on assessing the patient's ability to 
protect himself. 

In her assessment, the nurse needs to be aware 
of both the patient's age and the integrity of his 
sensory abilities. She should be alert to any 
sensory deficits he has, such as impairment or 
loss of sight, hearing, smell, taste, or touch. She 
also needs information about any restrictions 
that have been put on his mobility, such as bed 
rest, position restrictions, or immobilization of 
a part (as with a cast or traction apparatus). She 
should be aware of any aids he requires for 
mobility (a cane, a walker, or a wheelchair, for 
example). 

She also needs information about his general 
state of health, the nature of any health problems 
he has, and the physician's plan of diagnostic 
and therapeutic care. She should know if the 
patient is helpless, or semihelpless, or whether 
the nature of his illness may cause loss of 
strength, impairment of sensory or motor func- 
tioning, or short or prolonged periods of altered 
state of consciousness. Is he to have surgery, for 
example, with its attendant preoperative and 
postoperative periods when the patient's mental 
faculties may be lessened by sedation or anes- 
thesia? She should be aware of diagnostic pro- 
cedures being performed that may involve the 
use of potentially hazardous equipment, poten- 
tially harmful reactions, and the possibility of 
infection. She also needs information about 
medications the patient is receiving and the 
nature of other treatments planned for the pa- 
tient. Is he receiving medications that may di- 
minish his ability to perceive and respond to 
harmful stimuli, such as analgesics for pain? 
May his medications cause him to be confused? 
Is he having treatments, such as oxygen therapy, 
that require extra safety precautions? 

We have said that all patients are anxious, 
and the nurse should be particularly watchful 
for evidence of this in the patient. She should 
also note the level of anxiety the patient is 
showing. The emotionally upset person (patient, 
visitor, or staff member) may rush blindly into 
danger. A person who is worried, preoccupied, 
or emotionally distressed is often less able to 
make judgments that are in the best interests of 
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his physical or mental health. These patients 
require extra vigilance from the nursing staff. 
The nurse also needs to know if the patient is 
an accident-prone individual. 

The nurse can obtain much of the information 
she needs from the nursing history and clinical 
appraisal concerning the patient’s usual status 
and current status at the time of admission with 
regard to sensory and motor abilities, state of 
comfort, rest, and sleep, and emotional and 
mental state. The patient’s status changes con- 
stantly, however, and the nurse must rely on 
her own observations and her own judgment 
regarding safety precautions that need to be 
taken. 

The patient’s record is, of course, the most 
reliable source of information about diagnostic 
procedures, medications, and other therapeutic 
measures in the patient’s overall plan of care. 
The nurse supplements this information by in- 
creasing her own knowledge about medications, 
tests and examinations, and treatments by asking 
knowledgeable people, such as the physician, 
her nursing instructor, the nursing team leader, 
or the head nurse, and by reading up on these 
matters in her texts and in the library. 

The patient’s subjective observations are also 
very helpful to the nurse. He may say that he 
cannot reach the things on his bedside table, for 
example, or that he is weak or feels dizzy when 
sitting up, or standing, or trying to walk. He can 
alert the nurse to things that are causing him 
pain or discomfort so that she can take appro- 
priate action to remove the cause. For example, 
his arm may be in the wrong position under 
him. The astute observant nurse should be aware 
of this, but patients can be very helpful in 
assisting the nurse to adjust his position to the 
most comfortable and safe one for him. The 
patient is often aware when his mental faculties 
are impaired—he may say that he just cannot 
think clearly, or that everything seems to be 
fuzzy. 

The patient’s family or significant others often 
alert the nurse to dangerous situations for the 
patient. Many agencies permit family members 
to stay with confused or sedated patients, if they 
wish to do so, and this can be of great assistance 
to the nurse. She must be careful, however, that 
the family member knows what to do in helping 
the patient or will call the nurse if he needs 
additional help. The nurse does not neglect her 
responsibilities in watching over the patient's 
safety because a family member is with him. 

Again, nothing substitutes for the nurse’s own 
observations. She must be alert to all factors 
interfering with the patient’s protective abilities 
and to all factors in the environment that have 
the potentiality for causing‘him harm. 
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PRINCIPLES RELEVANT TO PATIENT SAFETY BEEN 


1. Normally functioning body senses Inform the individual about hazards in his 


environment. 


2. A person's age affects his ability to perceive and interpret sensory stimuli 
from the environment and his ability to take effective action to protect himself from 


harmful stimuli. 


3. Familiarity with the environment makes it less hazardous. 
4. A person's ability to protect himself is affected by his sensory status, his 
mental status, his emotional status, his mobility status, and his status of comfort, 


rest, and sleep. 


5. Iliness renders a person more vulnerable to accidents and Injury. 
6. Diagnostic and therapeutic measures have inherent potential for causing a 
patient harm, In addition to alding In the resolution of his health problems. 


PRIORITIES FOR PATIENT SAFETY 


Safety and security needs were designated by 
Maslow as the second most important in his 
hierarchy of human needs, and assigned to third 
place by Kalish in his modification of the Mas- 
low hierarchy (see Chapter 13). Regardless of 
whether one considers them second or third on 
a priority listing, however, safety needs are 
among the most basic of all human needs. Safety 
is important for all people, but especially to 
those who are ill. The protective aspects of the 
nurse's role are among the most important of all 
her functions, and the nurse incorporates the 
patient's safety as the number one priority in all 
aspects of patient care. 

Assuring the safety of patients when a fire 
occurs takes precedence over all other nursing 
responsibilities. The nurse must know the pro- 
cedure used in the event of fire in the agency in 
which she is working, understand how to use 
the equipment for controlling fire, and know her 
responsibilities with regard to patient safety. She 
must be ever alert to potential fire hazards and 
take action to see that the danger is eliminated, 
if pe or minimized if it can't be elimi- 
nated. 


GOALS FOR NURSING ACTION 


The goal of nursing.action in regard to patient 
safety is the prevention of accidental injury to 
the patient. 


SPECIFIC NURSING INTERVENTIONS 


In nursing, a knowledge of safe nursing 
practices is essential. This involves not only a 
sound knowledge of the nursing and allied sci- 


ences, but also a knowledge of preventive z — 
ing measures. To recognize circumstances Z.. 
could result in an accident and to inter. 
effectively are essential. The nurse therei— 
needs to be alert to any activity that could cz-- 
injury and to evidence of anything that ca. 
cause accident. Her observations should enc 
pass the patient's total environment, in wr: 
she can look for such hazards as dangling =: 
tric cords, misplaced footstools, and slip» 
floors—in short, any situation that could re:. 
in an accident. 

General considerations of environmenta! -- 
tors include arranging everything for the : 
tients maximal comfort and convenience 
well as that of his family, other visitors, anz ~ 
staff. The equipment used in hospitals is gez: 
ally portable, so that it can be moved easily : 
more convenient position or location. Hosp 
try to obtain equipment that is also quiet. c— 
ble, simple to operate, and easily repaired. *.. 
and more facilities are being built into tke - 
tient’s unit so that they are easier to use = 
always conveniently at hand, and as a ==. 
there are fewer hazardous objects in and amz 
the patient's bed. 

The patient's unit and the nursing unit z- 
should be kept as free of clutter as possi: 
When giving care to a patient, the nurse a!wz 
makes sure that she has a clear space in wz- 
to work, that she can see what she is doing = 
that she is able to practice good body mecha: 
in any lifting and moving that is involvec : 
awkward to work over side rails, for exaz-« 
or to have to reach around objects to get at “== 
she needs. 

All accidents—that is, all events that zz 
resulted or could have resulted in injury x 
patient, a visitor, or a staff member are repzw 
so that remedial measures may be institutec = 


example, if a patient receives an incorrect med- 
ication, notifying the nursing supervisor or the 
physician permits the initiation of measures to 
prevent a recurrence of this error or to remedy 
the effects of the incorrect medication. 

Another purpose of reporting accidents is to 
guide the safety committee of an agency in its 
preventive program. The findings of these com- 
mittees can be used as the bases for changes in 
medical and nursing practices and as indications 
of the need for the education of patients and 
personnel. 


The Prevention of Accidents of a 
Mechanical Nature 


Among the most frequently occurring types of 
mechanical accidents are falls. Falls from beds, 
from chairs, while walking, or while getting into 
or out of a bathtub are not uncommon occur- 
rences but are often preventable. A person who 
is weakened by illness can lose his balance and 
fall while simply leaning toward a table that is 
out of reach. Nurses can prevent many accidents 
of this kind by being alert to potentially danger- 
ous situations and remedying them. For exam- 
ple, beds that can be raised or lowered can be 
left in the low position when the nurse is not 
present. At this level the patient will be able to 
get in and out of bed more safely. Also, patients 
who have been in bed for several days or who 
are weakened by illness can be helped to rec- 
ognize their need for assistance in getting about. 

Slippery floors can be dangerous to people in 
any situation, not only to patients. To minimize 
this danger non-slippery materials are used on 
the floor surfaces of hospitals. Also, since any 
material spilled on a floor is likely to make it 
slippery, it should be mopped up before some- 
one slips on it. Floors should be washed and 
polished at a time when there is little traffic 
upon them, and signs should be prominently 
placed to notify people that the floor is wet and 
slippery. 

Untidiness can also contribute to accidents. 
People can trip over electric cords, footstools, 
bed gatches, and equipment that is left on the 
floor. Walkways, such as areas from patient's 
beds to bathrooms, can be particularly hazard- 
ous when they are not kept clear. Patients have 
fallen from their beds while reaching for articles 
on their bedside tables or while looking for a 
misplaced call light. The nurse can help the 
patient to arrange these items so that they are 
within easy reach. 

Other possible causes of falls are movable 
wheelchairs or stretchers. So often, just as a 
patient is about to sit in a wheelchair, it moves 
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out of place. Most movable equipment is fur- 
nished with locks for the wheels. These locks 
should be set when the equipment is to be used 
and released only after the patient is secure. 

When a patient first becomes ambulatory after 
a period of time in bed, he often requires some 
physical support (see Chapter 23). Many hospi- 
tals and other health agencies have rails in the 
halls to guide and support patients while they 
are walking. These, as well as rubber treads on 
stairs, can prevent many falls. 

A procedure that poses a threat chiefly to 
people working within the hospital is the dis- 
carding of broken glass and sharp instruments. 
Most institutions have special containers for 
glass, razor blades, and the like in order that 
they can be disposed of separately from other 
materials. In this way there is less danger of 
injuring hospital personnel. It is the policy of 
many hospitals that an employee who is injured 
at work should report to the employees’ health 
clinic or to a physician for care. In addition, a 
written report is usually required. 


Safety Devices. In her concern for her patient's 
safety, the nurse may employ specific safety 
devices. There are dangers involved in the use 
of many of these devices, however. Disoriented 
patients may become dangerously entangled in 
restraints, for example, or a safety device may 
make the patient unable to move in case of a 
fire. Many safety devices, therefore, should not 
be used unless absolutely necessary. In most 
institutions devices are used either upon the 
request of the attending physician, or when, in 
the judgment of the nurse, they become neces- 
sary. Policies vary from place to place, however, 
and the nurse should be familiar with the prac- 
tice in the institution in which she works. The 
student should always check with the team 
leader or with her teacher before using safety 
devices for patients. 


Side Rails. Side rails on beds can stop the 
patient from rolling off the bed. They do not 
deter the patient from climbing out; rather, they 
serve merely as reminders to the patient that he 
is in bed and should exercise care. Most hospi- 
tals have policies regarding the use of side rails. 
Frequently they are required on the beds of 
patients who are blind, unconscious, or sedated, 
or who have muscular disabilities or seizures. 
Some hospitals require that the beds of all pa- 
tients over the age of 70 years have side rails. A 
number of hospitals have adopted a policy of 
using side rails on the beds of all patients, 
particularly at night. 

It is important when side rails are in use that 
both rails be up. For example, even when the 
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patient's bed is against the wall both rails should 
be used; the wall does not serve as a good 
replacement for the rail. When caring for the 
patient whose bed has side rails, the nurse 
normally takes down the side rail on the side at 
which she is working. She should go no farther 


than an arm's length from that side of the » 
without returning the side rail to its "up" ze 
tion. Many patients dislike the use of side zæ. 
they may find them an embarrassing reme 
of their childhood crib. Some people are aur 
of them, while to others side rails signify z ám 
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of independence and control over their situàá- 
tion. An explanation of the purpose for using 
side rails often helps such patients to accept 
them. Generally side rails will not keep a patient 
in bed against his will; if a patient needs re- 
straining, a safety jacket should be used. 


Safety Jackets and Posey Belts. Patients who 
are confused sometimes try to climb over the 
side rails of the bed. They are frequently un- 
aware of their surroundings; they just want to 
leave the bed. These patients can often be re- 
strained comfortably in bed by means of a safety 
jacket or Posey belt. The jacket is an inconspic- 
uous sleeveless garment which has long cross- 
over ties in front or in back that can be attached 
to the frame on either side of the bed. The ties 
are secured to the frame out of the reach of the 


patient. Some safety jackets can also be used to 
hold patients securely upright in wheelchairs. 

The Posey belt performs the same function as 
the jacket. It is secured around the patient's 
body, and ties are attached to the bed frame. 
Both the safety jacket and the Posey belt allow 
the patient to move relatively freely in bed, yet 
restrain him from climbing over the siderails 
and possibly falling to the floor. 


Arm and Leg Restraints. Occasionally it is 
necessary to apply arm or leg restraints to pa- 
tients in bed. Generally this is an undesirable 
nursing care measure because it limits a patient’s 
movements, and this in turn often causes anxi- 
ety, increasing restlessness and subsequent fa- 
tigue. It is a particularly dangerous practice to 
restrain only one side of the body (as, for ex- 
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Hand rails are widely used to help patients a 
injury from falls. 


uum-oBELU 


A safety jacket can be used to keep a patiesi = 
sliding out of a wheelchair. 

Using a Posey belt allows the patient to rol = 
without the danger of falling. 


Limb holders are often used for pa- 
tients too young to understand that 
they must limit thelr movements. 


"^ 
^ 


ample, the right arm and leg). This practice tends 
to increase the patient's restlessness, and he may 
injure himself as he tries to move the arm and 
leg that are restrained. If only two limbs are 
restrained, they should be opposite limbs. Few 
patients like to be tied down, regardless of how 
irrational they are. Their reaction is usually to 
struggle against whatever is hampering their 
movement and they may become quite agitated. 
Injury to the tissues of the wrists and ankles 
may result from the friction engendered by rub- 
bing against the restraints. Occasionally, leather 
restraints may be used. Many agencies will not 
permit their use except on a doctor's order. 
There is a greater possibility of both adverse 
patient reaction to leather restraints and injury 
to the patient from them. 

An arm restraint may be prescribed during an 
intravenous infusion. Its chief purpose in this 
instance is to remind the patient to keep his arm 
immobilized during the treatment. 

Arms and legs should not be restrained any 
longer than is absolutely necessary, and at least 
every 4 hours the restraints are loosened and 
the limbs are exercised. There is a danger that a 
patient's circulation may be restricted if a re- 
straint is tight or if a limb is restrained in an 
abnormal position. In some agencies a washcloth 
or other soft cloth may be used to pad the skin 
under the restraint. A knot over the pad serves 
to keep the restraint from being too tight. Ab- 
sorbent cotton should never be used because it 
has a tendency to flatten out and form into 
lumps. At any sign of blueness, pallor, or cold, 
or if the patient complains of tingling sensations 
in the extremity, the restraint is loosened and 
circ .ation restored by exercise and massage. A 
ilimu is best restrained in a slightly flexed posi- 
tion, 
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Mittens. Mittens are indicated for patients who 
are confused or semiconscious and may pull at 
their dressings and tubes. The mittens are often 
used, for example, for a patient with a head 
injury or fora patient who is confused following 
a stroke. They have the advantage of not per- 
mitting the patient to grasp such objects as 
dressings, tubing, or bed rails, but they do not 
limit movement. A mitten is like a soft boxing 
glove that pads the patient's hand. Commercial 
mittens are available, or mittens may be made 


Mittens can be used to keep the patient from pulling 
off dressings of pulling intravenous tubes out of place. 


v 
N BASIC NEEDS 
ge 9 


j ‘sds, gauze bandage, and adhe- 
method of making mittens is as 


re applying a mitten the patient's hand is 
aced in a naturally flexed position. This allows 
unrestricted circulation and places little strain 
upon muscles. A soft rolled dressing is grasped 
by the patient so that his thumb approximates 
his fingers. The soft pad permits the patient to 
flex his hand while the mitten is in place. All 
skin surfaces are separated to avoid irritation. 
The patient’s wrist is padded with a dressing to 
avoid rubbing bony prominences. 

Two dressings are then placed over the pa- 
tient’s hand; one medial to lateral, one dorsal to 
ventral. Large 8 by 16 inch (20 by 40 cm.) 
dressings are suggested. These are secured by a 
gauze bandage applied in figure-eight patterns 
(Chapter 27). 

To secure the dressings a stockinette is fitted 
over the hand and secured by adhesive tape just 
beyond the wrist pad. A double fold of stocki- 
nette open at one end suffices. 


Mittens need to be removed at least once every 
24 hours. At this time the patient washes his 
hands and exercises them, or the nurse may do 
this for him. Mittens should not be so tight as 
to impede circalation, but they must be secure 
and pad the patient’s hands well. 


The Preventiem ef Accidents 
Involving Chemicals 


Accidents imwolving chemicals generally re- 
sult from the imcorrect use of pharmaceutical 
preparations. Physicians and nurses are well 
aware of the damgers incurred through errors in 
the administratiom of medications. Many insti- 
tutions have special policies and rules that are 
designed to prevent errors of this nature. Thus, 
medicines are gemesally kept in locked cup- 
boards in special areas away from patients and 
busy nursing-unit offices. Medicines for topical 
use are separated from medicines administered 
orally or parenterally. Drugs that are poisonous 
are well marked. Usually narcotics such as co- 
deine and morphine are kept in a separate dou- 
ble-locked cupboard and counted at the end of 
each nursing shift, and the tally is recorded in 
a special book. Medicines that are provided for 
use at home are labeled with complete instruc- 
tions as to dosage and frequency of administra- 
tion. It is common practice for the name of the 
drug to be included on the label of medications 
for home use so that the patient will not inad- 
vertently take the wrong drug or one to which 
they are allergic. 

It is common practice for medications that a 


patient brings in with him from home to > 
picked up by the nurse who admits him to tœ 
nursing unit. The nurse should ascertain =+ 
nature of the drugs contained in these medi 
tions. She should also notify the attending pt- 
sician of any medications the patient is usix 
that were prescribed by another doctor. => 
example, the patient may be under the care œ . 
surgeon while in the hospital and yet have = 
eye condition for which his ophthalmologist 52 
prescribed twice daily eye drops. The attenda: 
physician (in this case, the surgeon) should > 
alerted to the medication the patient is receiv 
for his eye condition. 

In addition to these generally accepted pra: 
tices, many agencies require that the nurse hz:- 
her computations of doses checked by anot 
nurse before the drug is actually prepared. = 
this way any errors in arithmetic are foun. 
before a patient can be harmed. Most hosps= 
pharmacies try to provide nurses with the exa- 
dosage ordered by the physician in order te 
arithmetical calculations and the division - 
prepared medicines can be avoided. 

Many hospitals now use drugs that are pac» 
aged in individual dosages. This practice maks 
the administration of medications both ease 
and safer; there is less chance of error. In = 
increasing number of agencies, medications = 
delivered from the pharmacy directly to = 
patient's room, where they are administered > 
the nurse. This practice helps. to reduce = 
possibility of giving a medication to the wren 
patient, another potential hazard in the admp 
istration of medications. 

Specific orders by the physician help to ava 
errors due to ambiguity and misinterpretats-z 
This does not mean that a nurse does not requz 
a thorough knowledge of the pharmaceunz 
preparation that she is administering. She nees 
this knowledge in order to protect the patex 
from harm, to make intelligent observations. am 
to give intelligent nursing care. 

If an error is made in the administration a . 
medicine, it should be reported immediateh : 
the nursing supervisor and to the patient's p- 
sician. In this way steps can be taken to prow: 
the patient from injury. Hospitals usuallv * 
quire that a written account of the error » 
submitted subsequently. The nurse’s respans- 
bilities in the administration of medications am 
further discussed in Chapter 28. 


The Prevention of Injuries from Fire and 
Other Thermal Accidents” 


Thermal accidents involve the presence r 
harmful levels of heat or cold. The most comm 
sources of thermal injuries are fire, hot apr. 


ances, or any electrical circuit that is functioning 
improperly. It is generally a hospital policy that 
electrical appliances be regularly checked and 
adequately maintained in order to prevent in- 
jury. As an added precaution, patients are often 
required to have their radios, electric razors, and 
other appliances checked by the hospital main- 
tenance staff before they use them in hospital. 
Hot water bottles, heating pads, and infrared 
lamps are also possible sources of thermal in- 
jury. Heat that is applied to a patient is generally 
regulated well within the safety limits for that 
patient. 

Fire is a constant threat in institutions. Even 
though modern construction materials have less- 
ened the danger of the actual building catching 
fire, there are many materials within a hospital 
that are highly combustible. Oxygen, for exam- 
ple, supports combustion, and substances such 
as ether are highly inflammable. 

For a fire to start there must be three elements 
present: a combustible material, heat, and oxy- 
gen. A combustible material is anything that 
will burn. Among the most common materials 
involved in hospital fires are: paper, as in waste- 
basket or garbage chute fires; textiles, such as 
patient's bedding or oily rags; flammable liquids, 
such as ether or other liquid gases (for example, 
those used as anesthetic agents); and electrical 
equipment. Heat sufficient to ignite the combus- 
tible material may come from such sources as a 
lighted match, a live cigarette, a spark, or fric- 
tion. There is usually enough oxygen in the 
atmosphere to support combustion if the other 
two elements are present. Fire prevention is 
usually directed, therefore, toward controlling 
the first two elements, that is, the combustible 
materials and heat; fire extinguishing measures 
toward the reduction of heat (as by water cool- 
ing) and the exclusion of oxygen. 


Fire Prevention. Most hospitals have active 
programs in fire prevention. Education of the 
patients, the personnel and the public in safe 
practices is an essential part of such programs. 
Some of the areas that are included in the fire 
control programs of hospitals are discussed in 
the following paragraphs. One of the most com- 
mon causes of fire is carelessness with cigarette 
smoking. In many health agencies smoking is 
prohibited except in designated areas or when 
authorized by the patient's physician. 


Smoking Regulations. Usually smoking is pro- 
hibited in certain areas of the hospital, and these 
areas are well marked. The no smoking rule is 
enforced within 12 feet of equipment for admin- 
istering oxygen, in operating rooms where com- 
bustible gases are used, and in places where 
combustible materials are stored. 
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Patients who do smoke require ashtrays that 
do not easily tip and that are so constructed that 
if a cigarette is left burning it will fall into the 
ashtray. Some patients—for instance, those who 
are confused or under the influence of a sedative 
or hypnotic drug—should not smoke unat- 
tended. It may be necessary to keep matches and 
cigarettes locked in a cupboard if the patient is 
confused. 


Scrupulous Housekeeping. Thorough house- 
keeping and adequate maintenance of equip- 
ment lessen the likelihood of fires. Oily rags, 
paints, and solvents are stored carefully in a 
special area so as to prevent spontaneous com- 
bustion. 


Adequate Storage and Distribution of Volatile 
Liquids and Gases. Generally large quantities 
of ether should not be kept in patient areas 
because of the danger of fire. Volatile gases and 
liquids (those that are easily turned into vapor) 
are distributed to the various areas of the agency 
under strict control and all the necessary fir 

precautions are observed. i 


Fire Prevention and Fire Extinguishing. In an 
active fire prevention program all employees 
must be educated in fire prevention and fire 
extinguishing. 


Types of Fires and Fire Extinguishers. Fires 
have been categorized into four major classes, 
based on the type of material that is burning. 
Class A fires are those involving paper, cloth, 
wood, and similar solid combustible materials; 
Class B, flammable liquids and gases; Class C, 
electrical equipment; and Class D, metals.? 

Fire extinguishers are simply containers for 
an agent, such as water or chemicals, with which 
to put out a fire. The agent acts by one of the 
following methods: 


1. Cooling the burning substance below its 
ignition temperature 

2. Cutting off the supply of oxygen 

3. Cutting off the supply of fuel 

4. Some combination of the above 


Many kinds of extinguisher are available for 
home, institutional and industrial use. They 
come in dry chemical, foam, carbon dioxide, 
water, or halon types. It is important that the 
right type of extinguisher be used to fight a fire. 
Some are dangerous when used on the wrong 
type of fire, as, for example, a water extinguisher 
(for Class A fires) on a grease (Class B) or an 
electrical (Class C) fire. It is becoming common 
practice to label fire extinguishers with picture 
symbols that identify the type(s) of fire on which 
they should and should not be used. 
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The nurse needs to know the types of fire 
extinguishers used in the agency in which she 
works, and how to operate these. The four basic 
steps in using most types of extinguishers are 
illustrated below. 

It is important to read the directions on the 
extinguisher for variations. 

Fire extinguishers must be Bicessible to per- 
sonnel. Generally they are kept in obvious places 
in all patient and service areas. The kind of 
extinguisher that is placed in a specific area 
depends upon the type of fire most likely to 
occur there. Part of a safety program is the 
regular inspection and maintenance of fire extin- 
guishers. 

In addition to having fire extinguishers, nurs- 
ing units and other departments of a hospital 
are usually equipped with fire hoses, and per- 
sonnel are instructed in their use. In the event 
of a small fire, it may be easier and quicker to 
use material near at hand, for example, to 
smother the fire with a blanket or mattress pad, 
or to pour a pitcher of cold water over it. 


The Nurse's Responsibilities in the Event of 
Fire. If a fire does occur in a nursing unit, the 


nurse should ulia diee tk that the following steps 
are carried out- 


RR patients from the immediate dan- 


x ae eee the Bre area and decrease the 


ventilation to = 
4. Employ a ¢ extinguishing equipment 


In some health agencies it is accepted practice 
to telephone the fire department, directly re- 
porting the exact location of the fire. Other 
agencies have a fire alarm system that when set 
off causes an alarm te ring in the fire station. A 
third method of reporting a fire is to telephone 


the operator at the central hospital exchang 
who then notifies the fire department. Whe 
reporting a fire, it is important that the num 
must be familiar with the locations of the & 
alarm pull stations in her unit. 


The Removal of Patients. When a fire occ 
the nurse in charge of the nursing unit assur 
responsibility for directing the activities of 
hospital personnel until the firemen arrive. 

fire doors should be closed. Patients in imm 
diate danger must be moved to safety quick 
Generally, ambulatory patients are assisted. 
walking to safety. In moving immobilized 
tients, the entire bed is wheeled to a safe a 
When it is not feasible to move the entire E 
a portable stretcher can be employed to m 
immobilized patients. The nurse may occasi 
ally find it necessary to carry a patient in c 
to remove him from danger. Six basic ca 


e: : 

Cradle. This technique is used for people 
are light in weight and for children. The r 
lifts the person by passing one of her 
beneath his two knees and the other around 
back. 

Pack strap carry. With the patient in a si 
position in bed, the nurse faces the patien 
grasps the patient's wrists, the right wrist 
left and the left wrist in the right hand 
nurse then pivots and slips under the pat 
arm so that the patient's chest is agains’ 
shoulders and the patient's arms are crosse 
the nurse's chest. With one leg forward 
balance the nurse then rolls the patient of 
bed and on to her back. 

“Piggy-back” carry. If the patient is conse 
and able to give some help, the familiar “p 
back” carry can be used. The patient sits 
edge of the bed, and the nurse stands in fre 
him with her back to him. The patient re 


Most fire extinguishers 
erated by the followii 
steps: (1) Pull the pin. 
involve releasing a lock 
pressing a puncture 
version, or other rnotic 
Aim the nozzle at the 
the fire. (3) Squeeze ( 
the handle. (4) Sweep 
side to side at the base 
fire until the conten 


are operated slightly fe 
The nurse should be 
with the extinguishers | 
in the health agency v 
works. 
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Position for the cradle carry. 


Position for the pack strap carry. 
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over the nurse's shoulders and holds his hands 
together in front of her. The nurse then grasps 
the backs of the patient's legs, slightly above the 
knees, which allows her to support the weight 
of the patient in an easier position for carrying 
than the pack strap carry affords. 

Hip carry. The patient lies on her side near 
the edge of the bed. The nurse faces the head of 
the bed and puts her arm that is nearest the 
patient around the patient's back and under the 
armpit. She then turns so that her hips are 
against the patient's abdomen and puts her other 
arm around the patient's thighs and under her 
knees. The patient is then drawn up on the 
nurse's hip and the nurse carries her from the 
bedside. 

Swing carry by two nurses. One nurse stands 
on each side of the patient. The patient's arms 
are extended around the nurses' shoulders and 
each nurse grasps one of the patient's wrists 
with the arm that is farthest from the patient. 
Each nurse then reaches behind the patient's 
back with her free arm (nearest the patient) and 
grasps the other nurse's shoulder. The patient's 
wrists are then released. Each nurse reaches 
under the patiant's knees and grasps the other's 


Position for the swing carry. 


Position for the four-handed seat, with a close view = 
how the hands are held. 


wrist. The patient is then in a sitting positx 
between the nurses. This carry is sometime 
called a two-handed seat. A variation of tr 
technique is the four-handed seat, which is use 
for patients who are able to sit up witho- 
support. 

Three man carry (see Chapter 23). 

As part of any fire prevention and fire exr 
guishment program, all agency personnel » 
quire information about specific policy and pz 
tice. Demonstrations in the use of = 
equipment, practice in moving patients, ane . 


knowledge of the established practice to be fol- 
lowed upon the discovery of a fire are important. 
It is only through a continuous in-service edu- 
cational program in fire prevention and extin- 
guishing methods that the safety of al] is safe- 
guarded. 


Safety Programs 


A safety program is an endeavor to control the 
physical environment in such a manner that 
accidents can be prevented. In order to be effec- 
tive, a program must involve all the people who 
are concerned with the agency. Many hospitals 
have safety committees whose job it is to plan a 
safety program for the institution. Nurses are 
frequently members of these committees. 

The committee's function is to conduct a con- 
tinual analysis of the kind of accidents that 
occur in the hospital and their causes. On the 
basis of this analysis an active program is de- 
veloped. Continual assessment of hospital prac- 
tices and continual education of employees are 
important. Another part of a safety program is 
the regular inspection of agency facilities; for 
example, fire extinguishers are checked as often 
as recommended by the manufacturer. To be 
effective, a safety program must motivate all 
employees to accomplish the purpose of the 
program, for it is only through the active coop- 
eration of all the people in an agency that acci- 
dents can be prevented. 


` 


PLANNING AND EVALUATING 
SAFETY MEASURES 


Adequate precautions for the patient's safety 
are an integral component of all nursing meas- 
ures and of all nursing care planning. Additional 
safety precautions are needed when the patient 
is very young or very old, when his perceptual 
abilities are lessened for any reason, or his 
ability to react to harmful stimuli is decreased, 
when potentially harmful equipment is being 
used in his care, and when he is an accident- 
prone individual. 

All patients have learning needs in relation to 
protecting their own safety while in the agency, 
and these are included in the nursing care plan. 


1. How old is the patient? 
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A good orientation to the physical layout of the 
nursing unit and the equipment in his immedi- 
ate surroundings is essential. He also needs to 
know how to call for assistance if he needs it 
(and his call bell must be placed within easy 
reach). He needs to know how to use the various 
pieces of equipment that are in and around his 
bed, and be alerted in regard to safety precau- 
tions in their use. An explanation of all safety 
measures is important to ensure his cooperation, 
as, for example, an explanation of why the side 
rails are put up on the bed at night, or, when he 
is sedated, why it is important not to smoke 
when oxygen equipment is in use. Each nursing 
measure, each diagnostic test or examination 
done, and each therapeutic measure undertaken 
has important safety precautions that the patient 
needs to be aware of to protect him from harm. 
When the patient is unable to protect himself, it 
is the nurse's responsibility to do it for him. 

The expected outcomes of nursing interven- 
tions with regard to patient safety are usually 
expressed in terms of prevention of the undesir- 
able event. Usually the potential problem, such 
as "the patient may fall from the bed,” is stated 
and expected outcome is written simply as “‘pre- 
vent." 

Potential safety problems almost always result 
from another problem the patient has, or from 
the nature of the diagnostic or therapeutic plans 
of care for him. The patient's safety may be 
jeopardized, for example, when he is under 
sedation for pain relief. The basic problem is 
pain; that the patient may fall from the bed 
when sedated is a potential problem resulting 
from the nature of his therapy. Evaluation of the 
effectiveness of nursing interventions is the ab- 
sence of accidents. If the potential problems are 
stated explicitly, the nurse can evaluate the 
success of her interventions, in this case by the 
fact that the patient did not ‘‘fall from the bed," 
or did not “burn himself or set the bed on fire," 
if he is a smoker and these are potential prob- 
lems. 

The patient's condition is subject to constant 
change. It is therefore necessary for the nurse to 
continuously reassess his abilities to protect 
himself from environmental hazards and modify 
her nursing care plans in accordance with his 
changed status. She must also be constantly alert 
to new dangers in the environment that could 
harm the patient, herself, visitors, or other staff. 
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2. Is the patient alert, conscious and in full command of his mental faculties? 
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3. Does he require additional safety precautions because of his age, his physical 


condition, or his mental state? 


Does he smoke? 


"owns 


electrical appliances at his bedside? 


Is the patient receiving medications that impair his senses? 


Does the patient require restraints of any sort? 


. Is electrical equipment in use in the patient's room? Does the patient have 


8. Is heat or cold used as a therapeutic agent in the care of this patient? 


9. Is the patient on oxygen therapy? 


10. Are there any information or safety practices which can help the patient to avoic 


injury or accident? 
11. Is the patient comfortable? 
12. Can he reach everything he needs? 
13. Is his call signal within easy reach? 


14. Is he safe from mechanical injury, such as that resulting from falls? 


15. Is he being protected from burns, as for example from a heating pad or a ho 


water bottle? 


16. What precautions are taken to ensure that medications are given safely? 


STUDY SITUATION 


i 


Mrs. R. Ross, who is 73 years old, is in the hospital because she has a fractured femur 
The physician has ordered that she sit in a chair for 15 minutes twice a day. Mrs 
Ross walks with considerable difficulty and requires support. 


1. What factors should the nurse be aware of in providing a safe environment fa 


Mrs. Ross? 


2. List six specific measures that the nurse should take to prevent mechanical injur 


to Mrs. Ross. 


3. If there is a fire in this patient's room, what should the nurse do? How should th 


patient be moved? 


4. By what criteria can the safety of Mrs. Ross's environment be evaluated? 
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The Nurse Should Be Able to: 


Discuss the importance of good personal hygiene to opz-« 
health 
Briefly explain the basic anatomy and physiology of the skir. - 
appendages, the teeth, and the mouth 
Identify factors that may contribute to impairing the status o = 
individual's skin and its appendages, his teeth, and his mo.- 
Discuss specific hygiene needs at various stages in the life cvz» 
Identify common problems patients have in meeting their hyge~ 
needs 
Identify and intervene appropriately in situations requiring im-- 
diate nursing action to meet the patient's hygiene needs 
Apply relevant principles in planning and implementing nus- 
interventions 
a. To promote good hygiene in patients in respect to barr. 
mouth care, and care of the nails and hair 
b. To maintain the integrity of the patient's skin 
c. To maintain the skin and its appendages, the teeth = 
soft tissues in the oral cavity in good condition 
Evaluate the effectiveness of nursing interventions 


HYGIENE NEEDS 


INTRODUCTION 


"Hygiene is the science of health and its pres- 
ervation. The term also refers to practices that 
are conducive to good health. Good personal 
hygiene is important to a person's general 
health. 

Good personal hygiene usually means those 
measures a person takes to keep his skin and its 
appendages (his hair, fingernails, and toenails) 
and his teeth and mouth clean and in good 
condition. The healthy unbroken skin is the 
body's first line of defense against infection and 
against injury to underlying tissues. The skin is 
also important to the regulation of body temper- 
ature. In addition, it serves as one means for the 
excretion of body wastes. Healthy teeth and 
gums are essential for maintaining nutritional 
status. Decayed teeth and poor condition of the 
oral cavity are potential sources of infection as 
well as sources of discomfort and pain for the 
individual. 

Bathing and personal grooming are important 
rituals in every culture. In our cleanliness-con- 
scious North American society, most children 
are taught to wash their hands before meals, 
after voiding or having a bowel movement, and 
at other times when their hands are dirty. Wash- 
ing the hands and face and cleaning the teeth 
the first thing in the morning and again before 
retiring are habits many people acquire at an 
early age. With the increased emphasis on dental 
health these days, many people also brush their 
teeth after every meal. 

Looking after one's personal hygiene and 
grooming are important independent functions 
both for children (once they have learned to do 
this themselves) and for adults. When an indi- 
vidual is ill, he must often depend on others to 
help him with personal hygiene that he is no 
longer able to take care of himself. This, of 
course, threatens a person's self-esteem. Having 
someone else wash your hands and face and 
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look after the very personal aspects of hygiene 
is demeaning, and most people find it embar- 
rassing. They often hesitate to ask for help and 
their mental distress in having to ask adds to 
their physical discomfort. 

It also puts the nurse somewhat in the role of 
substitute mother, a situation that is sometimes 
difficult for young students. It will help both the 
nurse and the patient to feel more comfortable 
if the nurse can anticipate the patient's needs 
and provide help in a competent, matter-of-fact 
manner before it is requested, acknowledging 
ee feelings and not treating him like a 
child. 

The person who is ill has a lowered resistance 
to infection. Consequently, the presence of path- 
ogenic bacteria in his environment poses a con- 
stant threat of infection. Helping the patient to 
keep clean by removing dirt, excretory products, 
and secretions eliminates many substances in 
which these bacteria flourish. In addition, hy- 
gienic measures help the patients to feel more 
comfortable and relaxed. Most people feel better 
when they are fresh and clean, and many who 
have been unable to rest will sleep soundly after 
a relaxing bath. 

People who are ill are frequently concerned 
about unpleasant odors. Excessive perspiration 
and the presence of bacteria in the mouth and 
on the skin are common causes of such odors. 
Bad breath (halitosis) is most frequently caused 
by bacteria and old food particles in the mouth. 
Good oral hygiene usually eliminates this source 
of unpleasantness. 

Another reason that good personal hygiene is 
desirable for the sick person is that a clean, 
refreshed feeling helps his morale. Generally, a 
well-groomed appearance is indicative of good 
mental health. The nurse often observes that a 
patient who is very ill does not care about 
grooming; once he begins to feel better, he often 
suggests to the nurse that he shave. Similarly, a 
female patient who is beginning to feel better 
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may ask for her cosmetics. Such requests are 
usually a sign that a person is feeling better, and 
that he is more aware of his immediate environ- 
ment. 


ANATOMY AND PHYSIOLOGY WITH 
RESPECT TO HYGIENE 


The skin is composed of two main layers, the 
outer, thinner layer or epidermis, and the inner, 
thicker layer or dermis. Underlying these layers 

` is subcutaneous tissue and adipose tissue. The 
epidermis itself has four layers on most areas of 
the body except the palms of the hands and the 
soles of the feet, where there are five. The out- 
ermost, horny later of epidermis continually 
flakes off. This horny layer is particularly thick 
on elderly people. 

The nails of the fingers and toes are composed 
of epidermal cells that have been converted to 
keratin. Epithelial cells lie under the crescent of 
each nail, and it is from these cells that the 
epidermal cells of the nails grow. The mucous 
membrane, which is also composed of epithelial 
tissue, lines the body cavities and passageways. 
For example, mucous membrane lines the diges- 
tive tract, the respiratory passages, and the gen- 
itourinary tract. f 

Hair is the term applied to the threadlike 
appendages of the skin that are in particular 
abundance on the scalp and the pubic and ax- 
illary areas of the body. The term is also fre- 
quently used to refer to the aggregate of hair in 
the scalp. Each hair is composed of a long, 
cylindrical shaft and a root that is embedded in 
a depression, called a hair follicle, which pene- 
trates the epidermis to the subcutaneous tissues. 
The hair receives its nourishment from the blood 
supplying the skin tissues through the root. 
Dandruff is the term used for the dry, scaly 
material that is normally shed from the skin of 
the scalp. 

There are three kinds of skin glands in the 
body. The sebaceous glands secrete oil and are 
present wherever there is hair. The oil (sebum) 
keeps the hair supple and pliable. A second type 
of gland is the sweat gland. These are most 
numerous in the axilla, on the palms of the 
hands and the soles of the feet, and on the 
forehead. Their function is to help maintain 
body temperature and to excrete waste products. 
Sweat from these glands has a distinctive odor, 
which is distasteful to some people of Western 
cultures. The ceruminous glands, located in the 
external ear canal, secrete cerumen (wax). Some 
people accumulate a large amount of cerumen 
in their ears, and this can impair hearing. In 


such cases, the excessive wax can be removed 
by cleansing with a syringe, a technique that 
many nurses learn to do in more senior courses. 
The mouth is the anterior opening of the 
alimentary canal. It is lined with mucous mem- 
brane and contains three important anatomica: 
structures, the tongue, the teeth, and the gums 
The tongue is a movable muscular organ and is 
an important sensory receptor. It also assists iz 
the acts of chewing (mastication), swallowing 
and sound articulation. The teeth are small, hard 
structures set in the jaw that are essential for 
the chewing of food. Each tooth has a crowz 
and a root or roots. The tooth is solid except fa 
the inner soft pulp cavity. The crown is cor- 
vered with a hard inorganic substance callec 
enamel, which protects the soft structures be- 
neath it. The root is protected by cementur 
which is true bone. The teeth protrude uz 
through the gums (gingivae), which are maa 
up of mucous membrane with supporting fibrocs 
tissue. The hard portion of the gum is fir: 
dense, normally pink in color, stippled, anc 
tightly attached to the teeth, the periosteum, anz 
the bone of the jaws. A soft portion of the gui 
protrudes upward in the spaces between teeth. 


FACTORS AFFECTING THE SKIN, ITS 
APPENDAGES, THE TEETH, AND THE 
MOUTH 


Each person's skin is different. Just as eact 
individual is unique in other aspects of b= 
biological being, so, too, is his skin unique 
There are individual differences in texture, paz 
mentation, thickness of the skin tissues, tm 
amount of subcutaneous fat, susceptibility x 
bruising, and ability to tolerate heat, cold, an: 
exposure to the sun's rays. There are also væ: 
ations in hair texture, color, and thickness 
whether the hair curls or not, and the rapidr- 
with which it grows. Variations also occur. c 
course, in the teeth, the mucous membrane: 
and the nails. Each person has inherited a ar 
ferent set of genetic factors that determine a 
nature of these parts of his anatomy, and thee 
have been influenced by his environment. n: 
lifestyle, and the health care he has receivec 

The skin is nourished by nutrients deliver 
by the blood. Since the skin itself has lire 
absorbent ability, the nutrient creams that are s 
widely advertised on television and in maze 
zines have only a limited value in promacnx 
skin health. If food and fluid intake is interieme 
with, the skin will very likely show some 2 
effects. If fluid intake is insufficient, the pane 
becomes dehydrated, and his skin appears æ- 


and loose, a condition called poor tissue turgor. 
The skin of a patient who has suffered prolonged 
nutrient insufficiency heals very slowly after 
injury. 

Exercise, as we mentioned in Chapter 23, also 
affects the health of the skin and its appendages. 
Exercise improves circulation in general and 
helps to bring a nourishing supply of blood to 
the surface tissues; it also aids in the elimination 
of waste products, both through the skin and 
through other excretory routes. 

The weather also affects the skin. In cold 
weather, the skin often becomes dry and 
,chapped, and, if the internal environment is dry 
also (as in many homes and apartment buildings 
with central heating), this contributes to the 
drying out of the skin tissues. You have no doubt 
found that it is necessary to use skin creams and 
hand lotions more frequently in cold weather. 
Very warm weather can also be hard on the skin. 
A person perspires much more than usual in 
hot weather, and frequent bathing is needed to 
rid the skin surface of bodily wastes excreted 
through this route. Sunshine is an important 
factor in the health of the skin, but overexposure 
to the hot sun has a “weathering” effect on the 
skin and can be as harmful as too little sun. 

The health of the skin and its appendages is 
also affected by a person's hygiene habits. 

Hygienic practices vary widely among indi- 
viduals. These differences are accounted for by 
cultural patterns and home education, as well 
as by individual idiosyncrasies. Some people, 
for example, are accustomed to bathing daily, 
others once a week. Not every patient needs a 
bath every day, and indeed for some patients a 
complete bath daily may be harmful. This is 
particularly true of the elderly, whose skin tends 
to be thinner, drier, and less elastic than the 
young person's. 

Then, too, some people are not aware of the 
beneficial effects of keeping the skin clean to 
prevent infection, and to rid the body of the 
waste products excreted through this route, nor 
of the importance to their health of maintaining 
their teeth and mouth in good condition. One 
also encounters people in whose value system 
these things simply are not important. We some- 
times forget, too, that hygiene is more difficult 
when the facilities for maintaining good prac- 
tices of cleanliness are not available or are dif- 
ficult to obtain. People who live in poor. 
crowded, or unsanitary conditions often do not 
have the opportunity to practice good personal 
hygiene even if they would 'ike to do so. The 
person who has to cut a hole in the ice to obtain 
water in the wintertime, or the one who has to 
share a bathroom with a dozen other people (or 
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more sometimes) may not make a practice of 
bathing as often as some other people do. Teeth 
are frequently neglected because the individual 
cannot afford to go to the dentist, and sometimes 
diet is also poor and contributes to dental caries. 

A person's general health status is also very 
important, both in relation to the person's ability 
to maintain his own hygiene and with respect 
to the effect of health problems on the skin and 
its appendages. Poor health, for whatever reason, 
is usually reflected in the condition of the skin. 
The ill person is more susceptible to infection, 
and illness renders a person more vulnerable to 
malnourishment, to gastrointestinal problems, 
and to other disturbances of body functioning 
that can affect the condition of the skin. There 
are also many types of disorders specifically 
affecting the skin, in addition to the common 
acne that plagues so many teenagers. The stu- 
dents will learn about a number of these skin 
problems in her courses on medical-surgical 
nursing. 

Drugs and other forms of therapy may cause 
reactions in a person's skin and its appendages. 
Drugs not infrequently cause an allergic skin 
reaction (see page 538). Radiation therapy, 
which is used extensively in treating patients 
with cancer, is one example of a form of therapy 
that may affect the skin. Because the irradiation 
must penetrate the skin to reach and destroy 
cells in the part being treated, the skin and its 
underlying tissues may also suffer damage. The 
nurse should be alert to redness, sloughing of 
the skin, and spider-like spots under the skin 
(these result from damage to the small capillaries 
underlying the skin surface) in patients on any 
form of radiation therapy. 

Perhaps of most concern to the beginning 
studient, who will be looking after ill people in 
a hospital or other institutional setting, are the 
people who need help to maintain the integrity 
of the skin and to carry out their personal hy- 
giene. This is affected by the individual's motor 
abilities and the degree to which he is rendered 
helpless by his illness, as well as the nature of 
his illness. Fever, for example, usually causes 
increased perspiration, which is uncomfortable 
for the individual. Irritating drainage seeping 
onto the skin from surgical or other wounds can 
cause problems in the surrounding skin area. 
Incontinence of urine or feces is a major factor 
in skin breakdown in the vulnerable sacral area. 
This area is already predisposed to tissue break- 
down in the ill person because the sacrum bears 
most of the weight of patients who are in bed. 
It is also subject to a considerable amount of 
friction from rubbing on the bed linen. We 
mentioned in Chapter 23 that friction is caused 
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by the rubbing together of two irregular sur- 
faces—in this case, the body surface rubbing 
against the bedsheets. Wrinkled sheets, crumbs 
in the bed, and the like increase the irregularity 
of the sheet surface and hence increase the 
friction. A smooth, firm foundation on the bed 
helps to lessen this friction and thus is an aid 
in preventing tissue breakdown. 

The skin also needs to be kept dry. Wetness 
of the bed linen also contributes to the possibil- 
ities for tissue breakdown. 


HYGIENE NEEDS THROUGHOUT THE 
LIFE CYCLE 


One of the first changes in her body that a 
pregnant woman notices is increased pigmenta- 
tion of the nipples and areola of her breasts. 
They become dark in color. Often, too, striae 
(stretch marks) and accentuated venous patterns 
appear over the breasts as they enlarge and 
prepare for their function of nourishing the in- 
fant. The tendinous middle line of the abdomen 
also shows increased pigmentation (linea nigra) 
and stretch marks usually appear on the abdo- 
men. As the pregnancy progresses, there is often 
an increase in vascular spider-like spots, partic- 
ularly on the legs, and palmar erythema (red- 
dened areas on the palms of the hands) is also 
common. The in a woman’s total blood 
volume and her red blood cell count during 
pregnancy account for a number of these 
changes. The gums aften become soft and hy- 
peremic, that is, filled with more blood than 
usual. They are sensitive and tend to bleed 
easily, even with the mild trauma of brushing 
or flossing. Some women develop small, vascu- 
lar swellings on the gums. These are called the 
epulides of pregnancy, epulis being a nonspe- 
cific term that is applied to any growth on the 
gums. 

A daily bath or shower is usually recom- 
mended for pregnant women, with particular 
care taken, especially during late pregnancy, to 
avoid slipping in the tub. The pregnant woman's 
balance is impaired and she is more likely to 
fall than the normal non-pregnant woman of the 
same age. The jarring of her body in a fall could 
cause injury to the fetus, or could start the 
woman into premature labor (see Chapter 24). 

Hygiene is important during labor, particu- 
larly if the labor is prolonged. Most women like 
to brush their hair, and facilities for washing 
their hands and faces and for sponging of their 
body should be available. If the woman is not 
able to wash herself, the nurse should be alert 
to her need and assist the patient. After delivery, 
the mother will appreciate the opportunity to 


cleanse herself, to wash her hands and face. x 
comb or brush her hair, and to put on so-r 
lipstick. During the postpartum period, a showz 
is usually recommended, rather than a tub baz 
until the genital area has had time to hes. 
Sometimes, warm sitz baths are ordered to = 
lieve the discomfort from perineal stitches. +: 
infrared lamp is also used sometimes to prom: 
perineal healing. 

The new mother requires special care to =: 
perineal area (see Chapter 29). Nursing moth 
also require special care to the breasts. T=: 
generally includes cleansing before and a^ 
each feeding and, often, an application of em» 
lient cream to prevent cracking of the nipp:= 
An infrared lamp, an antibiotic ointment. az 
tincture of benzoin are the traditional treatmez: 
used for cracked nipples, and these are still v= 
effective. 

Tbe newborn's skin is usually red, wrinks 
and covered with vernix, a white sticky coazx 
that has protected the skin in utero. Some ne 
borns are also covered with a downy hair caie 
lanugo; premature babies almost always hz: 
this additional protective coating. The eyes = 
usually red and swollen from the silver nice 
drops that have been put into them in the de: 
ery room to prevent the development of ophtz« 
mia neonatorum, a gonococcal infection oi = 
eye that can result in blindness. Some newbor- 
have tiny white pimples on the face, but tbe 
usually disappear within a few days. Sometim: 
the newborn will develop a blister in the cens: 
of his lips; this is from sucking and will dis 
pear on its own. 

An infant's skin is less resistant to injury zz 
infection than an adult's skin. Therefore. z. 
skin should be handled particularly careful: : 
prevent injury. Often infants need special sae 
and lotions that are mild and nonirritating. Gz 
erally, soap is not needed in bathing the = 
young infant. Most babies love a bath when = 
are a few weeks old, but at first some do n7- 
possibly because there is too much freedoz : 
movement and they do not feel secure. Su: 
babies can be bathed on the lap and dippe: - 
the tub for a quick rinse. The infant's ska . 
very sensitive to heat and cold. The water shax.. 
be at body temperature (it should feel com> 
able on the inside of your wrist). After bataz 
the infant should be wrapped in a towel iz 
diately. The hair and the head should be wesz= 
and dried separately because most heat is :> 
through the head. It is important that the === 
in which the infant is bathed also be kept wax 
so the baby does not get chilled. The nais + 
infants must be kept short so that the iz 
does not scratch himself. 

Diaper rash is probably the most commor =- 


problem with infants, because of their very sen- 
sitive skin. Frequent diapering is essential to 
combat this problem. The skin in the genital 
area should always be cleansed and a mild 
ointment or petrolatum applied before a fresh 
diaper is put on. Often, getting the infant to take 
more water will help the problem, because it 
dilutes the urine and makes it less irritating. 

Two common problems of infancy are cradle 
cap and thrush. Cradle cap is an oily, yellowish 
crust that develops on the scalp of some infants, 
particularly in those who are breast fed. It is 
caused by an excessive amount of secretion from 
the sebaceous glands of the scalp. Applications 
of a mild oil (such as mineral oil) or a bland 
ointment, and frequent shampoos, will usually 
remove the crust within a few days. Thrush is a 
mild fungal infection of the mouth. Having the 
baby drink approximately a half ounce of sterile 
water after a milk feeding helps to prevent this 
problem. 

Most children are taught basic hygiene meas- 
ures in the home. By the time children are of 
school age, these have usually become ingrained 
habits. Teachers and the school nurse, however, 
often need to reinforce the early home teaching. 

Because they are just developing their motor 
skills, and because their play is usually vigorous, 
most children suffer an untold number of cuts, 
bruises, and scrapes during the preschool and 
primary school period. The school nurse—and 
mothers—should keep a good supply of a mild 
disinfectant and simple bandage materials on 
hand to protect the childhood wounds from 
becoming infected. Another common skin prob- 
lem of childhood is allergic eczema, which can 
be very distressing for both the child and his 
parents. Medical guidance is important in caring 
for the child with this problem. The child who 


Good oral hygiene begins at an early age. 
Brushing should begin as soon as the teeth 


appear. 
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has a problem with enuresis should have a 
morning shower or bath, so that the child'is not 
sent off to school or to play with the odor of 
urine on his body, an unpleasant reminder of 
his problem. 

The adolescent's skin is often a source of 
embarrassment to him. Acne is a common prob- 
lem in many teenagers. Hormonal changes oc- 
curring at this stage of the life cycle, blockage 
of the excretions of the sebaceous glands onto 
the skin surface, and possibly bacterial infection 
are thought to be factors in teenage acne. Clean- 
liness and a good diet are of the utmost impor- 
tance during this period to prevent secondary 
infections from acne. Severe acne requires med- 
ical attention. 

Adolescents are usually very concerned about 
their personal appearance and their hygiene. 
This is the time when sweating from the axilla 
commences, and the teen-ager is usually very 
self-conscious about the odor of perspiration. 
Teen-agers are noted for spending long periods 
of time in the bathroom bathing and grooming 
themselves, often to the annoyance of other 
family members. 

As a person advances in age, two kinds of 
skin change take place. First, there is wrinkling, 
sagging, and increased pigmentation due to ex- 
posure fo sunlight. Secondly, there is a general 
thinning of the skin accompanied by increased 
dryness and inelasticity. This aging takes place 
in the epidermis and dermis and in the subcu- 
taneous fat, The epidermis is generally thinned 
and flattened, and sometimes there is an in- 
creased growth of the outer layer of the epider- 
mis. A decrease in oil secretions leads to in- 
creased dryness and scaliness, and as a result, 
older people tolerate soap less well than younger 
adults. H the elderly person bathes too fre- 
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quently, his skin will become very dry. Oily 
liquids and skin creams are often better for the 
elderly patient than too much soap and water or 
alcohol rubs. 

The aging process also takes its toll on the 
hair, the nails, the teeth, and other structures in 
the mouth. Hair often becomes thin and loses 
its texture (this does not always occur, of 
course—one comes across many older persons 
whose hair has retained its color, thickness, and 
vitality. The mucous membranes lining the 
mouth become thinner and more fragile with 
age. The fingernails and toenails become tougher 
and more difficult to cut. A very large proportion 
of older people in North America have lost all 
or most of their teeth. It is hoped that with better 
dental care for children, and throughout life, 
this situation will improve in the future. 


COMMON PROBLEMS 


Probably the most common problem the nurse 
encounters in looking after ill people is the 
inability to maintain their own hygiene. The 
patient may be completely dependent on other 
people to bathe him, to clean his teeth, to comb 
his hair, and to cut his fingernails and toenails, 
or he may need assistance with some (or all) 
aspects of only one or a few of these. The nurse 
must put herself in his place and think of the 
things that need to be done to ensure that his 
hygiene is maintained the way he would wish 
and in a manner that is conducive to good 
health. 

Problems resulting from the patient's inability 
to maintain his own hygiene are numerous. The 
skin, the hair, and the teeth may become dirty, 
and offensive odors from his own body may 
cause him discomfort, both physical and mental. 
Ingrown nails frequently result from uncut toe- 
nails, and may even interfere with the person's 
ability to walk. If skin care is neglected or carried 
out inadequately, pressure areas are likely to 
develop and the skin may break down, causing 
the patient considerable discomfort and pain, 
rendering him more vulnerable to infection, and 
causing the nursing staff untold hours and effort 
to restore the skin to a healthy condition. 

If the patient has been unable to look after his 
own oral hygiene and has not been assisted with 
it, the teeth and the mucous membranes lining 
the mouth soon show evidence of this. The nurse 
will probably see many patients in whom the 
poor condition of the mouth has become an 
existing rather than a potential problem, not 
necessarily because of poor nursing care, but 
because these patients did not get help in time. 


A common problem nurses may encounter 
the mouths of patients is gingivitis, that = 
inflammation of the gums. When oral hygiene = 
not carried out adequately, a film of mucus aa: 
bacteria (plaque) and calculus (tartar) accum- 
late on the surface of the teeth and particles = 
food gather around the teeth and in the creviz= 
of the gums. Normally, these substances =: 
removed by brushing the teeth and rinsing — 
mouth. When this is not done, the substan:= 
accumulate and become a source of mechan:z 
irritation. The tissues of the gums become sw- 
len and inflamed and may separate from — 
teeth. 

Gingivitis not only is uncomfortable for — 
patient, it also leads to poor nutrition and = 
potential source of infection—e.g., in the pars 
glands and the gastrointestinal and respira 
tracts. When oral hygiene is neglected the tee: 
and the tongue also suffer. Decay of the te 
(caries) may result; this problem requires 2: 
assistance of dental health professionals. 72 
tongue becomes coated with a thick, furry sz 
stance that is often referred to as sordes. Tx 
adds to the patient's discomfort and diminisne 
the ability of the taste buds to receive stim 
contributing to the potential problem of ze 
nourishment.’ 

One of the common problems affecting = 
hair is excessive dandruff. Small flakes of zx 
outer layer of the skin are continuously bez 
sloughed off from all skin surfaces. Excess 
dryness of the scalp results in excessive zz 
druff. Normally, dandruff is removed by cam. 
ing, brushing, and washing the hair. These = 
cedures also help to remove the accumuzz: 
of excess sebum, the oily secretion of the se 
ceous glands that keeps the hair supple zz 
pliable. People whose hair is oily owing iz = 
excessive secretions of sebum need to shazrx 
their hair frequently to remove the oil. If =< 
are breaks in the skin surface, infectior zz 
develop. Thus, people who have an irritate =: 
the scalp should be referred to the physica w- 
investigation into their problem. 

The nurse may encounter patients whose se: 
and body are infested with lice or some xæ 
vermin. This problem is not as uncomraxx. « 
one would like to think, particularly in pese 
who, for one reason or another, have negez 
their personal hygiene. Head lice are a framer: 
problem in schools, where the infestat 
quickly spread from one child to another. 

Some patients may need help in aczzc 
good hygiene habits. The nurse serves as ¿ =. 
model as well as a teacher in this regard. F s& 
is careful to wash her hands before anc em 
caring for the patient, maintains good pes 


standards herself regarding cleanliness and good 
grooming, and is meticulous in adhering to tech- 
niques that have been developed to prevent 
infection, she presents an excellent role model 
for the patient. Patients notice all of these things, 
and their opinions of the care they receive are 
often based on such criteria as these. 


ASSESSMENT 


The nurse's assessment of the status of the 
patient's skin, hair, nails, teeth, and mouth is 
based principally on her objective observations. 
She looks at the condition of the skin and the 
hair; she examines the fingernails and toenails; 
she opens the patient's mouth, or has him open 
it, and observes the condition of the teeth, the 
gums, and the soft tissues in the oral cavity (see 
Chapter 9). 

She also takes into consideration the patient's 
motor abilities; is he able to carry out his own 
hygiene? Does he need help with this? She 
assesses his nutritional status and considers the 
possibility that other health problems may be 
affecting the condition of his skin. She also 
considers the effect of age on the individual's 
skin, hair, and nails and on the condition of his 
teeth and mouth. She notes the therapeutic care 
plans for the individual. Is he going to have to 
remain in bed for a long period? Are there 
restrictions on his position in bed? Is he receiv- 
ing medications that may be causing problems 
with his skin condition? Are there necessary 
treatments that could potentially cause skin ir- 


Oral assessment is an important aspect of the care of 
hospitalized patients. 
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ritation or damage to skin tissues? Is the patient 
incontinent? Is he perspiring profusely? These 
are some of the questions the nurse asks herself. 

The nurse also needs information about the 
individual's usual hygiene habits (see Chapter 
8), and his attitude toward cleanliness and 
grooming. Are these important to him? 

The nurse can obtain much information about 
the patient's usual hygiene practices from the 
nursing history, and about the current status of 
his skin, hair, nails, teeth, and mouth from the 
initial clinical appraisal. Information about the 
patient's motor and nutritional status should 
also be available from these sources. None of 
this information, however, substitutes for the 
nurse's own observations. 

Information about the patient's past and cur- 
rent health problems, and the therapeutic plan 
of care for him, will be found on the patient's 
record. From this source the nurse can obtain 
data on medications prescribed for the patient 
and restrictions on his mobility, as well as on 
the nature of his illness and treatments pre- 
scribed for him. 

The nurse often contacts nursing personnel 
about the states of the patient's skin and appen- 
dages, such ss other nurses, nursing orderlies, 
or attendants. Observations made by the nurse 
herself im her assessment, and those made by 
other members of the nursing team, should al- 
ways be communicated both orally and in writ- 
ing to all other nursing personnel caring for the 
patient The first sign of redness over bony 
prominences or of breaks in the skin should be 
reported promptly so that adequate steps can be 
taken tö prevent deterioration of the skin tissues. 

The pest is also, of course, a good source 
of informstion about the condition of his skin, 
provided that he is able to communicate. Pain 
is one of the body's warning signs that tissues 
are beine damaged. Discomfort (which may in- 
crease to actwal pain), heat (which the patient 
may describe as a warm feeling or a burning 
sensation). and redness (as noted above) in any 
area of the body are all early warning signs of 
potential tissue breakdown. The patient may be 
the first ane to notice some of these signs. 

The nurse also learns from the patient the 
details of his particular preferences and habits 
with respect to hygiene and personal grooming. 
Each person has his own idiosyncrasies about 
the way he likes to take his bath, the times to 
clean his teeth, the kind of soap to use, the way 
to comb his hair, and many other small details 
of bathing and grooming. Attention to these 
small details can contribute immeasurably to the 
patient's feelings of comíort and well-being. 

The patient's family (or significant others in 
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his life) can often help the nurse to learn about 
the patient's usual habits and preferences in 
regard to hygiene and grooming. They are also 
usually very observant of the condition of the 
patient's skin (they worry about him) and are 
also often very helpful in assisting patients with 
many details of personal hygiene and grooming. 
They may like to take care of helping the male 
patient with shaving, for example, or to fix the 
hair of the female patient. This gives family 
members a feeling that they, too, are doing 
something for the patient, which helps to as- 
suage some of the helplessness they often feel 
as visitors, and possibly some guilt feelings they 
may have about having to turn over the care of 
their loved one to someone else. 

Older people, however, are sometimes reluc- 
tant to have their children do things for them; it 
is a reversal of roles that is sometimes very 
difficult to accept. 


PRIORITIES FOR NURSING 
ACTION 


One particular skin problem to which nurses 
should be alert from the beginning of their 
course is the allergic skin reaction, which may 
occur as a result of a reaction to certain drugs. 
Penicillin is perhaps the most outstanding cul- 
prit for causing allergic reactions, but many 
other drugs do too. The nurse should watch for 
skin eruptions, lesioms. reddened or weeping 
areas on the skin, or sloughing of the skin 
tissues, and report these promptly so that they 
can be investigated and treatment initiated early. 


Allergies may be due to a number of cause 
other than drugs, such as specific foods, dus. 
and many other things, but the possibility c : 
drug reaction must always be kept in mind. T=- 
underscores the need for the nurse to be awz- 
of the possible side-effects of drugs she is =: 
ministering to the patient. 

Patients who need help in carrying out =: 
giene measures are the nurse's most impor-:- 
priority. Serious problems can develop if bes: 
skin care and oral hygiene are not attendec - 
on a regular, planned schedule. As with pz 
lems in mobility, prevention is the prion 
Deterioration of the condition of the patie= 
skin and the condition of his mouth can deves:x 
very rapidly, sometimes with little forewarn:zx 
Repair of the damage is a slow process tza 
entails much discomfort and suffering on = 
patient’s part and much work on the nurse 
part—work that could have been avoidec : 
simple precautionary measures had been take 


GOALS FOR NURSING ACTION 


The goals of nursing action with regard tc te 
patient's hygiene are basically four: 


1. To maintain good hygiene in respec x 
bathing, mouth care, and the care of nails a= 
hair 

2. To maintain the integrity of the skin 

3. To maintain the skin tissues in good =m 
dition 

4. To maintain the teeth and soft tissues x 
the oral cavity in good condition 


PRINCIPLES RELEVANT TO HYGIENE Sig 


1. The intact skin is the body's first line of defense against Infection and against 


2. Individual differences exist in the nature of the skin and its appendages. 
3. Changes occur throughout the life span in the skin, the mucous membranes, 


the hair, the nalis, and the teeth. 


4. The health of the skin and mucous membranes Is highly dependent on 
adequate nourishment, fluid intake, and exercise. 

5. A person's general health affects both the status of his skin and appendages, 
teeth, and mouth, and his ability to look after his own hygiene. 


6. Hygiene practices are learned. 


7. Hygienic practices vary with cultural norms, personal Idiosyncrasles and 
values, and the ability to maintain good habits of cleanliness and grooming. 
8. The ability to look after one's own hygiene is an Important Independent 


function in older children and adults. 


9. The skin and its appendages may be affected by drugs and other forms of 


therapeutic treatment. 


SPECIFIC NURSING 
INTERVENTIONS 


A regular schedule of basic hygiene measures 
for all patients is established on most nursing 
units in inpatient health agencies. These usually 
include morning and evening care, and a daily 
bath. For patients requiring additional skin and 
mouth care, interventions are planned on an 
individual basis as part of their total nursing 
care plan. 


General Morning Care 


Before breakfast is served, patients are usually 
awakened. They are offered a bedpan or urinal, 
or assisted to the bathroom if they can get up. 
Each patient who must remain in bed is pro- 
vided with the necessary materials for washing 
his hands and face and for mouth care, and 
assisted with these activities if he requires help. 
The patient is then helped to prepare for his 
meal—that is, his bed is straightened, he is 
assisted to the most comfortable position for 
eating, and a place is prepared for his tray. 


General Evening Care 


The evening care routine is somewhat similar 
in that the patient is offered a bedpan or urinal 
(or assisted to the bathroom), and is given the 
opportunity to wash his hands and face and 


Good oral hygiene is essential for the patient's comfort. 


HYGIENE NEEDS. 539 


clean his teeth. In many agencies, the bed pa- 
tient’s back is washed and a back massage is 
given as part of the evening routine. As we 
mentioned in Chapter 20, a back massage is 
beneficial for all patients prior to bedtime, not 
just those who are confined to bed. The nurse 
makes sure that the foundation of the patient's 
bed is clean and free from wrinkles, crumbs, 
and so forth. The bottom sheet and drawsheet 
(if one is used) are tightened, and top bedclothes 
straightened and tucked in. If the patient needs 
an extra blanket, this is put in place. The pa- 
tient's bed is placed in the position the patient 
finds most comfortable for sleeping (unless oth- 
erwise specified), he is assisted to his most 
comfortable position, and his pillows are fluffed 
and arranged to his preference, Side rails, if they 
are needed, are put up on both sides of the bed. 
The call signal is put within easy reach, and any 
other items the patient feels he wants near at 
hand, such as a clock, his jug of water, and a 
glass are placed within easy reach on his bedside 
table. 


Mouth Care 


Oral cere includes regular care by dental 
professionals as well as adequate cleansing of 
the teeth. Brushing the teeth removes food par- 
ticles that provide a likely medium for bacterial 
growth. Brushing also massages the gums and 
stimulates circulation. It helps to keep the 
tongue, mucous membranes lining the mouth, 
and the lips moist as well as clean. A clean, 
fresh (aste in the mouth is important in the 
desire for and the enjoyment of food. Thus, good 
oral hygiene helps to promote good nutritional 
status. 

Most people brush their teeth at least twice a 
day, in the morning and before going to bed. 
Many dentists advocate brushing the teeth after 
every meal or at least rinsing the mouth after 
food is tsken. These measures help to prevent 
the accumulation of food particles on and be- 
tween the teeth, which predisposes to dental 
caries. Patients usually bring their own tooth- 
brushes end their own dentrifrice with them to 
hospital, If they do not, they should be provided 
with à brush and toothpaste or other substance 
to use, A mixture of salt and sodium bicarbonate 
flavored with peppermint has been recom- 
mended as an unexpensive and effective substi- 
tute for toothpaste.’ Many agencies now have 
disposable toothbrushes for patients to use. 

If a patient cannot brush his teeth himself the 
nurse assists him. It has been recommended that 
in brushing teeth the brush should be moved 
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from the gum to the crown of the tooth. This 
motion is carried out on both the inner and outer 
aspects of the teeth. The procedure is easier if 
the lips are pulled back with one hand and the 
brush is held in the other. This is just one 
method. Currently, there is much debate over 
how the teeth should be brushed. 

Mouth care is also essential for patients with 
artificial dentures. Usually the patient with den- 
tures prefers to take them out and clean them 
himself with a dentrifrice and water, then to 
rinse his mouth before reinserting the dentures. 
A mouthwash is often refreshing to these pa- 
tients. If a person cannot remove his own den- 
tures, the nurse can remove and clean them for 
him. Care should be taken in removing dentures, 
in handling them while cleaning, and in storing 
them. Dentures are expensive articles. Their re- 
placement takes time, and the person who wears 
them is uncomfortable without them. He cannot 
eat anything that has to be chewed, he finds 
speech difficult, and he often is embarrassed to 
be seen without a full complement of teeth. 

In removing dentures, it is usually easier to 
remove the upper plate first, grasping it between 
thumb and forefinger and wiggling it slightly to 
break the vacuum that holds it to the roof of the 
mouth. It is placed ma container, and the lower 
plate is then removed. This plate usually slides 
out easily but may be difficult to remove if the 
person uses a dents! sdherent substance. If it 
does not come out @esily it can be loosened by 
lifting up the lower @ige and gently wriggling 
it. For washing, it is safer to put the plates in a 
basin full of water than to wash them under the 
tap. The plates are often slippery and hard to 
hold. They can easily fal! from the nurse's hands 
while being washed. Sinks are made of hard 
substances, and the dentures can be damaged if 
they slip out of the murse’s hands. The teeth 
should be brushed with a dentifrice and rinsed 
with cold water. Care should be taken not to use 
water that is too hot on dentures; they may crack 
or become misshapen. Since many people re- 
move them at night, a certainer should be pro- 
vided for the safe storage of dentures when they 
are not in use. Agencies offen have a special 
container for this purpose: it should be labeled 
with the patient's name, hospital, and bed num- 
ber. Dentures are among the most frequently lost 
articles in a hospital, and precautions should be 
taken for safeguarding them. 

Patients whose food and fluid intake is re- 
stricted, either because of NPO orders or because 
they are unable to eat and drink sufficiently (as, 
for example, very weak patients and those who 
are unconscious), require mouth care at frequent 
intervals (q4h and as indicated is usually rec- 


ommended) to keep the tongue, teeth, gums, anr 
mucous membranes lining the oral cavity clez 
moist, and in good condition, and to keep tœ 
lips from drying out and cracking. If the patie= 
is able to use it, chewing gum is helpful = 
stimulating the secretion of the salivary glan2 
and keeping the mouth moist. Rinsing the mou= 
is another means of providing moisture witho: 
violating imposed restrictions. Sometimes => 
patient is permitted to suck ice chips, but pe 
mission for the patient to do so must be obtain 
from the physician. 

If ordinary oral hygiene is not feasible. —- 
mouth and teeth must be cleaned by othe 
means. Although cotton-tipped applicats- 
soaked in a glycerine and lemon solution hz*- 
traditionally been used for this purpose, i: : 
now held by some authorities that the tes 
must be brushed for the cleansing to be adequa- 
and for gingivitis to be prevented. Rinsing of = 
mouth before brushing helps to remove fox 
particles that have accumulated; rinsing ate 
brushing is essential. If the patient is unable - 


For the patient who cannot rinse her mouth, an Aseor 
syringe can be used to help remove food debris. 4x 
for the person who cannot expectorate, suction is user 
(From Marie Reitz and Wilma Pope: Mouth Care 
October, 1973. The American Journal of Nursing Carr 
pany. Reproduced with permission from The Amence 
Joumal of Nursing, Vol. 73, No. 10.) 


do this himself, an Asepto syringe may be used. 
If the person cannot spit out the material, it must 
be removed by suction, so that is is not aspirated 
into the respiratory tract. 

In some agencies, gauze sponges may be 
wrapped around a tongue depressor and used 
for cleaning the mouth. Both the cotton-tipped 
applicators and the tongue depressors are haz- 
ardous when used with patients who may chew 
on them or bite off the end that is in the mouth. 
There is also the danger of injuring the delicate 
mucous membranes if hard objects are used for 
cleansing inside the mouth. Sometimes gauze is 
wrapped around the fingers to clean the mouth, 
and this lessens the danger of injuring tissues. 
Great care must always be taken in cleansing 
the mouth of a patient to avoid injuring the 
mucous membranes. 

Petrolatum substances sold commercially for 
chapped or dry lips can be used to lubricate the 
lips. 


The Patient's Bath 


Bathing has several purposes: It cleanses, pro- 
motes comfort, stimulates blood circulation, and 
affords an opportunity to exercise. When a nurse 
assists a patient to bathe, she has an opportunity 
to incorporate the teaching of desirable hygienic 
measures and other health teaching as needed. 
In addition, she has an opportunity to assess the 
status of his skin and appendages, his motor 
status, and his nutritional, circulatory, and res- 
piratory status. She may also observe his status 
in relation to comfort, rest, and sleep. For ex- 
ample, during the bath is a good time to observe 
the condition of the patient's skin, nails, and 
hair and to note such factors as the presence of 
edema, the quality of respirations, and any dif- 
ficulty or pain the patient has on moving. 

It is also a good time to assess the patient’s 
mental and emotional status. Many patients find 
it much easier to talk to the nurse when she is 
assisting them with their bath than at other 
times. It has been suggested that the reason for 
this is that the act of giving physical care is 
perceived by many patients as caring about 
them.? Thus, the bath provides an excellent 
opportunity for the nurse to establish rapport 
with the patient and facilitate communication 
between patient and nurse. 

The hospital patient may have a bed bath, a 
tub bath, or a shower. The type of bath that a 
person can have is often prescribed. The deci- 
sion is based not only on the amount of activity 
involved but also on the specific problems of 
the individual. For example, a patient who has 


` 
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had a recent abdominal operation will probably 
not have a tub bath or shower until his incision 
is healed, because of the danger of getting it wet 
and contaminated. Both the tub bath and the 
shower require more activity on the part of the 
patient than a bath in bed. 

In the bed bath, the nurse may give the entire 
bath to the patient, or the patient may participate 
within the limits of his physical condition. Pa- 
tients usually prefer to help themselves as much 
as possible and should be encouraged to do so. 
This provides an opportunity to exercise mus- 
cles and stimulate blood circulation, and gives 
the patient a feeling of accomplishment and 
increasing independence. 

It is believed by many, however, that the nurse 
should be careful to retain some aspects of 
assisting the patient with personal hygiene. If 
she does not, she loses a valuable time for free 
and spontaneous talk with the patient, for which 
other opportunities must be found.? 

Not all patients require a bath every day while 
they are in the hospital; nor is it necessary for 
all patients to receive a bath in the morning. For 
the patient who tires very easily or who is very 
ill, the bath may be contraindicated. The older 
person's skin will often become overly dry if he 
bathes too frequently. For these people as well 
as for other patients who do not require com- 
plete bed baths, a partial bath is indicated. This 
includes washing the patient's hands, back, ax- 
illae, and perineal area, as well as providing for 
oral hygiene and massaging bony prominences. 
The nurse makes these judgments based upon 
the needs of the patient and her assessment of 
the situation. 


The Bed Bath. The equipment required for the 
bed bath includes bath towels, wash cloths, a 
water basin, and soap. A bath blanket is also 
required to cover the patient so as to avoid 
embarrassing exposure and to keep him warm. 
The kind of soap used will depend largely on 
the individual needs of the patient and on the 
policy of the health agency. Some institutions 
permit patients to use their own soap; others 
prefer that the patient use the soap provided by 
the agency. Many agencies have their own par- 
ticular procedure for giving a patient a bed bath. 
One suggestion is as follows: 


. Offer the patient a bedpan or urinal 

. Provide for oral hygiene 

. Remove the upper bedclothes 

. Cover the patient with a bath blanket 
. Bathe the patient 

. Cut fingernails and toenails if needed 
. Remake the bed 
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Guiding Principles for the Bed Bath 

Heat is conveyed from the body by the con- 
vection of air currents. Care should be taken not 
to expose the body surface unduly. Drafts are to 
be avoided and the patient should be kept warm 
during his bath. The nurse can close the win- 
dows of the patient's room if it is cool outside 
or if there is any danger of a draft. The bed unit 
is screened for privacy, the patient's spread and 
blanket are removed, and a bath blanket is 
placed over the patient. The top sheet is then 
slipped out from under the bath blanket to 
prevent exposing the patient unnecessarily. The 
patient then removes his gown. Dirty linen 
should be placed in a container (dirty linen 
hamper) as soon as possible after it is removed 
from the bed. Agency procedures vary in this 
regard, but it is generally accepted that bed linen 
is a potential source of infection, and suitable 
precautions are taken in handling it. 

People differ in their tolerance of heat. Most 
patients require bath water between 110 and 
115° F (43.3 to 46.1? C). Water at this temperature 
is comfortable to most patients and it does not 
injure skin or mucous membranes. Water at 120? 
F (48.9? C) in the basin will cool to the safe 
temperature range by the time it comes in con- 
tact with the patient's skin. The nurse collects 
the equipment and takes it to the patient's bed- 
side before she gets the water so that the water 
does not cool too much before it is used. It may 
be necessary to add additional hot water during 
the procedure, or to change the water. Patients 
who are particularly sensitive to heat may re- 
quire cooler water. 

The skin is sometimes irritated by the chem- 
ical composition of certain soaps. Soap can be 
irritating to a patient's skin and particularly to 
his eyes. Therefore patients are often advised 
not to use soap on their faces. 

Long smooth strokes on the arms and legs that 
are directed from the distal to the proximal 
increase the rate of venous flow. Distal means 
farther from the point of attachment; proximal 
means closer to the point of attachment. For 
example, the hand is distal to the elbow. 

Moving the body joints through their full 
range of motion helps to prevent loss of muscle 
tone and improves circulation. The nurse can 
use the bed bath as an opportunity to help the 
patient to put his joints through their full range 
of motion (see Chapter 23). 

The following order is suggested for bathing 
the patient: 


1. Eyes— inner to outer canthus (no soap) 
2. Face 
3. Arms, hands, and axilla 


. Chest and breasts 
Abdomen 

Legs 

. Back and buttocks 
Perineal area 

. Rectal area 


ooo 


When bathing the patient, the nurse folds <> 
wash cloth in such a way that the corners =~ 
folded on the palm of the hand to form a pac 

Only the area being washed should be = 
posed. This lessens the patient's embarrassme- 
and helps him keep warm. Each area of the sx: 
is dried immediately after it has been wasn 
and rinsed and before the next area of the boz- 
is exposed. 

If the patient soaks his hands and feet in = 
basin of water he will feel more refreshed. T=: 
practice also serves to soften the patient's na- 
so that they can be easily cut and cleaned. Te 
pan of water should not be too full or the wae 
may spill when the hands or feet are immerse: 
Washing the patient's back is best done with =: 
patient lying on his abdomen. If this is impo- 
sible the patient can turn to one side while =: 
nurse washes the other side of his back and t» 
can reverse his position. A back massage is gr 
after the back is washed and dried. 

The nurse should take special care to was 
rinse, and dry well the creases in the patiesr 
skin and to massage bony prominences. Thes 
areas are particularly prone to irritation. Tz 
body skin creases become excoriated if tme 
remain moist; the bony prominences are irritam 
by constant friction and pressure against zm 
bedclothes. Excoriation is the superficial loss z 
skin substance. Also, the areas. that bear *» 
weight of the patient while he is in bed am 
prone to irritation. 

The patient's skin is then dried well. Skin ze 
remains wet over a long period is uncomfortam 
and becomes irritated. 

Usually patients prefer to wash the genm 
areas themselves, if they are able to do sc : 
however, they are not able, the nurse does zm 
for them. In some agencies, when the patiear + 
male and the nurse female, the nursing oroem 
is asked to assist the patient. In some situatom 
however, the nurse may have to undertake zm 
part of the bath for the male patient. In Gam. 
so, the nurse uses a washcloth or towel to noe 
the genitals while she washes between the iam. 
of the body with another washcloth. The gerz 
are washed as with other parts of the bxx 
rinsed, and dried. 


The Tub Bath. Tub baths are taken for hymer 
and therapeutic reasons. The physician mar 


order a therapeutic bath for some patients as, 
for example, sitz baths for the patient who has 
had rectal surgery. Patients with skin diseases 
often have oatmeal or medicated baths. Various 
types of therapeutic baths were discussed in 
Chapter 19. Aside from these therapeutic meas- 
ures, a tub bath is most often a hygienic measure 
enjoyed by most people. 

Bathtubs in hospitals frequently have rails, or 
the adjacent wall is equipped with handles to 
help the patient climb in and out of the tub. 
Most tubs also now have safety strips on the 
bottom which help to prevent slipping. No sick 
person should lock himself into the bathroom 
unattended; he may require help. The nurse or 
attendant should know when a patient is bath- 
ing, and often jt is wise to check that he is all 
right. If a patient is out of bed for the first time 
after even a few days of bed rest, it is generally 
unwise to leave him alone in the bath. An 
attendant can stay just outside the curtains if 
the patient prefers privacy. 

The bathtub is filled one-third full of water. 
Unless otherwise ordered, the water is drawn at 
105? F (40.5? C), a comfortable and safe temper- 
ature for most people. The length of time that a 
person bathes depends upon his endurance and 
strength. If the bath is too lengthy, it may fatigue 
him unnecessarily. A very hot bath will cause 
the blood to be diverted away from the vital 
centers of the brain to the surface areas of the 
body. As a result he may feel faint and lose 
consciousness. 

Getting into and out of the bathtub is often a 
difficult maneuver, and the patient may need 
assistance from the nurse. Usually it is easier if 
the patient first sits on the edge of the tub with 
his feet inside the tub, then reaches over to grasp 
the rail on the other side and gradually eases 
himself down. In helping the patient out of the 
tub, it is a good practice to let the water out 
before the patient attempts to stand up. There 
are many mechanical devices available today for 
assisting with the tub bath procedures. A me- 
chanical lift (or hoist), for example, can be used 
in either hospital or home situations. The use of 
a shower stool, so that the patient can sit while 
having a shower, is another solution to this 
problem. 


Decubitus Ulcers 


Decubitus ulcers (bedsores, pressure sores) are 
areas from which the skin has sloughed. These 
sores may develop in persons who are ill in bed 
for a long period of time, especially if the patient 


HYGIENE NEEDS. 543 


is unable to move about freely, or they may 
occur in people who sit in wheelchairs for sev- 
eral hours at a time. They occur as a result of 
prolonged pressure on one part of the body with 
resultant loss of circulation to the area and 
subsequent tissue destruction. Although decu- 
bitus ulcers may occur in any patient, if there is 
sufficient pressure on one area to cause is- 
chemia, they are seen most frequently in indi- 
viduals with poor nutritional status, especially 
if there is a negative nitrogen balance. They are 
most often seen on the bony prominences of the 
body. If decubitus ulcers are not treated, they 
quickly increase in size and become very pain- 
ful. Secondary infection often complicates the 
picture. 

The conditions that predispose to decubitus 
ulcers include continuous pressure on one area, 
dampness, a break in the skin surface, poor 
nutrition, dehydration, poor blood circulation, 
thinness (bony prominences unprotected by adi- 
pose tissue), and the presence of pathogenic 
bacteria. Early signs of a decubitus ulcer include 
redness and tenderness of an area. The patient 
usually complains of a burning sensation. Other 
early warning signs include coldness of an area 
and the presence of edema. Unless special meas- 
ures are taken at this time to relieve pressure 
and increase local tissue nourishment, a break 
in the patient's skin usually follows. The sore 
then increases in depth and the tissue gradually 
sloughs off. Decubitus ulcers are difficult to cure; 
some require surgical intervention. Conse- 
quently, preventive measures are always indi- 
cated. 

There are many nursing care measures that 
can be employed in order to prevent decubitus 
ulcers. Frequent changes in position to rotate 
the weight-bearing areas relieve pressure on any 
single group of bony prominences. The normal 
healthy individual shifts his body position every 
few minutes. For the patient who is unable to 
do this himself, it is the nurse's responsibility 
to see that his position is changed. A regular 
schedule should be set up for turning the patient 
as often as necessary to keep the skin in good 
condition. Usual recommendations are every 2 
hours and as needed. 

Massage and exercise stimulate circulation 
and thus improve the nourishment to the cells 
of the skin. Keeping the skin dry and clean 
inhibits the growth of disease-producing bacte- 
ria and prevents skin from becoming excoriated; 
body secretions and excreta are particularly ir- 
ritating to a patient's skin. The nurse should 
take particular care that a patient's linen and 
dressings are dry and clean. In areas where 
secretions cannot be prevented, protective oint- 
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A, A decubitus ulcer, on a hip, which needs zc 
be packed with benzoyl, 20 per cent lotion. & 
The same decubitus ulcer as In A, after 4 weeks 
of treatment with benzoyl lotion. C, Severe 
decubitus ulcer on buttocks area. Note packine 
in lower left area of the ulcer. D, Same decubins 
ulcer as in C. This ulcer completely healed after 
treatment. (Reprinted with permision from The 
Canadian Nurse, Vol. 69,' No. 10, October 
1973.) 


ments, such as zinc oxide or petrolatum, can be 
used to prevent excessive irritation. 

Another preventive measure for decubitus ul- 
cers is the use of devices to relieve pressure on 
specific areas of the patient's body. An overbed 
cradle will keep bedclothes off the patient, and 
other aids such as alternating pressure mat- 
tresses, oscillating beds, and fluidized air or 
water mattresses may also be used. Many hos- 
pitals use a special bed frame, which permits 
the patient to be turned easily. Another measure 
that has been found helpful in the prevention of 
decubitus ulcers is the use of sheepskin under 
pressure areas. It is considered preferable to use 
the whole skin, but small pads have been found 
effective in protecting areas such as the heels or 
elbows of the patient? These woolskins are 
being used extensively in many hospitals and 
nursing homes. They are particularly helpful in 
home situations where expensive mechanical 
devices may not be available. 

Attention to the patient's nutritional status is 
essential. Since decubitus ulcers occur most 
frequently in patients with a negative nitrogen 
balance, the protein intake should be increased. 
Foods that contain complete proteins, such as 
eggs, milk, and meat, are recommended. The 
proteins are needed for the regeneration of body 
tissue. Usually, supplementary amounts of vi- 
tamin C are prescribed also because of the role 
of this vitamin in the healing process. Care must 
be taken also that an adequate fluid intake is 
maintained. Dehydration results in poor tissue 
turgor, which is another predisposing factor in 
the development of decubitus ulcers. 

When a decubitus ulcer develops, the nurse 
faces a challenge in curative nursing care. The 
outside area of the decubitus ulcer is often less 
extensive than the inside area. The preventive 
measures just mentioned can be employed ther- 
apeutically and, in addition, the application of 
dry heat, such as that from an infrared lamp, 
increases circulation to the area and dries secre- 
tions. The latter measure is generally ordered by 
the physician. Decubitus ulcers are prone to 
infection by bacteria; the moist, poorly nour- 
ished tissue provides a good medium for the 
growth of pathogenic bacteria. The use of aseptic 
technique in the care of an infected ulcer pre- 
vents secondary infection and the transfer of 
bacteria to other areas of the body and to other 
patients. 

A therapeutic regimen for the care of the 
patient who has a decubitus ulcer is planned. 
Antiseptic solutions, soap and water, and anti- 
biotic creams have all been advocated at one 
time or another. Sometimes it is necessary to 
graft skin over a decubitus ulcer. Ulcers are very 
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difficult to cure; the best nursing care is preven- 
tion. 


Hair Care 


Care of the patient's hair is important to both 
his grooming and»his sense of well-being. As 
part of the daily toilet each patient's hair needs 
to be brushed and combed. Thorough brushing 
stimulates circulation to the scalp and improves 
the nourishment of the epithelium. Most pa- 
tients can attend to this themselves, but the 
nurse may have to assume the responsibility for 
the aged or very ill patient. 

The nurse, by seeing to daily care of the hair, 
can ensure that the patient's hair does not be- 
come matted. Often, long hair is braided so that 
it will stay neatly in place and make the patient 
feel more comfortable. Patients who are in the 
hospital for some length of time may want a 
shampoo. Permission for this may have to be 
obtained from the physician in some agencies. 
For the patient who is out of bed a shampoo is 
no problem. The sink in his room or the shower 
bath affords facilities for hair washing. 

If a patient must remain in bed, however, the 
shampoo is given while he is in bed or on a 
stretcher. If a stretcher is used, it is best to move 
the patient to a sink and support his head on 
the edge of the sink. If it is necessary for the 
patient to remain in bed, then the nurse can use 
a folded plastic sheet or a specially constructed 
waterproof pad to direct the water from the 
patient's hair into a pail. The nurse uses pitchers 
of water, taking precautions to keep the patient's 
bed dry. The patient's hair needs to be dried 
quickly after the shampoo in order to avoid 
chilling. Most hospitals have hair dryers for this 
purpose. Many brands of dry shampoo are now 
available, and these may be used for patients 
whose condition contraindicates a regular sham- 
poo. 

Today many large hospitals have hairdressing 
and barber services for patients. Often the pa- 
tient will request the services of the barber or 
the hairdresser, and the nurse then makes ar- 
rangements. The nurse is usually responsible for 
telling the patient what services are available 
and what charges are made for them. 


Shaving. Male patients usually feel better 
when they are shaved. If the male patient cannot 
shave himself, the nurse may be asked to do this 
for him. If the patient has an electric razor this 
is no problem, but a safety razor requires more 
skill. Very warm water is needed to give an 
adequate shave. After the skin has been lathered 
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with shaving soap, the skin is held tautly and 
the razor is drawn over the skin in short strokes. 
The nurse will find that the safest way to shave 
the patient is to stretch the skin over the bone 
in a particular area and then to shave in the 
direction in which the hair is growing. Areas 
around the mouth and nose are particularly 
sensitive; in these areas the nurse's motions 
need to be firm but gentle. After the patient has 
been shaved he will likely prefer a shaving 
lotion for his skin. Most shaving lotions are 
refreshing and have a slightly antiseptic effect. 

After a shave, the male patient will not only 
look better but he will also in all probability feel 
better. Relatives are often reassured when the 
male patient is well groomed, chiefly because 
this is the way they are accustomed to seeing 
him. 

Many women are accustomed to shaving the 
hair in the axilla and to removing superfluous 
hair from their faces and legs. Opportunity 
should be provided for them to maintain these 
practices while they are ill if they so desire. 
Women are usually particularly sensitive about 
unwanted hairs on the chin and upper lip. A 
number of good depilatory creams are available. 
These preparations should be used with caution, 
however, becanse they are irritating to the skin 
and many people cannot tolerate them. Tweez- 
ers may be used instead to remove facial hairs. 


Nail Care 


Care of the nails is another area of grooming 
that most patients can attend to themselves. For 
the very ill patient or the patient who has diffi- 
culty in moving, however, nail care may be the 
nurse's responsibility. Often nail polish is not 
advised for a patient because the physician or 
the nurse may want to check the color of the 
tissue underneath the nails. This is particularly 
true for patients who are to undergo surgery. 
Most hospitals prohibit the use of colored nail 
polish for these patients. 

The responsibility for cleaning and trimming 
the nails of patients who are unable to do this 
themselves usually falls to the nurse. Toenails 
are cut straight across, fingernails in an oval 
shape. Many people prefer that their fingernails 
be filed rather than cut so that they can be 
shaped attractively. For patients who are partic- 
ularly prone to infection—for example, patients 
with diabetes mellitus or circulatory problems— 
it is advisable that the nurse not cut the toenails 
herself for fear of injuring the skin or cuticle 
around the nail. 

To prevent hangnails, it is best to keep the 


cuticle of the nail pushed well back and lubr- 
cated with oil. Some patients have very ham 
fingernails and horny toenails. If the patie— 
soaks his feet for 10 to 15 minutes in war- 
water, the nails will soften sufficiently so thz 
they can be cut with nail cutters. Special nz 
clippers are available that are particularly heiz- 
ful in cutting thick toenails. If the nails are ta: 
thick and difficult to cut, the services of a p-- 
diatrist (foot specialist) should be obtained. 


Eye Care 


Nursing care also involves the care of the eve: 
On occasion the nurse will be called on to hez 
a patient to care for his eyes when they hav: 
become irritated or infected. The physician us-- 
ally orders a special solution to cleanse the eve: 
Tap water or normal saline is also used. Wiz 
absorbent cotton dipped in the solution, the ev: 
is wiped from the inner canthus to the ou: 
canthus. The nurse uses a clean piece of cott: 
each time she wipes the eye. Water or norms 
saline will soften crusts so they are easily = 
moved. The motion from the inner tọ the ou:z 
canthus washes the discharge away from tz 
nasal lacrimal duct, which is located on th 
inner aspect of the orbit of the eye. 

Unconscious patients require special attenticc 
to protect their eyes from damage. The upp= 
and lower lids should be kept clean and fre 
from discharge. The lids should be closed whe 
the patient is being turned to prevent scratchia: 
of the cornea. 

Patients’ glasses, contact lenses, and oth= 
prostheses should be looked after carefully an: 
the patient assisted with their care if he is unab« 
to care for them. 


Care of Patients with Pediculosis 


Occasionally a patient will be found to ha: 
pediculosis (infestation with lice). His care =- 
volves killing and removing all the pedic 
(lice) and their eggs (nits) that have infested zn- 
skin, hair, and clothing. There are three mac 
types of pediculosis: pediculosis capitis or =: 
festation of the scalp with lice, pediculosis ar 
poris or infestation with body lice, and’ pedic-- 
losis pubis or infestation of the pubic hair w= 
lice. There are several methods of ridding pe 
tients of pediculi. For body lice, the patier: . 
clothing is removed for washing or cleaning an: 
the patient is usually given a cleansing bax 
and then drugs are applied. In the case of hea: 
lice, or if the body lice have infected the sca: 


Kwell shampoo is often used for treatment. A 
number of new drugs are available that are 
effective with only one application. Para, for 
example, is a spray that can be applied easily. 
It is left on for a half hour and then washed off 
the hair by means of an ordinary shampoo or 
bath. A second treatment a week later is rec- 
ommended. Infested patients are often separated 
from other patients for 24 hours after treatment 
has been initiated to avoid spreading the pedic- 
uli. The treatment is repeated until pediculi 
cannot be found on the patient. 

Pediculi are spread by direct contact and 
through vehicles such as clothing, eating uten- 
sils, and combs. Pediculi are usually found in 
environments where poor hygienic measures are 
practiced. 


PLANNING AND EVALUATING 
SPECIFIC NURSING 
INTERVENTIONS 


Nursing interventions to ensure that the pa- 
tient's skin and its appendages, hair, fingernails 
and toenails, and teeth and mouth are kept clean 
and in good condition are planned as an essen- 
tial part of the nursing care of every patient. 
Basic hygiene measures are normally a part of 
the nursing care plans for all patients on the 
nursing units of inpatient agencies. If the patient 
requires help in carrying out these measures, or 
if these need to be modified in any way, this is 
drawn to the attention of all nursing personnel 
through notations on the patient's nursing care 
plan. A regular schedule outlining specific in- 
structions is developed for those patients re- 
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quiring additional skin or mouth care. A flow 
sheet may be helpful in this regard, in addition 
to incorporating the directions on the care plan. 
When writing the schedule out, space should be 
left for the initialing of each intervention as it is 
done, to ensure that the required care is carried 
out as planned. The nurse notes her observations 
in the progress notes of the patient's record. 

For patients who need help in acquiring good 
hygiene habits, a teaching plan is incorporated 
into the nursing care plan. Much of the teaching 
may be done while carrying out specific nursing 
interventions, such as in the bed bath. Because 
personal hygiene is a very personal matter, tact 
is needed in this teaching, and care taken that 
the patient's self-esteem is protected in the proc- 
ess. Putting the teaching in terms of promoting 
optimal health and including an explanation of 
the reasons for the development and mainte- 
nance of good hygiene practices help to put the 
teaching on a more objective, less personal basis. 

The expected outcomes of nursing interven- 
tions are often expressed in terms of prevention 
of potential problems, and specific criteria are 
given concerning the state of the skin and its 
appendages, or the oral cavity, that is to be 
maintained or restored. An expected outeome 
for the potential problem of poor mouth condi- 
tion might be that the patient's lips and tongue 
are moist and normal tissue turgor of the mucous 
membranes is maintained at all times. 

Successful nursing interventions are evi- 
denced in the healthy state of the patient's skin, 
hair, nails, and mouth. Continuous reassessment 
of the status of all of these is required. The poor 
condition of any is a sad reflection on the nurs- 
ing care the patient has received. 


GUIDE TO ASSESSING THE STATUS OF THE SKIN, ITS 
APPENDAGES, THE TEETH, AND THE MOUTH 


1. What is the condition of the patient's skin, hair, teeth, and nails? Is the skin clear, 
intact, warm to the toucb? Did you notice any abnormalities with regard to color, 
blemishes, temperature, breaks in the integrity of the skin, poor tissue turgor? Is 
the hair clean, well-groomed, and in good et condition? Are the nails clean and in 


good condition? 


2. What did you observe about the patient's lips, tongue, gums, and teeth? Did you 
notice any abnormalities such as dryness or cracking of the lips? a furry coating 
on the tongue? a film on the teeth, or tartar? food particles and mucus in the mouth 
or around the teeth? Are the mucous membranes pink, or are they red and inflamed? 
Are the gums swollen and inflamed? receding from the teeth? Is there any bleeding 
in the mouth? Are the teeth in good condition? Are there missing teeth? caries? 


Does the patient wear dentures? 


3. What are the patient's usual habits with regard to hygiene practices? 
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4. Does the patient need help in maintaining his hygiene? What is his motor status 
in this regard? Is he weak, helpless, or unconscious? 


5. Does he have a health problem(s) that may be affecting the status of his skin anc 
appendages? that interferes with his ability to maintain his own hygiene? 


6. Is he receiving medications or other therapy that may affect the status of the skiz 
or its appendages? 


7. Does he require additional skin or mouth care over and above the usual hygiene 
measures? 


8. How old is the patient? 


9. Are there any signs of body or head lice? 


STUDY SITUATION 


Mr. Charles Rose, who was admitted to hospital yesterday for investigative procedures 
has been assigned to your care. He is a 32-year-old bachelor and has been working œ 
a trapline in the north woods for the past 2 years. He lives alone in a remote cabi 
coming into town only occasionally to replenish his supplies, which consist mair- 
of canned and dried foods. The cabin does not have electricity or running water; it + 
heated by a wood stove and Mr. Rose has to fetch his water from a stream a quar: 
of a mile away. 


He spends several days at a time out in the woods inspecting his lines, with only he 
dog for company. He tells you he hit his head 2 or 3 weeks ago on a fallen tree truzx 
wben he was straightening up after looking at a trap. He hasn't been feeling too wet 
since, and has had headaches of increasing severity, so he went to the doctor in tow1. 
who admitted him to the hospital. You notice that Mr. Rose is thin, his skin is dc 
and be has some lesions on his arms and legs; his long hair is matted, his nails ae 
dirty and chipped, and his teeth and fingers are stained with nicotine. The physica 
has ordered bed rest for Mr. Rose. 


1. What problems can you identify relative to Mr. Rose's hygiene? to the status of im 
skin, its appendages, and the teeth? 

2. What factors do you think contributed to these problems? 

3. What principles would assist you in planning hygiene measures for Mr. Rose? 

4. What specific nursing interventions would you plan? 

5. What would be the expected outcomes of these interventions? 


Mr. Rose's condition deteriorates over the next few days; he appears to be very wem 
and drowsy. The physician and a neurosurgeon who has been called in are conses- 


plating surgery. 


6. What additional nursing interventions would you plan for Mr. Rose with regart s 
hygiene? 


7. How would you evaluate the effectiveness of your interventions? 
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The Nurse Should Be Able to: 


e Explain the importance to health of preventing and controlli^: 
infection 

e Briefly explain the infectious process, including common path:- 
gens infecting man, the cycle of infection, and the bod: 
reactions to infection 

e Discuss common sources of infection in health agencies and wes: 
infection is spread in these agencies 

e Discuss specific needs of people at various stages of the life cyce 
in regard to preventing infections 

e Identify people who are particularly at risk to infection 

€ Assess a patient for potential or actual problems of infection 

e Identify potential or actual problems of infection in patients 

e Apply relevant principles in planning and implementing nursi 
interventions 
a. to prevent infection 
b. to control infection 

e Evaluate the effectiveness of nursing interventions to prevent a: 
control infection 


THE PREVENTION AND 


CONTROL OF 
INFECTION 


INTRODUCTION 


In Chapter 4, when we discussed health prob- 
lems, we pointed out that the control of infec- 
tious diseases has been one of the principal 
reasons for the dramatic reduction in infant and 
child mortality, and the consequent lengthening 
of the life span in the developed countries of 
the world. Four major factors have contributed 
to this achievement: the development and wide- 
spread use of specific immunizations against 
many of the common communicable diseases; 
the discovery and widespread use of antimicro- 
bial agents (such as the antibiotics); the appli- 
cation of basic sanitary measures to protect the 
safety of water, milk, and food supplies, along 
with the disposal of garbage and sewage; and 
the overall raising of standards of living, with 
its resultant improvement in the general health 
of people (from better nutrition, better housing, 
and the like). 

The infectious diseases are certainly a much 
greater health problem in developing countries 
than in developed ones, but we have by no 
means eliminated all illnesses caused by infec- 
tions in the Western world. The respiratory 
infections continue to be an important cause of 
death and of acute illness throughout the life 
span of the peoples of North America. Gastroin- 
testinal infections are one of the most common 
causes of short-term illness. The sexually trans- 
mitted diseases have attained epidemic propor- 
tions in the past few years, and such diseases as 
chickenpox and hepatitis are still prevalent. In- 
stitution-acquired infections (called nosocomial 
infections) continue to plague hospitals through- 
out the United States and Canada. 

The prevention and control of infection is one 
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of the principal concerns of all health personnel, 
whether thev work in ambulatory care settings 
in the community or in inpatient facilities for 
the care of the sick. The most common causes 
of infection are microorganisms. Wherever there 
are sick people, microorganisms that are capable 
of producing infection pose a constant and se- 
rious threat. since the average patient is highly 
susceptible to infection as a result of his gener- 
alized debility. Moreover, since some patients 
have particularly serious infections, their close 
proximity to other patients produces situations 
conducive to the transfer of microorganisms. 
Microorganisms capable of producing infec- 
tion are found in the air, on the floors, on 
equipment and furniture, and on articles that 
have come in contact with a person who has an 
infection, as well as on the skin and mucous 
membranes, and in the expired air, secretions, 
and excretions of the person himself. They can 
be spread through the air and by such things as 
linen, dishes, and even a nurse's hands. Health 
personnel sometimes unknowingly act as car- 
riers of microorganisms. When handwashing 
techniques break down, for example, microor- 
ganisms are passed on to others. In spite of 
stringent cleaning practices, health agency per- 
sonnel are continually working in an evironment 
that harbors many varieties of organisms. Every 
once in a while a particularly virulent organism 
is introduced, and a worker with an open cut or 
lowered body resistance becomes infected. An 
unbalanced diet, fatigue, scratches, cuts, or other 
wounds may predispose any person to infection. 
In order to understand the rationale behind 
nursing measures taken to protect patients and 
staff from infections, it is important to keep in 
mind the sources, methods of transfer, and 
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modes of spread of microorganisms. In her 
courses in microbiology and anatomy and phys- 
iology, the student will have gained a good base 
of knowledge about the infectious process and 
the body's reactions to it. In subsequent courses 
in medical surgical nursing, she will increase 
her knowledge of specific communicable dis- 
eases. We will, therefore, confine ourselves here 
to a brief review of the infectious process and 
the body's reactions to it, in order to provide a 
framework for discussion of the care of patients 
with existing or potential problems of infections. 


THE INFECTIOUS PROCESS 


Infection is the invasion and multiplication of 
microorganisms in body tissues. The agent caus- 
ing the infection is called a pathogen. 


Common Pathogens 


Common agents causing infections in man are 
the pathogenic bacteria, some protozoa, fungi, 
viruses, and helminths. 

The pathogenic bacteria include those that are 
true pathogens—that is, they are virulent micro- 
organisms capable of invading healthy tissue, 
as, for example, some species of Salmonella, 
which can cause an acute form of gastroenteritis; 
the parasitic bacteria, which are opportunists— 
that is, they do not usually invade body tissue 
but will do so if given the opportunity, as, for 
example, some of the streptococci and staphy- 
lococci, which can cause wound infections; and 
those bacteria that do not invade body tissue 
but produce toxins capable of producing disease, 
such as Clostridium tetani, which is the causa- 
tive agent of tetanus. 

Protozoa are single-celled animals; some va- 
rieties cause disease in man; an example is 
Entamoeba histolytica, which causes the intes- 
tinal infection of amebiasis. 

Fungus infections include those caused by 
yeasts and molds, such as ring worm and ath- 
lete's foot, which are caused by cutaneous my- 
coses. 

Many of the common communicable diseases 
are virus infections; measles, mumps, chicken- 
pox, infectious hepatitis, and smallpox are all 
viral infections. 

The helminths are worms; some are common 
parasites in humans, as for example, the pin- 
worms often found in children. 


The Cycle of Infection 


The cycle of infection is best visualized as a 
circle. There must first of all be an infectious 


INFECTIOUS AGENT 


RESERVOIR 
Humans, plonts, soil, 
animals, arthropods 
such as fleas, ticks, lice 


EXIT 


Feces, vomitus, nose om 


PORTAL OF ENTRY 
Mouth, nose and throat, 


breaks in skin and mucous 
membranes, genitourinary 
tract, other body orifices 


Ne OF TRANSMISSION 


Humans, air, water, 
food, dust and dirt, 
insects, fomites 


throat secretions, exce 
air, skin and muco:s we- 
branes, exudates, 2c» 


a 


The Cycle of Infection. 


agent, such as one of those organisms we hev 
mentioned above. The agent must have a pia> 
(reservoir) in which it grows and multiplies * 
leaves the reservoir by an exit route, and utile 
a means of travel, or a vehicle of transmissia 
By using this vehicle, it gains entrance thro:we 
a portal of entry to the body of a susceptine 
human being, who then becomes its host aw 
constitutes a potential reservoir to start the cr 
again. 

Common reservoirs for infectious agents cae 
ing disease in man are: human beings, animas 
plants, the soil, and arthropods, such as mæ 
quitoes, fleas, ticks, and lice. 

Exit routes whereby the infectious ass 
leaves its reservoir are usually the respirem 
tract, the gastrointestinal tract, the skin or zm 
cous membranes, the blood, or the secretiozs t 
excretions of the individual. No portal of exr = 
required for organisms harboring in the so: 

Vehicles of transmission for infectious ageme 
include: 


1. Air. For example, Mycobacterium tz 
culosis frequently adheres to dust or other sua. 
particles and is subsequently carried by ai: => 
rents. 

2. Water. For example, Vibrio comma. wzzz 
causes cholera, may be carried in fecally comzas 
inated water. 

3. Food. For example, some strains of S:zx 
ylococcus, which is the causative agent œ ææ 
troenteritis, may be transmitted by improze~ 
refrigerated food. 

4. Dust and dirt. For example, Clostr: zz 
tetani, which causes tetanus, may be carr:e: + 
soil, dust, and human or animal feces. 

5. Insects. For example, flies pick up pane. 
gens from open garbage and sewage anc æ” 
them to food and drink. 

6. Inanimate objects (called fomites). Fx =- 
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ample, the spirochete Borrelia vincentii, which 
causes Vincent's angina or “trench mouth," may 
be transmitted via poorly washed dishes (it often 
harbors in cracks of cups and dishes). 


Endogenous contact is a mode of transmission 
of infection from one area of the body to another 
in the same person, as from an infected wound 
to a scratch on the skin. 

Person to person contact is a common mode 
of transmitting infection. It may be direct, as by 
kissing or sexual contact, or through touching 
infected parts of the body or discharges such as 
exudates from an infected wound. People may 
also infect one another through droplet infec- 
tion, that is, the spray of droplets from the nose 
and mouth onto the skin or mucous membranes 
of another (as, for example, in the common cold). 
Person to person contact may also be indirect; 
for example, organisms may be transferred from 
one patient to another via the nurse's hands if 
she does not wash them adequately before and 
after giving patient care. 

Portals of entry whereby infectious agents gain 
access to the body of a susceptible human being 
are, in many instances, the same as those by 
which the agents left the host reservoir, that is: 
the gastrointestinal tract, usually via the mouth 
in food or drink; the respiratory tract, in inspired 
air; the skin and mucous membranes, usually 
through breaks in these tissues; and the geni- 
tourinary tract, usually through the external 
openings, whence the infection travels up the 
tract via its mucous membrane lining. 

The portals of entry to the human body and 
exit routes from the body used by different 
infectious agents vary, as do their capacities to 
live outside their original reservoirs. The 
method of transfer for each infectious agent 
depends on the specific portal of entry, exit 
route, and ability to live outside its reservoir. In 
order to plan adequate precautionary measures 
to prevent and control infection, then, it is 
‘important that the specific causative agent of the 
infection be identified. 


The Body’s Reaction to Infectious Agents 


The human organism is equipped with various 
mechanisms that help to prevent the invasion 
of body tissues by infectious agents and to con- 
trol their growth and multiplication in the body 
if they do get past the first lines of defense. 


Innate Immunity. The body has an innate im- 
munity—that is, built-in mechanisms to ward 
off diseases through such factors as: 


1. The skin’s resistance to microbial invasion 


2. The ability of the acid digestive juices and 
digestive enzymes to destroy ingested bacteria 
and other organisms 

3. The ability of the white blood cells and the 
reticuloendothelial system to destroy microor- 
ganisms and toxins 

4. The ability of certain chemical compounds 
in the blood to attach themselves to infectious 
agents or their toxins and destroy them 


Acquired Immunity. The body also has the 
ability to develop specific resistance to various 
infectious agents or their toxins. In response to 
an infectious agent that has penetrated the first 
lines of defense, the lymph tissues develop spe- 
cific antibodies, which are specialized protein 
molecules, and sensitized leukocytes; both of 
these are capable of attacking and destroying the 
antigen [any substance capable of producing 
antibody formation; this reaction is believed to 
be a response to large protein molecules or 
polysaccharides in the infectious agent or its 
toxin) in its host. 

Active Immunity may be acquired by a person 
in response to actual invasion by an infectious 
agent; If a person has measles in childhood, for 
example, he is Usually immune to it for the rest 
of his life Active immunity may also be ac- 
quired artificially by the injection into the body 
of [1) atfemusted organisms—that is, live orga- 
nisms that have been processed so they will no 
longer cause the disease but still carry the spe- 
cific antigen (smallpox vaccination is an exam- 
ple); (2) dead organisms that still have their 


Immunizaier programs have helped to lessen the 
number of deaths from infectious diseases. 


— —_ 
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chemical antigens (as in typhoid fever inocula- 
tions); or (3) treated toxins whose toxic nature 
has been destroyed but that still retain their 
antigenic properties (as, for example, tetanus 
inoculation). 

Passive immunity may be conferred by the 
administration of preformed antibodies or spe- 
cifically sensitized leukocyte cells in the form 
of immune serum globulins, antitoxins, or anti- 
serums. 


Other Responses of the Body to Infection. As 
we discussed briefly in Chapter 2, the body has 
both a generalized reaction to stress (the General 
Adaptation Syndrome or G. A. S.) and a local- 
ized reaction that occurs at the site of stress (the 
Local Adaptation Syndrome). The early general 
reaction of the body to the stress of invasion by 
infectious agents is the same as the “just feeling 
sick" phenomenon described by Selye. This usu- 
ally includes headache, malaise, a feeling of 
tiredness, slight elevation in temperature, and 
loss of appetite (sometimes followed by nausea 
and vomiting). In response to infectious agents 
there is usually a swelling of the lymph nodes 
as well. 

It is in the second stage of the syndrome that 
the signs and symptoms of the specific infectious 
disease usually appear; an example of this is the 
typical vesicular rash seen in chickenpox. 

The localized reaction that occurs at the site 
of injury or invasion represents the body's at- 
tempt to wall off the invader and destroy it 
before it can travel further to other parts of the 
body. 

Inflammation is the localized protective re- 
sponse that is the body's reaction to injury or 
destruction of tissues, whether caused by the 
invasion of infectious agents, or by chemical, 
thermal, or physical means. 

When body tissues are damaged, an increased 
supply of blood is always diverted to the area 
and certain substances are released by the in- 
jured cells to promote the repair and regenera- 
tion of the tissues. Among these substances are 
leukotaxine and histamine. Leukotaxine draws 
white blood cells to the area, where they help 
to destroy and remove foreign substances such 
as bacteria and decaying tissue cells. Histamine, 
along with other substances, increases permea- 
bility of the capillary walls, which allows the 
fluids, proteins, and white blood cells to move 
into the area. The clotting mechanism is also 
activated, so that the fluids clot and serve to 
“wall off" the injured areas. 

Typically, there are five observable results 
from the inflammatory process: heat, redness, 
pain, swelling, and limitation of function. The 


redness is due to the local dilation of bloo: 
vessels and consequent increase in the suppr 
of blood to the part. The warmth of the area = 
also the result of the increased blood suppi 
The swelling results from the exudative proces: 
in which serum and leukocytes leave the bloa: 
stream to invade the area. The pain is believe 
to result from the stimulation of pain recepta 
in the area by certain substances released bv = 
damaged cells and possibly also by the press 
of accumulated fluid (see Chapter 20). Limi 
tion of function is usually due to the swelliz: 
and the pain. 


Factors Affecting an Individual's 
Susceptibility to Infection 


A person's resistance to infection is mux 
better when he is in good general health. As v 
have mentioned in previous chapters, good =. 
trition, adequate exercise, a sufficient amoun: : 
rest and sleep, and good hygiene practices = 
contribute to increasing the body's ability : 
fight off infections. To supplement this genz- 
type of resistance, immunization is an effec 
method of preventing many communicable =: 
eases, such as whooping cough, smallpox, m= 
sles, tetanus, typhoid fever, poliomyelitis, == 
many other formerly common infectious = 
eases. 

Infants and small children are particula 
vulnerable to infections, as are the very old. 5 
too, are sick people, as we mentioned earix 
because of their general debility. People w=: 
cuts or lesions in the skin (such as the surg- 
patient, or anyone with a wound of any km: 
have an obvious portal of entry for infecti-- 
agents. Individuals who have been exposec : 
infectious diseases and have not been a> 
quately immunized are also on the list of tha 
“at risk" of infections. 

If any of these individuals are malnouriste 
do not have optimal strength and tone in m= 
muscles, are tired, or have not maintained gu: 
hygiene practices, their vulnerability to ime 
tion is increased. 


COMMON SOURCES OF INFECTION 
AND TRANSMISSION MODES IN 
HEALTH AGENCIES 


In the introduction to this chapter, we m= 
tioned that institution-acquired infections = 
tinue to be a problem in hospitals in the Ume 
States and Canada (and in many other count 
too). The nurse should be aware, then, of ax 


THE PREVENTION AND CONTROL OF INFECTION 555 


mon sources of infection and some of the ways 
infection is spread in health agencies. 

The most important reservoir of organisms 
within a health agency is probably the patients 
themselves. Usually, every patient who comes 
into a hospital or other inpatient facility is 
observed for any sign of infection: any boils, 
fever, septic wounds and the like are reported 
for further investigation. In most hospitals, the 
charge nurse has the authority to order precau- 
tionary techniques for a patient if she suspects 
that he harbors pathogenic organisms which 
could be spread to other patients and the staff. 

A routine measure for most newly admitted 
patients in a clinic, nursing home, or hospital is 
the chest x-ray. The intent of the x-ray is to 
detect pulmonary tuberculosis. This is consid- 
ered particularly important diagnostically for 
elderly patients. Serological tests for syphilis are 
done also on all newly admitted patients in 
many agencies. With the alarming increase of 
venereal disease among the population in recent 
years, this is another important diagnostic meas- 
ure. 

As mentioned earlier, people working in a 
health agency can also be reservoirs of infection. 
Any person with a fever, diarrhea, nausea, and 
most certainly, a cold, may be spreading infec- 
tious organisms. This is particularly serious in 
the operating room, the nursery, and the inten- 
sive care and coronary units, where infection 
seriously threatens the safety of patients and 
where the transmission rate is high. 

Patients' visitors can also transmit infections, 
although normally the length of their period of 
contact is minimal in comparison with that of 
personnel. Food, vermin, and dirt also transmit 
disease, but they are an unlikely source in a 
modern institution. Hospital dust is probably 
heavily laden with pathogenic organisms. How- 
ever, dryness inhibits their growth, and most 

- hospitals have housekeeping policies that elim- 
inate unnecessary moisture and maintain a high 
standard of cleanliness. 

Among the common sources of infection in 
hospitals and other inpatient facilities for the 
care of the sick are: 


1. Nose and throat secretions and the expired 
air of people with respiratory infections. 

2. Vomitus and feces (feces more than vomi- 
tus, since microorganisms do not flourish well 
in the stomach) 

3. Urine from patients with genitourinary tract 
infections 

4. Discharges from body orifices 

5. Exudates from infected wounds or skin 
lesions 


6. Equipment used in the care of patients with 
infections 

7. Bed linen and personal linen used by pa- 
tients with infections 


Common Vehicles for the Transmission 
of Infection in Health Agencies 


The most common means by which infection 
is spread in health agencies are: 


1. Personal contact. One child with measles, 
for example, may give measles to a whole ward 
of children. A nurse with a cold may give ihe 
cold to all her patients. 

2. Aerial routes. Staphylococcus aureus, 
which has been the cause of so many hospital 
infections, is air-borne. The organisms are often 
transferred by droplet infection from the nose 
and throat passages of carriers; they may also 
travel quickly from one place to another by 
attaching themselves to dust particles in the air. 
Staphylococcus aureus organisms in large quan- 
tity have frequently been found on patients' 
bedding. The nurse must take particular care, 
therefore, when changing the bed linen, not to 
shake sheets and blankets. Used linen should be 
put into a hamper (preferably a closed one) as 
md as possible after removal from the patient's 

ed. 

3. Animals and insects. Rats and mice may be 
a concern in some agencies. They spread Sal- 
monella and Shigella organisms, among others. 
Flies also are well-known carriers of microor- 
ganisms. Windows in a health agency should 
always be screened. This is not usually a prob- 
lem in modern hospitals but may be in a neigh- 
borhood health center or a remote nursing sta- 
tion. 

4. Fornites. Inanimate objects, such as needles 
and syringes, are possible sources of infection 
in health agencies. A number of cases of infec- 
tious hepatitis, for example, have been traced 
directly to contaminated needles or intravenous 
equipment which has been inadequately cleaned 
and sterilized. The use of disposable equipment 
has reduced this hazard, but in agencies where 
needles, syringes, and infusion or drainage sets 
are reused, cleaning and sterilizing standards 
must be scrupulously enforced. 

5. Food and drink. Impure water and contam- 
inated food are known to cause outbreaks of 
such diseases as cholera, typhoid fever, and 
infectious hepatitis. Although regulations to 
safeguard the water supply are stringent in most 
parts of the United States and Canada, there are 
still remote areas where this is a problem. Con- 
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tamination of food by workers who are carriers 
of disease (as, for example, the well-known cases 
of typhoid carriers), is another concern of all 
institutions, hotels, restaurants, and other eating 
places. 

6. Endogenous spread. Spreading of organisms 
from one area of a person’s body to another, as 
from the skin to an open wound, is also com- 
mon. The maintenance of strict aseptic tech- 
nique, is important to prevent the endogenous 
spread of organisms. 


INFECTION CONTROL NEEDS 
THROUGHOUT THE LIFE CYCLE 


Pregnant women are usually tested for gonor- 
rhea, for syphilis, and for immunity to rubella, 
because all three of these communicable dis- 
eases can seriously affect the health of the un- 
born infant. Both rubella (during the first trimes- 
ter) and syphilis cause damage to the fetus in 
utero, the organisms being transmitted via the 
mother's bloodstream to that of the infant. Af- 
tereffects, such as deafness and mental defi- 
ciency, may show up in the infant after birth. 
Gonorrhea is usually picked up by the infant 
during its passage through the birth canal and 
may result in a gonorrheal infection of the eyes 
of the newbam. Drops of silver nitrate are rou- 
tinely placed in the eyes of newborns to prevent 
this infection. During its early stages, the fetus 
provides an excellent medium for the growth of 
many viral agents. These tend to cause wide- 
spread fetal disease that can result in abnormal- 
ities such as missing cells or incomplete devel- 
opment. 

The pregnant woman, then, needs to be pro- 
tected as much as possible from viral infections 
such as colds, influenza, and the like. The 
woman is also highly vulnerable to urinary tract 
infections because of the increased tendency 
toward stasis of urine in the bladder and in- 
creased bacteriuria in pregnancy. If infection 
travels up the urinary tract to the kidneys, it 
may cause high fever and severe systemic reac- 
tions and can start the woman into premature 
labor. 

The neonatal period is probably the most 
dangerous time of life for any individual. Infec- 
tions occur more often at this time than at any 
other age. The newborn produces little or no 
immunoglobulin on its own; its passive immu- 
nity is limited to that which it has received from 
the mother. Newborns are very susceptible to 
gram-negative bacilli (two examples of these are 
the Neisseria gonorrhea organism and the Sal- 
monella group), the group B beta-hemolytic 


streptococci, and Staphylococcus aureus. Th 
are particularly vulnerable, then, to infection 
that may be present in health agencies, suck = 
the nosocomial infections caused by Staph; 
coccus aureus, to infections that may be traz- 
ferred from a sick infant to a well one, as iz 
example dysentery caused by Salmonella. 2. 
to infections that may be harbored by staff, as = 
the case of a person with a developing “s7 
throat." It behooves nursing personnel work: 
in newborn nurseries, then, to be meticulou: - 
their technique and to make sure that they 2 
free from infection themselves in order to proce: 
the infants entrusted to their care. 

Breast milk provides the infant with immu=r 
to many infections (see Chapter 14), but :» 
newborn's inflammatory response is not we 
developed and he localizes infections poa~ 
An infection caused by a contaminated nex: 
may then become a generalized infection raz 
than being localized and walled off at the sœ 

The widespread immunization of infants ax 
children has drastically. reduced the inciden: 
of diseases such as measles, mumps, rubei 
diphtheria, and whooping cough (pertussis . zu 
even tetanus and polio, over the past few ae 
ades. Parents today have not experiencec œ 
tragic epidemics that used to sweep the coz 
and ended in the deaths of so many infants an 
children not too many years ago. Many pesme 
have, as a result, become unconcerned abor: =» 
need for immunization. Yet, children are jus. a 
vulnerable to these diseases today as they wer 
before the vaccines were developed. The murs 
who is counseling young mothers is in ar = 
cellent position to advise on the needed imme 
nizations for children at different ages. Scmem 
ules of recommended immunizations a 
prepared by such organizations as the Comm 
tee on Infectious Diseases of the American .&-ae 
emy of Pediatrics and state and provincie s 
partments of health. These schedules are rerse 
periodically and the recommendations ve 
slightly from one place to another. The nc» 
well advised to consult the current schen 
recommended by her local department of nest 
before advising parents. The recommendec =. 
munization schedule put out by the Oc 
Council of Health in 1977 is shown on pag: =" 

Among the most common infections i-zzz 
develop is the acute respiratory disease—-z 
common cold. The infection may progres: =: 
an inflammation of the bronchioles, ces 
.bronchitis. Inflammation can also block th: e. 
tachian tube, causing an infection in the —i;z 
ear, otitis media. If untreated, the latte- << 
cause significant hearing impairment in è a 
Influenza infections are also common in ‘z= 
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RECOMMENDED IMMUNIZATION SCHEDULE 


a 
Age Be RS BB $332 28 
2 months 
4 months 
6 months 
12 months to 
puberty 
16-18 months 
4-6 years 
(school entry) 
11-12 years 
16-18 years 


(school leaving) 


Combined 
measles, mumps 
and rubella 
vaccine is 
usually 
administered as 
a single 
injection and 
should be given 
as soon as 
possible after 
the first 
birthday. 


Ontario Council of Health, 1977. Reprinted courtesy of Ontario 
Council of Health, 700 Bay Street, Toronto, Ontario, M5G 1Z6. 


Diphtheria and tetanus 
loxoid combined with 
pertussis and purified 
poliomyclitis vaccines 
are usually 
administered in 
combined form (DPT 
Polio). 


from 6 months to 2 years of age. Potential com- 
plications, such as pneumonia and meningitis, 
pose a serious threat to the infant's health. 
Infection is still the second most frequent 
cause of death in young children, and the fourth 
in older children. Young children succumb very 
easily to colds, intestinal infections, and the 
common contagious diseases. Smaller children, 
of course, suffer more quickly from dehydration 
when they have a fever, are not eating well, or 
are losing fluids from the gastrointestinal tract 
with vomiting and diarrhea. Children build up 
their immunity to the common pathogens in 
their environment upon exposure to them. As 
soon as they have started off to a day care center, 
nursery school, or kindergarten, where they have 
more social contacts, they seem to come down 
with one thing after another. The oldest child in 
a family usually catches everything that is going 
around at school and brings it home to his 
younger brothers and sisters, who thus develop 
their immunity at an earlier age. Regular im- 
munization boosters are usually given at age 4 
to 6 years (school entry), at 11 to 12 years, and 
at 16 to 18 years (when leaving school). 
Among the more common infections of child- 
hood, now that the communicable diseases are 
no longer the scourge they once were, are otitis 


media, the streptococcal infections (which can 
cause scarlet fever and lead to rheumatic fever), 
and urinary tract infections (which are usually 
caused by fecal flora and are more common in 
girls than in boys). 

Adolescents are susceptible to all types of 
viral and bacterial infections. Effective immu- 
nization has reduced the number of cases of the 
childhood diseases, so that it is rare for a teen- 
ager to come down with measles, mumps, or 
other contagious diseases these days. Another 
disease that seems to attack adolescents partic- 
ularly is infectious mononucleosis, a viral infec- 
tion that has a low communicability and is 
transmitted by droplet infection. In young adult- 
hood, acute appendicitis is still a commonly 
occurring infection problem. The occurrence of 
viral hepatitis reaches its peak in the 20- to 24- 
year-old group, predominantly among urban 
white males. Among young women, urinary tract 
infections are common. Many young adults de- 
velop immunological disorders such as allergic 
rhinitis (hayfever) and sinusitis, which reach 
their peak incidence in this age group. Eczema 
and asthma are also common, and arthritis be- 
gins to show up as a major problem. 

During the middle years, the viral infections, 
especially those affecting the respiratory tract, 
are common. Most individuals have built up 
sufficient immunity by this stage of their life, 
however, to ward off the more serious compli- 
cations of these infections. Bacterial infections 
are not usually a severe problem, unless the 
individual's defense mechanisms have been 
weakened by other stressors. Alcoholics and 
those who have disorders such as cancer, for 
example, seem to be much more vulnerable to 
infections than most other middle-aged adults. 
Allergies causing hay fever or bronchial asthma 
and drug allergies may emerge or become more 
severe during middle age. 

Among the older age group, the respiratory 
tract is the principal site of serious viral infec- 
tions. Pneumonia is common, and influenza is 
often fatal, particularly if the individual has 
existing cardiopulmonary problems such as 
heart disease or chronic bronchitis. Older people 
are also prone to urinary tract infections, which 
is often related to two factors: Most do not drink 
enough fluids, and there is a general slowing 
down of all bodily processes, with more of a 
tendency toward stasis of urine in the bladder. 
Diminishing skin integrity increases the risk of 
infection for the older person. With aging, there 
is also a decline in the efficiency of a person's 
immune response to infectious agents. Neoplas- 
tic disorders (such as cancer) tend to reduce it 
further. Treatment of disorders by drugs that 
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suppress the immune reaction, as for example 
chemotherapy, which is often used in treating 
cancer, may further impair resistance to infec- 
tion. 


ASSESSMENT 


Every patient in a health agency has a poten- 
tial problem of infection, as does every health 
worker. The nurse must be alert to watch for 
infections in those who are particularly “at 
risk”: (1) the very young; (2) the very old; (3) 
people who are generally debilitated, e.g., mal- 
nourished, tired, or weak; (4) those who have 
not maintained good hygiene practices; and (5) 
those who have been exposed to infectious dis- 
ease. 

From the nursing history and the initial clin- 
ical appraisal, the nurse can obtain information 
about the general health status of the patient, 
i.e., current state of functional abilities and state 
of health at the time of admission to the agency. 
This information is supplemented by data about 
the patient's past and current health problems, 
and the physician's diagnostic and therapeutic 
plans of care, as found in the patient's record. 
Laboratory tests and x-ray reports are also very 
helpful, if they have been done. 

In many health agencies, all new patients 
undergo chest x-rays and serologic tests for 
syphilis. Other laboratory tests may be ordered 
to identify the specific agent causing an infec- 
tion. The nurse must be alert for medical orders 
that place the patient om infection precautionary 
status or that require special handling of urine, 
feces, or other bodily excretions or secretions, 
or of wounds. 

Ultimately, the nurse's observations of the 
patient are of prime importance in identifying 
infections. She watches for signs and symptoms 
of the body's general and local responses to 
invasion. The vital signs—temperature, pulse, 
and respirations—are particularly helpful obser- 
vations in early detection of infection in the 
patient. His complaints of tiredness, headache, 
or loss of appetite, or that he generally is not 
feeling well, are also among the early warning 
signs the nurse should watch for as possible 
indications of a generalized reaction to infection. 
If a patient complains of any of these it is always 
wise to check his temperature, pulse, and res- 
pirations to see if they are elevated. The patient's 
subjective observations and the nurse's objective 
findings are both reported promptly. 

The patient may be able to tell the nurse about 
localized symptoms, too, such as pain, warmth 
in the area, and loss of function. Combined with 


her observations of redness and swelling (she 
may also observe the patient's reactions indicat- 
ing pain, feel the warmth of the area, and observe 
limitation of movement), these would certainlx 
lead her to suspect a localized infection. 

She should also be alert to secretions from the 
nose and throat, coughing, sneezing, or the ex- 
pectoration of sputum by a patient. Exudate: 
from wounds or other breaks in the skin, or from 
any of the body orifices, should also warn he 
of the possibility of infection, as would am 
vomiting or diarrhea. 

The patient and his immunization record am 
usually the best sources of information abo. 
prior exposure to infectious diseases. In som 
agencies, this information is included in ths 
data gathered during the nursing history. If th: 
patient is a child, a very ill adult, or unable 1: 
communicate, the family would be the bes 
source of information on this point. 


COMMON PROBLEMS 


Potential or actual infections are the bas: 
problems in this instance. A known or suspecte: 
infection brings with it additional problem: 
such as control of the spread of infection :: 
other patients, to visitors, and to staff. The pè 
tient who is placed on special precautiona- 
measures because he has, or is suspected v 
have, an infection, will have increased anxie- 
as well as potential problems of sensory depr- 
vation and feelings of isolation. He will no dour 
be worried about the cause of the infectio:. 
about spreading it to other people, about > 
seriousness of the infection, and about what : 
means. He is usually set apart from others phr= 
ically, as, for example, by being placed in : 
private room, or by having his unit demarcate: 
by signs that advise staff, visitors, and oth= 
patients that he is "infected." He has to lea— 
how to prevent the spread of his infection x 
others. The patient's family and other visitor 
need to learn the reason for the precautiona- 
measures and the various other measures the 
need to take to protect themselves and others 


PRIORITIES FOR NURSING ACTION 


If a patient is suspected of having an inie 
tion—that is, if the nurse observes signs = 
localized or general infection in the patient. sr 
reports these promptly to the physician so tia 
appropriate diagnosis and therapy can be inv- 
ated and precautionary measures started. = 
many agencies, as mentioned earlier, the bes: 
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PRINCIPLES RELEVANT TO THE PREVENTION AND CONTROL OF INFECTIONS 


1. Of the many varieties of microorganisms, only a few are true pathogens. 

2. Many microorganisms normally present In the environment and in the body 
are opportunists and will become Infectious agents If given the chance to do so. 

3. The integrity of the skin and mucous membranes Is the body's first line of 
defense against Invasion by infectious agents. 

4. A person's resistance to Infection is lessened when he Is very young or very 
old, when his health status is poor, when hygiene is neglected, and when he has 
not been adequately Immunized against infectious diseases. 

5. Infectious agents may be transported by a number of different routes to a 


susceptible human belng. 


6. The modes of transfer of Infectious agents vary depending on thelr usual 
portal of entry, exit route, and ability to live outside their reservoir. 
7. Some Individuals carry infectious agents but do not themselves show clinical 


signs and symptoms of the Infection. 


B. Infectious agents may be destroyed by sufficient heat, by chemical agents, 


and by other known means. 


nurse has authority to institute these measures 
based on her own judgment, to safeguard other 
patients, visitors, and staff from acquiring the 
infection. Some organisms are particularly vir- 
ulent, and even their suspected presence consti- 
tutes an emergency situation. Bacillus anthracis, 
which causes anthrax, for example, is very vir- 
ulent. A person suspected of having anthrax is 
isolated immediately and the room in which he 
was examined is thoroughly disinfected before 
being used again. 


GOALS FOR NURSING ACTION 


The basic goals of nursing action in regard to 
infection are threefold: 

1. To prevent infection 

2. To control infection 

3. To ensure the patient's comfort, safety, and 
psychosocial well-being when he is placed on 
precautionary measures for infection 


SPECIFIC NURSING INTERVENTIONS 


Cleaning Methods, Disinfection, and 
Sterilization Techniques 


Clean equipment is essential to safe patient 
care. Many hospitals have a central supply de- 
partment where all equipment is cleaned and 
prepared for use. The availability of disposable 
equipment has contributed greatly to patient 
safety and has also lessened the amount of time 


spent by nurses in cleaning and sterilizing 
equipment. In spite of the increasing use of 
disposables and the current practice of employ- 
ing other personnel to clean and prepare equip- 


Many health agencies have separated departments in 
which suppSes and equipment are prepared for use. 
The nurse selects a sterile dressing tray from the central 
supply cart which has been brought to the service room 
of a nursing unit 
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ment and supplies, the nurse is nonetheless well 
advised to be familiar with standard cleaning 
methods and disinfection and sterilization tech- 
niques to ensure the safety of her patients. 


Cleaning Methods. Articles are referred to as 
clean when they are free from disease-producing 
organisms (pathogens). Dirty or contaminated 
materials harbor pathogens. An article is said to 
be sterile when it is free of all microorganisms, 
and unsterile when there are any living orga- 
nisms on it. 

Most utility rooms have a “clean” area and a 
“dirty” area. The clean area is used for the 
storage of sterile and clean supplies and the 
preparation of treatment trays. The dirty area is 
used for washing and cleaning trays and equip- 
ment and for storing used equipment prior to its 
return to the central supply (or other) depart- 
ment. 

A basic cleaning procedure that is applicable 
to most equipment is the following: 


1. Rinse the article in cold water in order to 
remove any organic material. Heat coagulates 
protein and thus tends to make blood and pus 
stick to equipment. 

2. Wash the article in soap and hot water. 
The emulsifying power of the soap, as well as 
its surface action, facilitates the removal of dirt. 
The water helps wash the dirt away. 

3. Cleanse with am abrasive when necessary. 

4. Rinse well with hot water and then dry. 

5. Sterilize or disinfect as necessary. 


A stiff brush helps im cleaning many types of 
equipment; it makes it easier to reach crevices 
and corners. There are specially constructed 
brushes for cleaning the lumina of test tubes, 
tubing, and the like. 


Disinfection and Amiieepsis. Disinfection and 
antisepsis are processes by which disease-in- 
ducing organisms are killed or their growth is 
prevented. A disinfectant is an agent, usually 
chemical, that kills mamy forms of pathogenic 
microorganisms but not necessarily the more 
resistant forms, such as spores. An antiseptic 
prevents the growth and activity of microorga- 
nisms but does not necessarily destroy them. 
Disinfectants are commonly used to destroy 
pathogens on inanimate objects such as scalpels, 
whereas antiseptics are used on people's 
wounds or skin. A substance is also spoken of 
as bactericidal if it kills bacteria and bacterio- 
static if it merely prevents their growth. 

Many disinfectants and antiseptics are avail- 
able commercially. When choosing a disinfec- 
tant, five factors are considered: 


1. The disinfectant should kill the pathogens 
within a reasonable time 

2. The disinfectant should not be readily neu- 
tralized by proteins, soaps, or detergents 

3. The disinfectant should not be harmful to 
the material on which it is to be used 

4. The disinfectant should not be harmful to 
the human skin 

5. The disinfectant should be stable in solu- 
tion 


The choice of the disinfectant for a specific 
purpose is best made after tests have been made 
of their conformity to these criteria. 


Sterilization. Sterilization refers to the killing 
of all forms of bacteria, spores, fungi, and vi- 
ruses. It can be accomplished by heat or chem- 
icals. The autoclave is considered to be the mos: 
effective method of sterilizing hospital supplies. 
Generally, it is thought that steam at a pressure 
15 to 17 pounds per square inch and at a ter- 
perature of 250 to 254°F (121 to 123°C) for 3t 
minutes is effective in sterilizing supplies. Prio: 
to autoclaving, the equipment to be sterilized is 
washed and wrapped in such a way that it wii 
remain protected after it is removed from the 
autoclave. A piece of autoclave tape, whicr 
indicates when the sterilization is completed, is 
often put on a package before it is sterilizec 
One type of tape has white lines that turn dan 
during the process to indicate that the equir- 
ment has been sterilized. Glass indicators ar: 
also available for this purpose. A chemical ir- 
side the glass changes color upon autoclaving. 
When the nurse loads the autoclave for ster- 
lization certain guides are best followed: 


1. Place equipment in the autoclave in suc 
a manner that steam circulates freely aroun- 
each item 

2. Turn bowls and other vessels on their sides 
so that water will not collect in them 

3. Separate rubber surfaces so that they wi: 
not stick together as a result of the extreme hez 

4. Check to be sure that the autoclave is sz 
to sterilize the specific equipment 


Boiling is another method of rendering article: 
free of microorganisms. It is believed that boilizz 
for 10 to 20 minutes will destroy all pathogez: 
with the exception of spores and the virus = 
infectious hepatitis. The article to be sterilizer 
must be completely submerged in water duri 
the entire time, the boiling time being countes 
after the water comes to a full boil. 

Dry heat’ is sometimes used **o sterilize suz- 
plies. Heating most objects for two hours z 
340°F (171°C) has been found to be effective i= 
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sterilization, but petrolatum and oils require a 
higher temperature or more prolonged exposure 
to heat. In the home, an oven can be used to 
sterilize materials. 

Chemical sterilization necessitates the sub- 
merging of the object in a sterilizing solution for 
a specified period of time. Many pharmaceutical 
preparations are available for this purpose; the 
choice depends upon the article to be sterilized 
and the kind of microorganism present. The 
object is soaked for the specified time before it 
is considered sterile. 

Gas sterilization with ethylene oxide has also 
been found effective in many situations. Accord- 
ing to research reports, all microorganisms sub- 
jected to a temperature above 110°F (43.3°C), a 
relatively high humidity, and a concentration of 
ethylene oxide of 440 mg. per liter have been 
destroyed. Ethylene oxide sterilization has been 
widely used for plastics, rubber, and fabrics. Its 
effectiveness, however, is reduced in the pres- 
ence of biological products such as blood. The 
Environmental Protection Agency in the United 
States has been considering banning the use of 
ethylene oxide because it is a very toxic sub- 
stance. 

Exposure of articles to direct sunlight for a 
period of 6 to 8 hours is also considered an 
effective method of disinfection. It may be used 
in some areas for articles that are difficult to 
disinfect by other means—as, for example, rub- 
ber drawsheets. 


Asepsis 


The term asepsis refers to the absence of all 
disease-producing organisms. Both medical and 
surgical asepsis are practiced in patient care. 
Medical asepsis comprises those practices that 
are carried out in order to keep microorganisms 
within a given area. For example, if a patient 
has active tuberculosis, the patient and any 
articles with which he has had contact are con- 
sidered to be contaminated with Mycobacterium 
tuberculosis and are therefore able to pass on 
the infection. In medical aseptic practices mi- 
croorganisms are kept within a well-defined 
area, and any articles or materials removed from 
this area are immediately rendered free of bac- 
teria so that they cannot transfer the infection. 

Surgical asepsis refers to practices carried out 
in order to keep an area free of organisms. It is 
just the opposite of medical asep:is in that 
surgical aseptic practices are designed to keep 
organisms out oj a defined area. Thus, an oper- 
ative wound is kept surgically aseptic. 


Handwashing 


Handwashing is an important measure in pre- 
venting the spread of microorganisms. Good 
aseptic technique involves limiting the transfer 
of organisms from one person to another. The 
nurse's hands should be washed before and after 
contact with a patient. The "before" wash is to 
avoid carrying microorganisms to the patient 
from someone or something else. The “after” 
wash is to minimize the spread of microorga- 
nisms to other people, particularly other pa- 
tients. A 15-second (or longer) wash is suggested 
by the Centers for Disease Control before and 
after routine nursing care. In handwashing, both 
mechanical and chemical means are used to 
remove and destroy organisms. The running 
water mechanically washes away organisms, 
while soaps emulsify foreign matter and lower 
surface tension, thus facilitating the removal of 
oils, greases, and dirt. 

For cleansing after contact with a person or 
an object such as a sputum cup, which harbors 
pathogenic organisms, it is recommended that a 
longer wash be done with an alkaline detergent 
or a bar of ordinary soap. In surgical asepsis, 
handwashing is indicated prior to working with 
sterile equipment in order to render the hands 
as free as possible from bacteria. In either med- 
ical or surgical asepsis it is advantageous to 
wash one's bands at a deep sink where the water 
can be regulated by a foot or leg control. One 
procedure for the handwash is as follows: 


1. Roll up sleeves above elbows and remove 

watch. 

2. Clean the fingernails as necessary. Dispos- 

able sticks are often provided for this purpose. 

3. Wash hands and arms to the elbow thor- 

oughly with soap and warm water. Wash in 
continuously running water, using a rotary mo- 
tion and taking care to clean the interdigital 
spaces. 

a. In surgical asepsis, always hold the hands 
higher than the elbows so that water will 
flow from the cleanest to the dirtiest area. 
A surgical scrub brush is sometimes used, 
although the danger of creating abrasions 
on the skin needs to be considered. 

b. In medical asepsis, hold hands lower than 
the elbows while washing in order to pre- 
vent microorganisms from contaminating 
the arms. 

4. Rinse hands and arms, allowing water to 

flow freely. 

5. Repeat steps 3 and 4. 

6. Dry hands thoroughly; with paper towels or 

a fresh clean towel. Many agencies now use hot 


562 MEETING BASIC NEEDS 


ill 
J 


vH 


surgical asepsis handwash so that the water will flow 
from the hands to the elbows, Le., from the cleanest to 
the dirtiest areas. 


air hand driers, which eliminates the use of 
paper or cloth towels. During the drying process 
the hands and arms are held higher than the 
elbows, whichever method of drying is used. 


When washing her hands, the nurse should 
take precautions to protect her uniform from 
getting wet. She should stand so that her uni- 
form does not touch the wash basin and should 
hold her hands and arms away from her body 
when she is drying them. For turning off water 
at a sink that does not have foot or leg controls, 
a dry towel is used to handle the taps; they are 
considered grossly contaminated. The basin is 
considered contaminated also. If a break in tech- 
nique occurs—for example, if the nurse acciden- 
tally touches the side of the basin during or after 
the handwash—the wash should be repeated 
from the beginning. It is important that the nurse 
keep the skin on her hands in good condition. 
Hand lotions or creams should be used fre- 
quently. 

In caring for patients with some infections, it 
is often advisable to wear rubber gloves in han- 


The taps are considered grossly contaminated; thee 
fore, most sinks in health agencies are equipped wr 
foot or leg controls to tum off the water after re 
handwash. 


dling excreta or in giving direct care. Tz 
method of putting on sterile gloves is discuss 
in Chapter 27. 


Masking 


Masks are used in a variety of situations. Tz- 
general purpose is to limit the spread of mic 


Masks are worn to filter both inspired and expirec a 
(From Wood, L. A., and Rambo, B. J., eds.: Nursing Si: 
for Allied Health Services. 2nd ed. Vol. 3. Philadetpr 
W. B. Saunders Co., 1980.) 
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When taking off a contaminated 
gown that is to be discarded, the 
nurse keeps her "dirty" hands and 
the contaminated side of the gown 
away from her. 


organisms. Putting a mask over one's mouth and 
nose serves to filter both inspired and expired 
air. In some situations visitors and patients wear 
masks—for example, to protect an open wound. 
Masks may be made of cotton, gauze, or glass 
fiber, although disposable paper masks, are in- 
- creasingly being used. Generally a mask should 
be worn only once, then discarded. It is a vio- 
lation of technique to hang a mask around one's 
neck when it is not in use. Masks are changed 


When reusing a contaminated gown, the nurse slips 
her clean hands inside without contaminating herself 
with the gown. 


l 


when they become wet, since moisture facili- 
tates the passage of bacteria through the mask. 

In surgical asepsis, masks are generally worn 
by personnel to keep equipment sterile or a 
wound free from microorganisms. It is inadvi- 
sable to cough or to sneeze while masked, and 
one talks only when necessary. Although the 
mask acts as a barrier, bacteria can escape 
around the sides of the mask and through the 
material itself, particularly during forceful res- 
pirations. Masks should be changed frequently. 
Although the length of time a mask is effective 
has not been precisely determined, it is recom- 
mended that it be worn no longer than 20 min- 
utes. 

When doing dressings or other treatments for 
a number of patients, the nurse should don a 
new mask each time she begins to treat a differ- 
ent patient 

Policies on the use of masks in medical asepsis 
vary from place to place. It is sometimes indi- 
cated for hospital personnel to wear masks in 
order to protect themselves from the pathogenic 
organisms of patients. 


Gowning 


Gowning is indicated if there is any possibility 
that the nurse may contaminate her uniform 
while she is attending a patient with an infec- 
tion. The gown is long enough to cover a dress 
completely or a pantsuit to below the knees. 
Generally it is not worn outside the boundaries 
of the patient’s unit. 

The simplest and safest practice is to use a 
clean gown each time it is necessary to protect 
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one's uniform. When the gown is *aken off it is 
discarded in a container within the patient's 
unit. Care is taken that the outside of the gown, 
which is contaminated, does not touch the 
nurse's uniform. The nurse washes after she has 
discarded her gown. 

If it is not possible to use a clean gown each 
time, then the nurse removes the gown after she 
has washed. When she takes it off she hangs it 
in such a way that the clean side is protected 
from contamination and the gown can be safely 
and easily put on later. The neck ties are kept 
against the clean side so that they do not become 
contaminated. The next time the nurse uses this 
gown, she picks it up by the clean side and ties 
the neck ties before she contaminates her hands 
on the outer side of the gown. 

For visitors’ use, many agencies now provide 
disposable gowns. These are used once and 
thrown away. 


Infection Precautions 


In situations in which the presence of patho- 
gens is suspected or has been proved, medical 
aseptic practices are observed in order to control 
their spread and contribute to their destruction. 
Such medical aseptic practices are called infec- 
tion precautions. The very word “isolation” de- 
scribes what can happen to a patient who has 
an infection. It has been observed that hospital 
personnel and other patients tend to actually 
isolate such patients, who then become lonely 
and feel that they are nuisances. In many in- 
stances the words “dirty,” “contaminated,” and 
"isolated" have a moral significance for the 
patient, causing him to feel unworthy and un- 
accepted. Patients for whom barrier technique 
is necessary should not be psychologically iso- 
lated from others; indeed, physical isolation is 
often unnecessary when proper precautions are 
taken. The importance of explanations and sup- 
port is paramount for these patients; conse- 
quently, the nurse needs to understand both her 
own attitudes and the practices that contribute 
to her own safety and that of the patient. The 
exact technique employed in a particular situa- 
tion depends upon the portal of exit, the method 
of transfer, and the portal of entry of the partic- 
ular pathogen (see Chapter 27). 

Terms you may hear used in connection with 
infection precautions are barrier technique and 
reverse barrier technique. In barrier technique, 
mechanical barriers are established to confine 
the organisms within a given area. The bound- 
aries in a hospital or at home can be the patient's 
unit or a single room, but all equipment within 


the designated area is considered contaminat=: 
Barrier technique has the psychological adv= 
tage of reminding people of the existence of =- 
pathogenic organisms and the physical adv= 
tage of a separate room, which decreases 2 
transfer of organisms by air. 

In reverse barrier technique, the patien: . 
protected from pathogens in the environme- 
Instead of keeping pathogens within a defin 
area, as in barrier technique, the organisms = 
kept outside the defined area. This is done iz 
variety of ways, one of which is to place a plas-: 
enclosure around the patient. All air reack= 
the patient is filtered, and all equipment enter=. 
the enclosed area is free of pathogens. Revers 
barrier technique is used for patients who = 
particularly susceptible to infections, for exar: 
ple, people who have severe burns or leukemx 
Since these patients do not have normal ress. 
ance to pathogenic microorganisms, they a- 
protected within barriers that permit an asepa 
environment to be established. 


Care of Equipment and Supplies. The incree- 
ing use of disposable equipment and supphe 
has simplified the practice of barrier technique 
The wide range of disposables currently ava: 
able includes dishes, cutlery, medicine cuz 
syringes, needles, treatment trays, gloves, inze 
venous sets, drainage sets, bedpans, and bedpa 
covers. When these articles are used for a pati 
who requires barrier-technique nursing, concir 
rent disinfection is considerably easier. Tbe 
are still some aspects of patient care, howev= 
for which disposables are not applicable. De 
posables are also costly and may not be usec - 
all situations. The nurse should, therefore. » 
familiar with measures that may be used - 
concurrent and terminal disinfection to con 
the spread of microorganisms. : 

Concurrent disinfection refers to the ongona 
measures taken to control the spread of infecti. 
while the patient is considered. infectious. Paz 
ogenic organisms are destroyed continue: 
while the patient requires barrier technique 
Measures for concurrent disinfection are + 
tailed later in this section. Terminal disinfect: x 
comprises those measures that destroy patè- 
genic organisms after a patient leaves an exe= 
ining room or a hospital or when he no lonze 
requires barrier technique. In terminal disinf= 
tion all equipment within the patient's room : 
rendered free of pathogenic organisms by appr:- 
priate means; for example, the walls and flac 
are washed With a disinfectant, and liner + 
wrapped and sent to the laundry to be dis-- 
fected. If the patient is to remain in the hospi 
he usually takes a shower and then goes - 
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another bed unit with clean equipment. The tub 
or shower is also cleaned with a disinfectant 
after use. 


Equipment. All equipment used for a patient 
who has an infectiori is rendered clean imme- 
diately after it is taken from the patient's unit. 
Equipment such as glass medicine containers, 
artery forceps, and stainless steel bowls can be 
autoclaved and thus rendered safe easily and 
quickly. Many hospitals place such equipment 
in two heavy paper bags in such a way that the 
outer bag remains clean. The bag is marked 
"infectious" and is then autoclaved. If equip- 
ment is wet the inner bag should be made of 
waxed paper in order to contain the moisture 
and the organisms. 

If equipment cannot be rendered safe by au- 
toclaving, it can be exposed to ultraviolet light 
or soaked in or wiped with a disinfectant solu- 
tion. Gas sterilization may also be used for some 
articles. The exact method depends upon the 
organism of infection and the type of equipment 
available. 


Laundry. Linen bags are generally placed in 
“the patient's unit to hold contaminated linen. 
When linen has accumulated in the bag, a des- 
ignated person brings in a clean linen bag, and 
the contaminated bag is placed in it carefully in 


In many agencies contaminated equipment is placed 
in two heavy paper bags in such a way that the outer 
bag remains clean. 


Concurrent disinfection includes the safe disposal of 
contaminated linen. These nurses are using a "double 
bagging" technique for the linen which has been taken 
from the patient's room. 


order to avoid contaminating the outside of the 
clean bag. tm this way the linen can be trans- 
ported without danger of contaminating other 
personnel sr equipment. The outer bag is 
marked "infectious." 

The washing methods used in most hospital 
laundries render most contaminated materials 
clean. If if is necessary to take special precau- 
tions, as with spore-forming bacteria, linen is 
usually autoclaved prior to laundering. 


Dishes. After a patient who has an infection- 
has eaten, his dishes are removed to the bath- 
room, where the uneaten foods and fluids are 
disposed of {in the same manner as excreta; see 
following section); the dishes are then either 
replaced on the tray and taken to the dishwasher 
or they are doubled-bagged and autoclaved prior 
to washing. Many health agencies have auto- 
matic dishwashers that render dishes free of 
pathogens. 

If an autoclave or dishwasher is not available, 
dishes can be boiled after they have been rinsed 
or they can be soaked in a disinfectant solution. 
The latter method is the least desirable, because 
of the difficulty of immersing the dishes com- 
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pletely and because of the errors that can occur, 
For example, organic material left on dishes can 
protect pathogens sufficiently for them to remain 
active after the normal soaking time. 


Disposal of Excreta. Most contaminated ex- 
creta can be safely disposed of in the general 
sewage, where it is subsequently rendered harm- 
less by the sewage treatment facilities of the 
community. In areas where the treatment of 
sewage is not considered satisfactory for a par- 
ticular infectious organism, excreta must be ren- 
dered safe before disposal into the sewage sys- 
tem. One method of doing this is to treat the 
excreta with a prescribed disinfectant, such as 
chloride of lime, for the time necessary to de- 
stroy the pathogens. 


Patient Teaching in Infection Precautions. Pa- 
tients for whom infection precautions are being 
maintained have specis! needs for emotional 
support. They are frequently physically isolated 
from other patients, and the hospital staff tends 
to ignore them, to "leave them until the last." 
Some patients atfach s moral significance to 
their disease: they feel unworthy and think they 
are creating extra work for the nurse. If a nurse 
hesitates im full view of the patient before she 
enters his room and if she puts on a gown 
reluctantly or ss f it is a bothersome duty, she 
will only enhance his feeling of unworthiness 
and lowered self-esteem. 

Often a patient will want some recreational 
activity. Such activities should be designed so 
that they do not interfere with barrier technique, 
yet still meet the patient's needs. Materials such 


as Magazines or woodcraft sets can be made saiz 
after they are removed from the contaminatec 
area. Magazines can usually be destroyed, anc 
wood can be sterilized. With a little ingenuis 
the nurse can usually provide materials that ca- 
be either destroyed or sterilized after they hav: 
been used. 

The explanations provided to a patient wk: 
requires infection precautions are crucial to h-: 
care. Most people want to participate in thev 
own therapy; moreover, the success of medice 
asepsis is largely dependent upon the patien: : 
willingness to help. The nurse is guided in h= 
explanations by the needs of the patient :: 
understand the reason for the various preca.- 
tionary measures, the possible causes of tb: 
infection, what it means in terms of his heal 
problem, and how he can help in measures :: 
protect himself from further infection and :: 
help prevent others from acquiring it. Tt- 
spread of pathogens from the respiratory tract = 
patients is thought to be best controlled = 
teaching safe hygiene practices, which inclus- 
frequent handwashing under running water. + 
patient with a pulmonary infection is taught :: 
use several thicknesses of paper handkerchief -. 
cover his nose and mouth when he sneezes :: 
coughs. Also, covered, waterproof containers a- 
provided for sputum. Facilities are also mac- 
available for the adequate disposal of pape 
handkerchiefs and sputum containers after the- 
have been used. 

The nurse needs to understand what an infe: 
tion means to the patient. Frequently a patie- 
acquires an infection as a complication of a= 
other disorder after admission to the hospita. 
Such a complication means a lengthened hae 


Patients for whom barrier technique + 
required need an explanation of me 
various measures Involved. . 
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pital stay, increased financial cost, and perhaps 
a real threat to lif&. Some patients react to these 
stresses with aggression and hostility directed 
toward the hospital in general or perhaps toward 
the nursing staff and the doctors. The nurse can 
offer support by providing an accepting environ- 
ment in which the patient feels free to work 
through his feelings. She can also instruct pa- 
tients in the possible sources of infections. For 
example, some people acquire infections be- 
cause of the manner in which they carry out 
their daily activities, and some find it difficult 
to see how faulty hygienic practices could be 
contributing factors. 

The patient with an infection or a communi- 
cable disease usually has other problems requir- 
ing nursing intervention. Many of these, for 
example, those associated with fever and 
wounds, are discussed in other chapters in this 
text. 


PLANNING AND EVALUATING 
NURSING INTERVENTIONS 


The prevention of infection is an integral com- 
ponent of the planning and implementation of 
all nursing action, whether directly or indirectly 
concerned with patient care. Adherence to good 
standards of cleaning and to tested methods of 
disinfection and sterilization is vital to the pre- 
vention and control of infection in a health 
agency. Adequate handwashing before and after 
giving patient care to each patient is perhaps 
the most important means of preventing the 
spread of infection from one patient to another. 
Combined with strict adherence to good tech- 
nique and good housekeeping practices, agency- 
based infections (and all others) can be kept to 
a minimum, if not completely eliminated. 

When patients have a known infection or one 
is suspected, appropriate precautionary meas- 
ures are initiated. The specific precautions taken 
depend on the nature of the infection, the portal 
of entry of the infectious agent, its exit route 
from the body, and its mode of transfer. Full 
barrier technique may be indicated in some 
cases; in others, precautions with respect to 
some aspects of care (as, for example, skin and 
wound care or care with regard to excreta) may 
be indicated. The United States Centers for Dis- 
ease Control have developed a set of recom- 
mended precautions for hospital use in the care 
of patients with specific diseases or conditions. 
These are shown on pages 568—569. Many hos- 
pitals are now using these recommendations as 
guidelines. However, the specific precautions 
taken tend to vary according to the policies of 


the agency, and the nurse needs to be aware of 
those of the agency in which she is working. 

A planned teaching program for the patient, 
his family, and other visitors is incorporated 
into the nursing care plan of all patients who 
are placed on precautionary measures for infec- 
tions. Evaluation of the effectiveness of the 
teaching program lies in the acceptance by pa- 
tient, his family, and other visitors of the need 
for these precautions, and their understanding 
of these through their demonstrated careful 
maintenance of the techniques and procedures 
recommended. 

Some questions the nurse might ask herself to 
evaluate the effectiveness of her teaching are: 


1. Is the technique keeping the organisms 
within defined areas? How would you know? 

2. Are other people in the environment free 
of the infection? 

3. Does the patient have the knowledge and 
skills he requires to prevent the spread of his 
infection and to participate actively in his care 
insofar as he is able? 

4. Does he have misconceptions about his 
infection? 

5. Does the patient indicate in any way that 
he feels isolated? For example, does he complain 
verbally or show signs of depression? 

6. Does he have the contact he wishes with 
his family, hospital personnel, and other pa- 
tients without endangering their health? 

7. Does he get exercise adequate to meet his 
needs? 

8. Does he demonstrate an active interest in 
and is he encouraged to participate in his care 
insofar as he is able? 

9. Does he have diversionary materials that 
interest him? 

10. Do the people in the environment know 
and take the appropriate precautions to prevent 
their infection? 


Evaluation of the effectiveness of nursing in- 
tervention is also measured by absence of the 
infection in other patients, in visitors, and in 
staff. Many agencies have an infection commit- 
tee who keep a record of infections in patients 
in the agency. It is only through the accurate 
recording and maintenance of statistical records 
over a period of time that the effectiveness of 
infection control can be evaluated. Nurses must 
report signs of infection in a patient promptly. 
In some agencies nurses must complete an un- 
usual occurrence form on every patient with an 
infection to facilitate the investigation and fol- 
low-up of cases, to evaluate the effectiveness of 
current practices, and to institute new measures 
as needed to prevent and control infection. 
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STRICT ISOLATION 


Strict Isolation Precautions 


Visitors—Report to Nurses' Station 
Before Entering Room 


1. Private Room—necessary; 
door must be kept closed. 
. Gowns— must be worn by all persons entering room. 
. Masks— must be worn by all persons entering room. 
. Hands—must be washed on entering and leaving 
room. 

5. Gloves—must be worn by all persons entering room. 
6. Other articles—must be discarded, or wrapped before 
being sent to Central Supply for disinfection or 

sterilization. 


pwn 


Diseases Requiring Strict Isolation* 


Anthrax, inhalation 

Burn wound, major, infected with Staphylococcus aurea 
or group A streptococcus 

Congenital rubella syndrome 

Diphtheria (pharyngeal or cutaneous) 

Disseminated neonatal Herpesvirus hominis (herpes 
simplex) 

Herpes zoster, disseminated 

Lassa fever 

Marburg virus disease 

Plague, pneumonic ' 

Pneumonia, Staphylococcus aureus or group A 
streptococcus 

Rabies 

Skin infection, major, infected with Staphylococcus 
aureus or Group A streptococcus 

Smallpox 

Vaccinia (generalized, progressive or eczema vaccinatur 

Varicella (chickenpox) 


RESPIRATORY ISOLATION 


Respiratery Iselation Precautions 


Visitors—Report to Nurses’ Station 
Before Entering Room 


1. Private Room—necessary; 
' door must be kept closed. 

2. Gowns— not necessary. 

3. Masks—must be worn by any person entering room 
unless that person is not susceptible to the disease. 

4. Hands—must be washed on entering and leaving 
room. 

5. Gloves—not necessary. 

6. Other articles—those contaminated with secretions 
must be disinfected 


Diseases Requiring Respiratory Isolation* 


Measles (rubeola) 

Meningococcal meningitis 

Meningococcemia 

Mumps 

Pertussis (whooping cough) 

Rubella (German measles) 

Tuberculosis, pulmonary (including tuberculosis of ti» 
respiratory tract) —suspected or sputum-positive 
(smear) 


ENTERIC PRECAUTIONS 


Enteric Precautions 


Visitors—Report to Nurses’ Station 
Before Entering Room 


1. Private Room—necessary for children only. 

2. Gowns—must be worn by all persons having direct 
contact with patient. 

3. Masks—not necessary. 

4. Hands—must be washed an entering and leaving 
room. 

5. Gloves—must be worn by all persons having direct 
contact with patient or with articles contaminated 
wit’ fecal material. 

6. Other articles—special precautions necessary for 
articles contaminated with urine and feces. Articles 
rust be disinfected or discarded. 


Diseses Requiring Enteric Precautions* 


Cholera 
Diarrhea, when acute, with suspected infectious etiaime 
Enterocolitis, staphylococcal 
Gastroenteritis caused by 
Enteropathogenic or enterotoxic Escherichia coli 
Salmonella species 
Shigella species 
Yersinia enterocolitica 
Hepatitis, viral, type A, B, or unspecified 
Typhoid fever (Salmonella typhi) 


*See Isolation Techniques for Use in Hospitals for details and recommended duration of isolation. 
Source: Center for Disease Control, U.S. Dept. of Health. Education, and Welfare, Isolation Techniques for Use x 
Hospitals, 2nd ed., Washington, D.C., 1975. 
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PROTECTIVE ISOLATION 


Protective Isolation Precautions 


Visitors—Report to Nurses’ Station 
Before Entering Room 


1. Private Room—necessary; 
door must be kept closed. 

2. Gowns—must be worn by all persons entering room. 

3. Masks—must be worn by all persons entering room. 

4. Hands—must be washed on entering and leaving 
room. 

5. Gloves—must be worn by all persons having direct 
contact with patient. 

6. Other articles—see manual text. 


Conditions That May Require Protective 
Isolation* 

Agranulocytosis 

Dermatitis: noninfected vesicular, bullous, or eczematous 
disease when severe and extensive 

Extensive, noninfected burns in certain patients 

Lymphomas and leukemia in certain patients (especially 
in the late stages of Hodgkin’s disease and acute 
leukemia) 


WOUND AND SKIN PRECAUTIONS 


Wound and Skin Precautions 


Visitors—Report to Nurses’ Station 
Before Entering Room 


1. Private Room—desirable. 

2. Gowns—must be worn by all persons having direct 
contact with patient. 

3. Masks— not necessary except during dressing changes. 

4. Hands—must be washed on entering and leaving 
room. 

5. Gloves— must be worn by all persons having direct 
contact with infected area. 

6. Other articles—special precautions necessary for 
instruments, dressing and linen. 

NOTE: See manual for special techniques when changing 

dressings. 


Cenditions Requiring Wound and Skin 
Precautions* 

Burns that are infected, except those infected with 
Staphylococcus aureus or group A streptococcus that 
are not cowered or not adequately contained by 
dressings (see Strict Isolation) 

Gas gangrene (due to Clostridium perfringens) 

Herpes zoster, localized 

Melioidosis, extrapulmonary with draining sinuses 

Plague, bubonic 

Fuerat sepsis—group A streptococcus, vaginal 

i 

Wound and skin infections that are not covered by 
dressings or that have copious purulent drainage that is 
not contained by dressings, except those infected with 
Staphylococcus aureus or group A streptococcus, 
which require Strict Isolation 

Wound and skin infections that are covered by dressings 
and the discharge is adequately contained, including 
those infected with Staphylococcus aureus or group A 
streptococcus. Minor wound infections, such as stitch 
abscesses, need only Secretion Precautions 


*See Isolation Techniques for Use in Hospitals for details and recommended duration of isolation. 
Source: Center for Disease Control, U.S. Dept. of Health, Education, and Welfare, Isolation Techniques for Use in 


Hospitals, 2nd ed., Washington, D.C., 1975. 5 


570 MEETING BASIC NEEDS 


GUIDE TO ASSESSING THE PATIENT FOR EXISTING AND 
POTENTIAL PROBLEMS OF INFECTION 


1. 


Is the patient very young? very old? malnourished? tired? weak? genere- 
debilitated? 


. Is there evidence that he has maintained good hygiene practices? Does he nee 


help to maintain them now? 


. Does he have any breaks in the skin or observable mucous membranes? Does :x 


have lesions on the skin? Has he had wounds of any sort? Is he going to have. + 
has he had, surgery? 


. Has he been exposed to any infectious diseases? 


. Has he been immunized against communicable disease? If so, what immunizatix 


has he had and when were they done? 


. Does he have a health problem(s) or has he had one that reveals a history = 


infection, causes a present infection, or would make the person more susceptine 
to infection? 


. Have diagnostic tests for any infectious agents been done? If so, what do zx 


reports indicate? 


8. Is the patient showing generalized signs of infection? signs of inflammation? 


9. Is the patient coughing, sneezing, or bringing up sputum? Are there secretion 


10. 
11. 


12. 


13. 


14. 


15. 


from his nose and mouth? 
Are there exudates from wound or skin lesions? from any of the body orifices’ 


E the patient is on precautionary measures for infection, why have these bez 
ardered? What types of precautions are being taken? 


Has the causative agent been identified? If so, what are its usual portal of en 
mode of spread, and exit route? 


What special precautions are indicated to prevent the spread of the patiec 
i ion? 


If the patient is on infection precautions, what knowledge and skills does he n= 
to protect himself and others? 


What measures can you take to minimize his anxiety and prevent sensy 
deprivation and feelings of isolation? 


STUDY SITUATION 


Mrs. R. Jackson is admitted to a hospital for an operation to remove an ulcer on ze 
left leg. Three days after her surgery, Mrs. Jackson's wound appears reddened and z= 
a purulent discharge. A wound culture has been ordered to identify the infec 
organism. Infection precautions are being taken. 


Mrs. Jackson, who is 54 years old, is in a room that has four beds and a shz 


bathroom. Her physician suggests that she move to a private room on the same for 
where she will have her own bathroom. 


1. What specific precautions should be taken? 


2. What factors would you consider prior to explaining these precautions to =- 
patient? 
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What should you include in your suggestion to Mrs. Jackson that she move to a 


3. 
single room? 

4. Why might she not want to move? 

5. Why would it be advantageous for the patient to move? 

6. The infecting organism is found to be Staphylococcus aureus. What do you need 
to know about this organism in order to establish a safe environment? 

7. Mrs. Jackson's wound is dressed at least twice a day. After this measure what is 
done with the (a) old dressing, (b) linen drapes, (c) artery forceps, and (d) unused 
disinfectant? 

8. 


“The safety of an environment is related to the number of pathogenic organisms 
in it." What measures in medical asepsis are based on this principle? 


571 


SUGGESTED READINGS 


Brandt, S. L., and Benner, P.: Infection Control in 
Hospitals. What Are the Challenges. American 
Journal of Nursing, 80(3):432—434, March, 1980. 

Can Handwashing Practices Be Changed? American 
Journal of Nursing, 80(1):80, January, 1980. 

Castle, M.: Isolation: Precise Procedure for Better 

' Protection. Nursing '75, 5(5):50—57, May, 1975. 

Jacob, 5. W., et al.: Structure and Function in Man. 
5th ed. Philadelphia, W. B. Saunders Company, 
1982, Chapter 12. 

Mackey, C. L., and Hopefl, A. W.: Keeping Infections 
Down When Risks Go Up. Nursing '80, 
10(8):17-21, June, 1980. 


Meth, I. M.: Electrical Safety in the Hospital. Arner- 
ican Journal of Nursing, 80(7):1344—1348, July, 
1980. 

Nadolny, M. D.: Infection Control in Hospitals. What 
Does the Infection Control Nurse Do? American 
Journal of Nursing, 80(3):430—431, March, 1980. 

Pilgrim, M. C.: Are You Infecting Your Patients? 
Journal of Practical Nursing, 31:18-21, April, 
1981. 

Selekman, J.: Immunization: What's It All About? 
American Journal of Nursing, 80(8):1440—1441, 
August, 1980. 


Introduction 

Types of Surgical 
Intervention 

Effects of Surgery on Basic 
Needs 

The Process of Healing 

Factors Affecting an 


Individual's Ability to Cope 


with Surgery 

Common Problems 

Assessment 

Priorities for Nursing Action 

Principles Relevant to Pre- 
and Postoperative Care 

Specific Nursing Measures 

Principles Relevant to the 
Care of Wounds 

Planning and Evaluating 
Nursing Interventions 

Guide to Assessing the 
Surgical Patient 

Guide to Assessing Wound 
Healing 

Study Situation 

Eee TF 

References 


a. 


572 


The Nurse Should Be Able to: 


Explain how surgery affects an individual's basic needs 

Describe the process of wound healing 

Identify factors making surgery more hazardous for a specii 
individual, both generally and in regard to wound healing 


e Identify common problems that the surgical patient may encor 


ter 
Identify situations in the pre- or postoperative care of patie— 
that require prompt medical or nursing intervention 


e Take appropriate action in these situations 


Utilize relevant principles in the care of the surgical patient p 
and postoperatively 
Demonstrate beginning skill in carrying out the following interve- 
tions: 
Immediate preoperative care 
Preparation of the skin for surgery 
Immediate postoperative care 
Continuing postoperative Care 
Changing a sterile dressing 
Applying binders 
Bandaging specific areas of the body 
Accurately document her observations of the surgical patient ac 
specific interventions she has carried out in his care 
Evaluate the effectiveness of her nursing interventions 


PRE- AND 


POSTOPERATIVE CARE 


INTRODUCTION 


In the early 1800's wound infection was so 
common that as many as 80 per cent of all 
wounds became septic. Surgery was hazardous, 
and limited to measures that were essential to 
saving a person's life, such as setting a broken 
bone, removing gunshot from the flesh, or am- 
putating a smashed limb, and to minor proce- 
dures such as removing an aching tooth, incising 
an abscess, or draining an infected wound. A 
lack of cleanliness in carrying out procedures 
and in dressing wounds was a major factor in 
the high rate of infection. The nineteenth cen- 
tury was noted for developments in cleanliness, 
such as the use of disinfectants and aseptic 
techniques, that rendered surgery a less hazard- 
ous undertaking. Today, we are still refining the 
procedures, although the safety factor has been 
reinforced by the use of chemotherapeutic 
agents and antibiotics. The utilization of dispos- 
able materials, better procedures for sterilization 
of equipment, and cleaner and better-ventilated 
operating theatres have all contributed to mak- 
ing postsurgical infection rare today. There are 
still the dangers, though, with our present heavy 
reliance on antibiotics, that techniques will be 
relaxed and that antibiotic-resistant strains of 
bacteria will develop, causing us to be faced 
once again with massive problems of infection. 

The calamitous outbreak of Staphylococcus 
aureus infections that spread through hospitals 
during the 1960's was a forceful reminder that 
standards of cleanliness and good technique 
must be maintained at all times in carrying out 
surgical procedures.’ 

Most health agencies now have an infection 
control committee, and a committee that reviews 
surgical operations conducted in the agency to 
develop and maintain rigorous standards in its 
operating rooms and on nursing units that pro- 
vide pre- and postoperative care for patients. 
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Each agency has its own specific procedures on 
measures to be included in preoperative teach- 
ing and postoperative follow-through, in prepa- 
ration of the skin for surgery, on measures to be 
taken immediately before the patient goes to the 
operating room and after the patient's return to 
his nursing unit. 

Possibly no other single aspect of health care 
has elicited so much controversy over the years 
as the best method to care for wounds. Although 
the process of wound healing has been well 
known and well documented in the literature 
for many years, there is still no single standard- 
ized method of caring for a wound during the 
process of healing. 

The techniques for wound dressing vary from 
one agency to another, with each agency hoping 
by its techniques to eliminate all possible 
sources of wound contamination. The nurse 
must use all possible care in maintaining good 
technique in the dressing of all wounds. She is 
guided in the techniques she uses by the pro- 
cedures that are recommended by the agency in 
which she is working. The techniques suggested 
in this chapter provide general guidelines, 1i- 
lizing basic principles, to provide good safe care 
to the surgical patient during the pre- and post- 
operative period. 

The goals of nursing action in the cae of pre- 
and postoperative patients are to make the sur- 
gical experience as safe and as cumrortable as 
possible for the patient; to prevent, insofar as it 
is within the nurse's province to do so, the 
development of postoperative complications; 
and to help the patient to cope-with the stress 
of surgery. 


TYPES OF SURGICAL INTERVENTION 


Surgery involves the deliberate and planned 
alteration of a person's anatomical structures in 
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order to arrest a pathological process, alleviate 
it, or eradicate it. It may be done on an urgent 
or emergency basis if the condition is seriously 
threatening a person's health. A person who is 
hemorrhaging or has acute appendicitis, for ex- 
ample, requires surgery immediately. On the 
other hand, a condition that could be helped by 
surgical intervention but is not causing the in- 
dividual a great deal of pain or serious dysfunc- 
tion may be treated by elective surgery. The 
operation in this case would be scheduled for a 
time and place convenient to both patient and 
surgeon. 

Some health problems are aesthetic in nature 
and, although not necessary for a person's phys- 
ical health, surgery may be important for his 
self-esteem and be requested by the patient. This 
type of surgical intervention is designated op- 
tional surgery. One example is plastic surgery 
for beautification purposes, such as shortening 
a nose that the person feels is too long, or lifting 
a sagging chin. 

Surgery may also be designated as major or 
minor, depending on the hazards involved and 
the physiological effects of the procedure on the 
body. For example, removal oí an ingrown toe- 
nail and the incision and drainage of a carbuncle 
(boil) are considered minor surgery. These pro- 
cedures are oftem performed in a physican's 
office; an outpatiemt clinic, or other ambulatory 
setting. A hysterectomy (removal of the uterus), 
on the other amd, is considered a major surgical 
procedure amd would be performed in an oper- 
ating room. 

The terms cutive and palliative are also 
used to describe surgery. Curative surgery is 
intended to amest a pathological process by 
removing the camse. Palliative surgery is done 
to lessen the disigessing symptoms of a patho- 
logical process without removing the cause. A 
, person may have obstructive jaundice, for ex- 
ample, which may be caused by stones in the 
biliary system or by malignancy. If, on opening 
the abdomen, the surgeon finds stones blocking 
the biliary tract, he will remove them. This 
procedure would be curative surgery. If, how- 
ever, he finds that there is a large tumor of the 
pancreas interfering with the passage of bile 
from the gall bladder to the intestines, and the 
tumor is too large to be removed, he might 
simply create a bypass from the biliary tree to 
the intestines to circumvent the obstruction. 
This procedure would be a case of palliative 
surgery. The obstructive jaundice-would be ame- 
liorated, but the cause of the problem would 
remain. 

Some types of surgery are readily evident to 
the patient. These are the external procedures, 


which involve surface structures of the body. 
An example is the removal of a breast (mastec- 
tomy). The patient can see and feel what has 
been done. With internal procedures, where 
deeper structures are concerned, such as the 
removal of an inflamed appendix, the nature of 
the operative procedure is not so readily evi- 
dent.” 

Surgery may also be categorized on the basis 
of the nature of the procedure undertaken, as 
constructive, reconstructive, or ablative surgery. 
Constructive surgery involves the building or 
correction of a body part to improve function or 
appearance. A child who is born with a congen- 
ital defect, such as a missing nose, might have 
one constructed in plastic surgery. Reconstruc- 
tive surgery, as the name suggests, is performed 
to repair damage to appearance or functioning 
caused by trauma or disease in a previously 
intact anatomical structure. Ablative surgery in- 
volves the removal of a diseased or damagec 
organ as, for example, cholecystectomy to re 
move a diseased gallbladder.? 


EFFECTS OF SURGERY ON BASIC 
NEEDS 


Surgery constitutes an assault on the bodx 
that affects the individual's ability to meet all c€ 
his basic needs. Some bodily functions are mor 
disturbed than others, as you will note as w= 
discuss the effects of surgery on the basic neec: 
we have talked about in previous chapters an- 
some of those we will be considering in late 
chapters. 


Oxygen Needs 


Oxygen needs are primary and must be : 
priority concern of all health personnel carix 
for the patient. During general anesthesia, t= 
central nervous system is depressed and me 
culature relaxed. The anesthetic and the inse 
tion of an artificial airway are both irritating an: 
cause an increase in the secretion of mucus = 
the throat. There is, however, a lack of musce 
tone to expel the mucus and any other dete: 
that collects. When he is under the influence = 
a general anesthetic, the patient is unable ~: 
keep his tongue from falling back and occlud=e 
the airway. During surgery, his breathing is = 
sisted by the insertion of an artificial airwe 
When he is recovering from the anesthetic, ca~ 
must be taken to ensure that the airway is clez 
and the patient must be assisted to rid himser 
of excess mucus in the throat and lungs. 


Postoperatively, movement is usually re- 
stricted, and secretions and other debris tend to 
collect in the respiratory tract. The patient must 
be encouraged, and assisted as necessary, to use 
deep breathing, and change positions to prevent 
the stasis of fluids in the lungs. 


Temperature Regulation 


Many general anesthetics cause vasodilation 
and a resultant loss of body temperature during 
the intraoperative period. The effect of the va- 
sodilation is compounded by surgical exposure. 
As a result, the immediate postoperative body 
reaction is shivering. The shivering requires an 
increased metabolism. Increased metabolism is 
also required for tissue repair, and body temper- 
ature is usually slightly elevated in the early 
postoperative period. This is generally consid- 
ered to be a good sign that the body's recupera- 
tive mechanisms are functioning. A marked el- 
evation of temperature, however, should alert 
the nurse to the possibility of infection, which 
causes the body’s metabolism to be greatly 
speeded up in efforts to combat the invading 
pathogens. 


Fluid and Electrolyte Needs 


Surgery always results in a loss of fluids from 
the body, from the blood vessels, from the in- 
terstitial spaces, and from cells as tissues are 
cut through during the surgical procedure. The 
body’s water-conserving mechanisms are called 
into play (see Chapter 16), and characteristically 
both water and sodium are retained postopera- 
tively. With surgery, there is also a loss of 
potassium, as large amounts are released from 
damaged cells and excreted in the urine. It is 
important to remember that levels of potassium 
can become dangerously low before the loss 
shows up on laboratory tests. Muscle activity 
can be seriously impaired if the potassium loss 
is excessive. 

Following major surgery, there is usually a 
disturbance of the body’s acid-base balance, 
with a tendency towards alkalosis. This may be 
caused by a number of factors. There is a de- 
crease in the ability of the kidneys to excrete 
sodium bicarbonate, which results in a more 
acid urine. The retention of sodium and in- 
creased loss of potassium appear to reinforce 
this tendency. Hyperventilation in the early 
postoperative period also contributes to the acid 
loss, as carbonic acid (in the form of carbon 
dioxide and water) is expired from the lungs. If 


PRE- AND POSTOPERATIVE CARE 575 


the patient is on nasogastric suctioning follow- 
ing surgery, there is further depletion of acid 
from the gastric secretions, and this aggravates 
the tendency towards alkalosis.? 


Nutritional Needs 


All types of injury to the body, including 
surgery, result in an increased metabolic rate, as 
the body mobilizes its forces to repair the dam- 
aged tissue. Tissue protein, especially that in 
the skeletal muscles, is metabolized as an energy 
source, with excess nitrogen being excreted in 
the urine. There is also a breakdown of fat, 
which becomes a major source of energy in the 
immediate postoperative period. 

At the same time that nutritional needs are 
increased to keep up with the increased meta- 
bolic rate, there is a decrease in food and fluid 
intake. Most surgical patients are allowed noth- 
ing by mouth for several hours prior to surgery, 
and are unable to tolerate food and fluids for 
varying lengths of time postoperatively. In ad- 
dition, some anesthetic agents cause nausea and 
vomiting, which depletes the individual's nutri- 
tional reserves. Frequently, the person's nutri- 
tional needs must be met by other than oral 
means. Usually, intravenous fluids are ordered 
until the person is able to tolerate a sufficient 
amount of nourishment by mouth to meet his 
nutritional needs. 


Elimination Needs 


The loss of body fluids during surgery stimu- 
lates secretion of the antidiuretic hormone to 
directly reduce urinary output to lessen the loss 
of water from the body. The retention of sodium 
also helps to hold fluid in body tissues, further 
contributing to a decreased output of urine. A 
relative oliguria is thus common in postsurgical 
patients for the first 2 to 3 days. 

Elimination from the gastrointestinal tract is 
also disturbed by surgery. There is, first of all, a 
lack of solid food intake in preparation for sur- 
gery and, usually, for a few days postoperatively, 
so that there is insufficient bulk to stimulate the 
bowel. The restrictions imposed on activity fol- 
lowing surgery also contribute to a sluggish 
bowel. 

Then, too, central nervous system depressants 
used in anesthesia and as analgesics depress 
neuromuscular functioning generally, causing a 
slowing down of the functioning of both bladder 
and bowels. An atonic bladder may result in a 
patient's inability to void—a not uncommon 
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occurrence in the immediate postoperative pe- 
riod. A paralytic or adynamic ileus (obstruction 
of the intestines resulting from an inhibition of 
motility of the gastrointestinal tract) is also a 
fairly common occurrence following major sur- 
gery, especially if the peritoneum has been per- 
forated, and may persist for a short period (1 to 
3 days). A postoperative atonic bladder and 
decreased gastrointestinal motility occur more 
frequently when these organs have been manip- 
ulated during the surgical procedure. 


Comfort, Rest and Sleep Needs 


Because of the trauma to body tissues, the 
patient usually experiences pain following sur- 
gery. The pain disturbs his comfort and may 
interfere with his rest and sleep. The intensity 
of the pain varies considerably with the extent 
of his surgery, the location of the incision, and 
the organs or other parts of the body involved. 
If there has been tissue damage in any part of 
the body that is important in mobility, any 
movement is likely to cause pain. Then, too, 
some structures of the body are more richly 
endowed with semsory receptors than others, 
and the person feels more pain if these structures 
are involved (see Chapter 21). 


Movement and Exercise Needs 


The surgical patient is usually limited in his 
mobility, eften for a number of reasons. During 
the operative phase, if he has a general anes- 
thetic, he will be unconscious and unable to 
move. With a spinal anesthetic, the person is 
likewise unable to move any part of the body 
below the site of imjection of the anesthetic. 
Even a local anesthetic causes immobility in and 
around the area that is being manipulated by 
T surgeon. Postoperatively, pain is a major 
factor limiting a person's mobility. Damaged 
tissue requires. a considerable amount of time to 
repair itself, and the pain in and around the 
operative area is a good reminder to the individ- 
ual not to put too much strain on healing tissues. 
He can feel the strain on tissues in the operative 
area when he turns in bed or tries to sit up, to 
get out of bed, or to walk after he has had 
surgery. Most people do not realize the extent 
to which the abdominal muscles are involved in 
respiration until they try to ventilate their lungs 
fully or cough after surgery, and feel the pull on 
muscles in the area of an abdominal incision. 

With some types of surgery, it is often neces- 
sary to immobilize a limb or other part of the 


body to allow time for the tissues to heal. Th: 
immobility may be achieved by enclosing tiw 
part in a cast, or attaching it to various piece: 
of equipment. These procedures severely curtai 
a person's movements. Often, surgical patierz: 
are receiving nourishment by intravenous infi- 
sion, which limits their movement, or they mz 
have various tubes and drains that are hooks 
up to other pieces of equipment and hampe 
freedom of movement. Immobility can cause zi 
sorts of problems, such as congestion in t 
lungs and a slowing down of circulation, as wel 
as a loss of muscle tone through disuse. Slowizx 
of circulation makes the individual more ve- 
nerable to clot formation in the blood vessex 
with the potential risk of emboli to the lung 
heart, or other vital organs. There is also - 
depletion of protein from the muscles and cœ- 
cium from the bones of immobilized patiems 
which further interferes with mobility. 


Sensory Needs 


Surgery could not have developed to the & 
tent that it has without the discovery and wia- 
spread used of anesthetic agents to render . 
person insensitive to the pain ef cutting throvz 
and manipulating body flesh. The general ane- 
thetics depress all sensation, and the person : 
maintained in an unconscious state for = 
length of time the surgery takes. Other types - 
anesthetic agents depress sensation in the spe 
cific area of the body being operated on; spine 
anesthetics eliminate sensation in the part of tœ 
body below the insertion site in the spinal co- 
umn, whereas local anesthetics depress neum 
activity in the specific area that is to be incise- 

Sensory perception is also dulled by > 
administration of sedatives and analgesics, boz 
preoperatively and postoperatively. These drae 
sometimes result in confusion, poor defers 
responses, and imbalance in patients. 


Protection and Safety Needs 


While the patient is under the influence - 
medications or anesthetic agents that dull - 
distort sensory perception, he is not able to low 
after his own safety needs. It is necessary, the: 
for all health personnel (nurses particular- 
since they are the ones most often with him x 
assume the responsibility for protecting k= 
from all hazards. We discussed the safeguard-n. 
of the unconscious patient, the confused patie: 
and the individual with disturbed sensory fuw 
tioning in Chapters 21 and 23. You will probae- 
want to refer to these chapters when you = 


preparing to care for surgical patients both pre- 
and postoperatively, as well as during the intra- 
operative stage. 

One of the most important needs for all per- 
sons undergoing surgery is protection from in- 
fection. Cutting through the skin penetrates the 
body's first line of defense, and provides a ready 
access to deeper tissues for infectious agents. 
The surgical patient is already vulnerable to 
disease processes because his physical resources 
have been weakened by the trauma of surgery, 
frequently in addition to the stress of an injury 
or illness that made surgery necessary. A major 
stress reaction has been evoked, and the body 
may simply not be able to cope with the addi- 
tional stress of invasion by infectious agents. 


Security and Self-Esteem Needs 


Surgery almost invariably poses a threat to the 
person's security and jeopardizes his self-es- 
teem. Anxiety is a common companion to sur- 
gery. A person worries that he may die on the 
operating table; that he may be mutilated or 
disfigured by the surgery; that the surgeon will 
find evidence of a malignancy, or worse, still, 
one too large-to remove; or that there are more 
deep-seated problems than seem evident; he 
may be anxious because he is going into a 
situation that is unknown to him, and he will 
be cut off from his family and friends. Postop- 
eratively there are other worries. Will he be able 
to breathe without the ventilator? move without 
pain? void when they remove the catheter? get 
his bowels moving again? walk the length of the 
corridor? When will he be able to go home? go 
back to work? dtive his car? Will he look any 
different? 

The person coming into a hospital for surgery 
finds it very dehumanizing to be labeled with 
an arm band, stripped of all his own clothes, 
garbed in a hospital gown, jabbed with needles, 
and suddenly be totally dependent on other 
people as he feels himself losing control of his 
body. The presence of someone who treats him 
as a person, who is kind, considerate, and gentle, 
is very important to the surgical patient's secu- 
rity. It is usually the nurses who provide the 
constant care and comfort and are the main 
source of reassurance for the surgical patient. 

An excerpt from the book Heartsounds, the 
story of one physician's experience with a seri- 
ous illness that necessitated surgery, seems par- 
ticularly pertinent here. 


Who would have believed . . . that the nurses were 
so much more important to sick people than the 
doctors were? As a doctor, he had always thought of 
the nurse... as an executive secretary. ... But, now 
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that he was a patient, he could see that nurses were 
. .. his lifelines.? 


THE PROCESS OF HEALING 


A wound, by definition, involves damage to 
body tissues. Whenever tissüe damage occurs, 
the localized response of the body is the process 
of inflammation, which is described in Chapter 
26. The early part of wound healing, then, shows 
evidence of this process. The student will note 
many similarities between the following outline 
of the process of wound healing and the descrip- 
tion of inflammation. 

The process of wound healing can be divided 
into three phases: the lag phase, the fibroplasia 
phase, and the phase of contraction. 

In the lag phase, as a result of the injury to 
the cells, the capillaries become dilated in the 
injured area. The volume of blood in the area is 
increased, but the speed of the flow of blood is 
slowed. The blood brings leukocytes and 
plasma, which form an exudate in the injured 
area. At this time, the injured cells disintegrate 
and there is some swelling because of the plug- 
ging of the lymphatics by fibrin. During this 
phase, the wound is usually covered lightly by 
a scab or fibrin network, which is later absorbed. 

In the fibroplasia phase there is an ingrowth 
of new capillaries and lymphatic endothelial 
buds in the wounded area. Fibroplasia results 
in the formation of granulation tissue (a connec- 
tive tissue); subsequently there is epithelization 
(keratinization). The wound appears pink, ow- 
ing to the new capillaries in the granulation 
tissue, and the area is soft and tender. 

In the third phase, that of contraction, there 
is cicatrization or scar formation by the fibro- 
blasts after the cessation of fibroplasia. The cap- 
illaries and lymphatic endothelial buds in the 
new tissue disappear, and the scar then shrinks. 

Open wounds require the formation of more , 
granulation tissue, fibrous tissue, and epithelia; 
tissue than closed wounds. During the first 5 or 
6 days there is little strength in a healing wound; 
it is usually held together by sutures at this” 
point. During the next 10 days, however, the 
tissue becomes stronger and better able to with- 
stand tension. 


Types of Healing 


Healing by First Intention. In healing by first 
intention the sutured wound heals without in- 
fection or separation at the edges. There is min- 
imal granulation tissue present, and thus a small 
scar results. In most surgical incisions, the edges 
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of the wound are sutured closely together and 
healing occurs by first intention. 


Healing by Second Intention (Healing by Gran- 
ulation). In this type of healing, there is a 
closure of the wound by granulation tissue, 
which forms from the base of the wound and 
both sides toward the surface. It usually occurs 
when there is infection or excessive loss of 
tissue. Sometimes, a wound may initially be left 
open and later sutured, or it may break open 
after an original suturing and have to be resu- 
tured. There is considerable granulation tissue 
formed in either case. Healing takes longer be- 
cause a large area must be filled with granulation 
tissue. This process usually results in a large 
and irregular scar, which may later shrink and 
contract surrounding tissue. 


FACTORS AFFECTING AN 
INDIVIDUAL'S ABILITY TO COPE 
WITH SURGERY 


General Factors 


Surgery invalves an invasion of the body tis- 
sues and is always fraught with danger for the 
individual undergoing it. Some persons are, for 
one reason or another, more vulnerable to un- 
toward reactions than others. The principal fac- 
tors affecting surgical risk are: 


Age. The very young and the elderly are more 
at risk than others im the age spectrum. Before 
the age of 6 months, the child’s circulation and 
renal function are not developed sufficiently to 
permit him to cope adequately with the stress 
of surgery. In the elderly, circulation is often 
impaired by arteriosclerosis and limited cardiac 
functioning. The elderly person’s energy re- 
serves are low and, often, his hydration and 
nutritional status are poor. In addition, the older 
individual is often more sensitive to medication 
than the younger person is, and may react badly 
to sedatives, analgesics, and anesthetic agents. 

Normal changes of aging that affect the older 
individual’s ability to tolerate surgery include: 
(1) decreased intracellular fluid, which increases 
vulnerability to fluid imbalances; (2) decreased 
amount of subcutaneous tissue, which increases 
vulnerability to a loss of body temperature and 
decreases resistance to trauma; and (3) changes 
in muscle tissue of the heart and lungs, which 
increases vulnerability to cardiac and respira- 
tory dysfunction. 


General Health. People in poor health gener- 
ally are greater surgical risks than those who are 


physically fit. Particularly vulnerable to prob- 
lems are those with respiratory tract infections. 
with cardiovascular diseases, those with abnor- 
mal blood coagulant patterns, and those witt 
certain metabolic disorders such as diabetes anc 
ones causing vascular insufficiency. 


Mental Health. People who are extremely anx- 
ious are poor surgical risks. The person may nor 
be able to cope with the additional stress of z 
surgical procedure. 


Use of Medications. Drugs such as anticoagi- 
lants, tranquilizers, and other central nervou: 
system depressants can have adverse effects oz 
people undergoing surgery. 


Extent of Surgery. It stands to reason that th: 
more body tissue is involved in a surgical prc- 
cedure, the greater is the risk of shock, infectio- 
and other complications. People who have -: 
undergo two or more surgical operations clos 
together in time are also more at risk. Surgery = 
a major trauma, and the body requires time :: 
recover from one assault before another is iz- 
posed on it.? 


Factors Affecting Wound Healing 


Many factors affect the speed and the chara: 
ter of the healing process. Some of the principa 
factors include: 


Extent of the Injury. The process of repair aa: 
regeneration is naturally longer when tisse 
damage is extensive. 


Age. Healing is more rapid in children than = 
adults. It is particularly slow in elderly peop 
because of a number of factors. These include : 
lessened efficiency of the circulatory, renal, res 
piratory, muscular, and sensory systems, and z: 
increased likelihood of poor nutritional status 


Nutritional Status. An ind?vidual's nutritioss 
status has a considerable effect on the heal: 
process. Protein is necessary for the formati:r 
of new tissue. Protein deficiencies retard v= 
cularization, lymphatic formation, fibroplas-: 
proliferation, collagen synthesis, and wound = 
modeling. Carbohydrates and fats are needed xv 
cellular energy. Vitamin C is involved in z 
maturation of collagen fibers during the lax 
stages of healing. Vitamin K deficiencies mz 
cause bleeding and resultant hematomas, wki= 
interfere with wound healing. Although a poc 
understood mechanism, B-complex vitamins =~ 
necessary for protein. fat, and carbohydrate t= 


tabolism. In obese patients, there is a greater 
incidence of wound complications, such as in- 
cisional hernias, infection, and dehiscence (the 
breaking open of a wound). 


Diabetes. Diabetes is one of the most common 
metabolic disorders. It causes disturbances in 
carbohydrate, protein, and fat metabolism that 
render the diabetic patient more vulnerable to 
the effects of surgery. Delay in wound healing 
and infection are common problems. When in- 
fection occurs in a diabetic, it is usually more 
severe and lasts longer. Postoperative nursing 
care is directed toward scrupulous aseptic tech- 
nique in caring for the wound to prevent infec- 
tion, and to the maintenance of blood sugar 
levels. Insufficient insulin in the body will also 
seriously compromise healing. 


Infection. Infectious processes result in tissue 
destruction and, hence, delay the healing proc- 
ess. The presence of a foreign body in a wound 
also interferes with healing and is a potential 
source of infection. 


Adequacy of Blood Supply. Blood supplies the 
products used in healing, and provides the 
mechanisms for combating infection. Hence, any 
factor that restricts circulation to a wound area 
interferes with healing and renders the area 
more vulnerable to infection. Although there is 
some evidence that a small amount of edema 
enhances fibroplasia, gross edema hinders heal- 
ing by inhibiting the transport of substances 
needed for healing to the area. Restrictive band- 
ages will also impede circulation, as will dam- 
aged arteries in and around the wound area. 
Healing is also slowed in persons with anemia 
and with blood disorders that cause vascular 
insufficiency, such as atherosclerosis, in which 
there is an accumulation of fatty deposits in the 
walls of large and medium-sized arteries. 


Immunosuppression. The immune system of 
the body provides an environment for wounded 
tissue that is conducive to regeneration and 
repair; an example of this is the effect of the 
inflammatory response in promoting phagocy- 
tosis. An individual's normal immune response 
may be artificially prevented, or diminished, by 
irradiation, or by the administration of antime- 
tabolites, antilymphocyte serum, or specific an- 
tibodies. The immunosuppressed patient has 
special problems in regard to wound healing. 
The nurse must protect vulnerable tissues, such 
as the surgical wound, from pathogenic orga- 
nisms and must recognize the subtle signs of 
infection in the immunosuppressed patient. 
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Radiation Therapy. Healing is slowed in the 
surgical patient who has undergone radiation 
therapy, not only because of immunosuppres- 
sion but also because there has already been 
extensive tissue damage in the organ or part of 
the body treated. If a patient is irradiated before 
surgery, the ideal operative time is considered 
to be 4 to 6 weeks after the therapy is completed. 
This is because the tissues are in the prolifera- 
tive phase of healing before fibrosis and vascular 
narrowing occur. Complications in wound heal- 
ing are common with the irradiated patient. 
These include delayed healing, dehiscence, and 
fistulas. It is important for the nurse to remember 
that irradiated tissues are more friable, that is, 
more easily pulverized or crumbled, than nor- 
mal tissues and therefore require very gentle 
handling. 


COMMON PROBLEMS 


A knowledge of the effects of surgery on a 
person's ability to meet his basic needs helps 
the nurse to identify common problems that are 
likely to interfere with need fulfillment in the 
surgical patient. A knowledge of the common 
problems, in turn, enables the nurse to select 
appropriate pre- and postoperative measures to 
prevent, minimize, or alleviate these problems, 
insofar as it is within her province to do so, or 
to obtain the help of other health professionals 
to assist the patient when necessary. 

In more senior nursing courses, the specific 
problems of patients with different types of 
surgery will be covered. In this chapter, we will 
concentrate on potential and actual problems 
that are common to all patients undergoing sur- 
gery. You will note as we review these problems 
and discuss assessment for them and general 
nursing approaches to resolve them that three 
very important aspects of the nursing role are 
stressed. These are the teaching aspects, the 
caring aspects, and vigilant, directed, and pur- 
poseful observation. 

In reading through the previous section on the 
effects of surgery on an individual's ability to 
meet his basic needs, you have probably already 
noted a number of problems. Theseinclude: 


1. Difficulties in breathing 

2. Other disturbed vital signs 
Fluid and electrolyte imbalances 
Inadequate nutrition 

Difficulties in voiding 

Disturbed bowel functioning 
Decreased mobility 

Infection 

Pain 


OPNP w 
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10. Disturbed sensory functioning 

11. Altered mental functioning 

12. Anxiety or depression 

13. Lessened capacity for self-protection 


ASSESSMENT 


In her preoperative assessment of the surgical 
patient, the nurse needs to be aware of the basic 
nature of the patient's health problem. She 
should also be aware of the type of surgical 
intervention that is planned and, if possible, the 
nature of the anesthetic agent to be used, e.g., 
general, spinal, or local. She also needs infor- 
mation regarding the patient's age and his gen- 
eral health status. Much of this information is 
usually available to the nurse from the initial 
clinical appraisal that has been done on the 
patient. 

In the usual course of events prior to a pa- 
tient's admission for non-emergency surgery, the 
individual will have had a complete physical 
examination by his own general practitioner 
before being referred to a surgeon. Before sched- 
uling surgery, the surgeon completes a thorough 
investigation to determine insofar as possible 
the nature of the patient's problem and possible 
causes of it. A brief history of the patient and 
the presurgical findings of the surgeon, the pos- 
sible cause of the problem, and the nature of the 
anticipated surgery will be documented in the 
medical history on the patient's record. Some 
health agencies request the individual to report 
on an outpatient base for laboratory tests a few 
days before admission. Tests such as urinalysis, 
chest x-ray, electrocardiogram (usually done 
routinely on all persons over the age of 35 or 40 
years, depending on the policy of the health 
agency) and blood tests are usually included in 
the preliminary studies so that the surgeon is 
aware of existing or potential problems before 
the person is admitted. If the findings are abnor- 
mal, the surgeon will use his judgment to decide 
whether the pending operation should be per- 
formed, postponed, or canceled entirely. 

When a patient is admitted to a health agency 
for surgery, basic demographic and social data 
are gathered in the admitting office, and the 
completed admission form is forwarded to the 
nursing unit. The nurse admitting the patient to 
the unit, or one assigned to his care, wil) take a 
nursing history. The resident physician on the 
service, or an intern who is receiving experience 
in surgery, will undertake a physical examina- 
tion of the patient. Sometimes months intervene 
between the surgeon's initial assessment of the 
patient and the date of his admission to the 
agency. Sometimes the interval is short. The 


resident's (or intern's) examination of the patienr 
helps to substantiate the surgeon's initial find- 
ings and to determine if the patient's conditior 
has worsened in the meantime, or if other prob- 
lems have developed. 

The anesthesiologist also visits the patient the 
evening before surgery, and his notations oz 
the patient's condition are incorporated int: 
the medical record. It is he who usually order 
the preoperative sedation for the patient, and th: 
nurse will find these orders on the doctor's ord= 
sheet of the record. 

Additionally, in many agencies, the operatirs 
room nurse visits the patient preoperatively :: 
assess the patient and to plan for intraoperativ= 
care. A report of the events that take place zx 
the operating room, including the anesthen: 
records, the operating room nurse's notes, and « 
description of the surgical procedures, is als 
incorporated into the record. The record accoz- 
panies the patient to the postanesthetic recover 
room, where the patient is closely monitored ic 
severa] hours after surgery. As events take pla= 
in that area, they are documented and incorp-- 
rated into the record, which is sent with tt 
patient to the nursing unit. There will also > 
postoperative orders written on the doctor's x 
der sheet when the patient returns to the nursizx 
unit. 


Assessing for Specific Problems 


1. Difficulties in Breathing. Preoperatively. : 
is important for the nurse to assess the status 3 
the patient's respiratory functioning careful 
She should have good baseline data with whiz 
to compare her postoperative observations = 
garding the rate and character of respirations: 
She should know of any existing respirata~ 
problems the person has, such as chronic æ 
structive lung disorders. Particular signs to low 
for include: coughing, wheezing, shortness c 
breath, orthopnea, ankle edema, cyanosis, che- 
bing of fingers, history of excessive smok:x 
asthma, chest pain on exertion, and barrel ches 
If one or more of these signs or symptoms ar 
encountered, the nurse should be on guard iz 
postoperative ^ cardiorespiratory — difficulows 
Signs or symptoms of a cold or other respire 
infection, however minor, should be recor 
and reported. These should be documented ca» 
fully for the benefit of others who look after ^ 
patient. 

There is always a potential problem of resz- 
ratory difficulties with any type of surgery > 
volving general anesthesia; therefore, if the pe 
son has an acute infection, even of a transer- 
or minor nature, surgery may be delayed x 
some agencies, a chest x-ray is done routrme* 


on all preoperative patients, or even as part of 
the admission procedure for all patients. As we 
mentioned earlier, it may be done just prior to 
admission or after the person is admitted. The 
nurse caring for the patient preoperatively 
should check to see if a chest x-ray has been 
performed and, if so, note the results to aid in 
her own assessment. Deep breathing exercises 
are usually taught preoperatively to the patient 
to assist in preventing postoperative respiratory 
complications. During her teaching the nurse 
has a good opportunity to assess the patient's 
respiratory functioning. 

Postoperatively, it is very important for the 
nurse to check on the patient's breathing and 
skin color frequently to identify incipient prob- 
lems and take steps to correct them before they 
assume major proportions. In caring for a patient 
who is recovering from anesthesia or a postop- 
erative patient who is partially or completely 
immobilized, it is important to make sure that 
the patient is positioned so that the tongue does 
not occlude the airway and so that secretions 
and vomitus can drain from the mouth rather 
than being aspirated. The nurse has a responsi- 
bility to encourage and assist the patient to 
change position at frequent intervals postopera- 
tively to prevent the accumulation of secretions 
and debris in the respiratory tract. Particular 
signs of distress to watch for are the character- 
istic rasping sound made by a person whose 
airway is partially blocked, the signs of wet or 
noisy breathing, the use of accessory muscles in 
breathing, and changes in the patient's color. In 
monitoring his practice of the deep breathing 
exercises he was taught preoperatively, the 
nurse should be alert to evidence of pain the 
patient feels in trying to breathe deeply or cough, 
because the discomfort may cause him to neglect 
to carry out the exercises on his own. The nurse 
may need to support the patient's incision at 
first, and to teach him to support it himself in 
order to make deep breathing and coughing 
easier. A small pillow may be helpful in this 
regard, as we mentioned in Chapter 18. 


2. Other Disturbed Vital Signs. Preoperative 
assessment of the patient's other vital signs is 
also an important part of the nurse's general 
assessment. Not only is the nurse obtaining 
baseline data to assess these signs postopera- 
tively, she is also looking for deviations that 
indicate the patient is not in good general 
health—which may require the postponement 
of surgery. An elevated temperature, irregular 
heart beat, or abnormal blood pressure findings 
are vitally important to document and to report 
so that the surgeon, the anesthesiologist, and 
c hers involved in his care are all aware. 
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The nurse holds a pillow against the postoperative 
patient's abdomen to assist her in coughing. 


Immediately following surgery, when the pa- 
tient is returning to consciousness following 
general anesthetic, the vital signs of pulse, res- 
piration, and blood pressure are checked at fre- 
quent intervals. A flowsheet is usually kept at 
the patient's bedside for the nurse's notations 
on a 15-minute [or more frequent) basis until 
the vital signs are stabilized. In most health 
agencies, the patient is kept in a postanesthetic 
recovery room until his vital signare stabilized. 
When the patient returns to the nursing unit, 
the nurse who receives him checks his state of 
consciousness and his vital signs. 

For the first 48 hours, temperature, pulse, and 
respiration are usually checked every 4 hours, 
and blood pressure according to the physician's 
order. If the nurse is concerned about the pa- 
tient, she will want to check the vital signs more 
frequently. If she has any reason to suspect that 
the patient is going into shock, or if he seems 
feverish, she will want to check the vital signs 
at once in order to assess the need for nursing 
or medical intervention. 


3. Fluid and Electrolyte Imbalances. Shock 
and hemorrhage are always potential problems 
in patients who have undergone major or even 
minor surgery. The nurse must, then, be partic- 
ularly watchful for signs or symptoms indicative 
of these problems. An assessment of the patient's 
blood volume is done preoperatively by means 
of tests that include a red blood cell count, and 
hematocrit or hemoglobin determination. Tests 
are also usually carried out to assess electrolyte 
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balance. A cross-match is also done, in case 
transfusions are needed. Blood is routinely given 
to patients undergoing many types of surgery. If 
the patient is anemic, blood may be given pre- 
operatively, as well as during surgery and post- 
operatively. The patient’s preoperative blood 
sample is also a test for clotting (prothrombin) 
time, to identify potential problems in bleeding. 
In order to maintain fluid volume and offset the 
anticipated loss during surgery, intravenous in- 
fusions are also almost routinely given during 
and following surgery. Bleeding in the surgical 
patient may result from the rupture of small 
surface blood vessels, or from trauma to larger, 
deeper-lying ones. It may be caused by sponta- 
neous rupture of a vessel that has been weak- 
ened in the process of trauma, by the giving way 
of sutures that have been used to repair damaged 
vessels, or by problems in the clotting mecha- 
nism resulting from a lack of certain clotting 
factors in the blood. 

The presence of bright red blood on dressings 
from a wound that is healing is always a warning 
to the nurse of the possibility of hemorrhage, 
and it should be reported promptly. The begin- 
ning nurse should always ask her team leader 
or instructor to check a wound when she ob- 
serves fresh red blood on a dressing. If, in the 
senior nurse’s opinion, the situation is serious, 
the physician is alerted immediately and the 
wound is checked frequently (every 15 to 20 
minutes) to see if the bleeding is increasing. If 
bleeding becomes excessive, the patient may 
show signs of shock, which occurs whenever 
there is any major trauma to the body. Evidence 
of shock is observed in changes in the vital 
signs, such as falling blood pressure, a rapid 
weak pulse, pallor, cold and clammy skin, weak- 
ness, and restlessness. (The subject of shock was 
discussed in more detail in Chapter 16.) If the 
nurse detects any of these signs in the patient, 
the team leader should be alerted at once so that 
prompt intervention can be initiated. 

Dehydration and edema are also among the 
common potential problems in surgical patients. 
Preoperatively, the patient’s hydration status 
should be carefully assessed. In this regard, the 
patient’s weight is important, as well as his 
nutritional status and the status of his skin and 
appendages (see Chapter 16). In many agencies, 
taking the patient’s weight and height is part of 
the standard preoperative measures for all sur- 
gical patients. Postoperatively, it is important to 
monitor the patient’s intake and output, and to 
watch closely for signs of dehydration in the 
patient. During the postoperative period when 
the patient is receiving nothing by mouth, it is 
particularly important to continually monitor 
his oral status, noting the condition of the tongue 


and mucous membranes in the oral cavity en: 
watching the lips especially for signs of dryne« 
(see Chapter 16). Equally important is to wa: 
for signs of edema around the incision site. = 
the tissues around the site of an intravenc:: 
infusion, and in dependent areas of the bor 
generally. 

With regard to electrolyte imbalances. w- 
mentioned that there is generally a retentio- - 
sodium and loss of potassium with major sz 
gery. Preoperatively, it is important to know . 
the patient is in a state of normal electrc::— 
balance. This information should be available : 
the nurse from the preoperative laboratory = 
ports on all patients undergoing major sure 
Postoperatively, she will probably note in z 
urinalysis reports an increase in the urine s. 
dium as well as a lessened amount of ur: 
output. An important set of signs to watch :- 
in the postoperative patient are those indica== 
excessive potassium deficit. The early signs =: 
clude a general] malaise, anorexia, and gas in = 
intestinal tract. The muscles become soft = 
the person may have tremors and may becar 
disoriented. The nurse, then, should monitor =: 
condition of the patient's muscles for signs : 
flaccidity. She should also be alert to signs : 
agitation, such as the patient's plucking at — 
bedclothes, and for signs of disorientation : 
confusion. If the potassium deficit is seve- 
muscles in the arms and legs may become ia. 
cid, and there may be paresthesia. A heart blaz 
cardiac arrest, or both can occur with sever 
potassium depletion.* The nurse should als » 
watchful for disturbances in the acid-base zx 
ance as these are evidenced by physical sez 
and symptoms and by laboratory findings = 
Chapter 16). 

Other circulatory disturbances can occur. (= 
of the most common in surgical patients is = 
development of an embolus. Emboli are clos z 
the blood that have broken off and travel throuz 
the circulatory system until they reach a paz 
where the vessel is too small for them to pes 
through. They then lodge in the vessel, blockra 
the passage and cutting oíf circulation tc 
from, the tissues supplied by the arters : 
drained by the vein. Pulmonary embolism = 
potential hazard for surgical patients. ` 

Preoperatively, an assessment of the patizu 
circulatory status is essential. Existing probz 
such as diabetes, chronic heart conditions. v= 
icose veins, or circulatory disorders causing zx 
extremities and poor circulation should be 5. 
and recorded, as contributing factors in a ze 
son's vulnerability to clot formation follow 
surgery. Postoperatively, one of the best mee- 
ures to prevent clot formation is to ge: = 
patient mobile as quickly as possible. In sar: 
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Antiembolism stockings force blood out of smaller blood vessels into the deep 
veins and also prevent pooling of blood In the legs. The stockings are removed 
several times a day to check the color of the skin, and toenail color can be 
checked more frequently through the opening In the stocking at the toes, to 
assure that the stockings are not exerting too much pressure and reducing 


circulation to the legs. 


agencies antiembolism stockings are put on all 
patients who have undergone major surgical 
procedures. Frequent turning and passive exer- 
cises are needed for the patient whose condition 
does not warrant early ambulation. The nurse 
also needs to be observant for signs of phlebitis 
(inflammation of the veins), which is predispos- 
ing to clot formation. A common site for phle- 
bitis is the thigh. Characteristic signs are red- 
ness, edema, pain, and warmth in the area. If 
the patient complains of any of these, the area 
should be carefully assessed by the nurse. Her 
observations should be documented accurately 
and reported immediately so that action can be 
taken to alert the patient's physician to the 
problem. It is very important in this instance for 
the nurse not to rub the affected area. If a clot 
has already formed, rubbing may cause it to 
become detached and start to travel through the 
circulatory system. 


4. Inadequate Nutrition. Preoperatively, it is 
important to have good baseline data on a per- 
son's nutritional status, as well as his prefer- 
ences in regard to food and fluids. Special die- 
tary needs, as for example a low sodium diet or 
a diabetic diet, should be documented and the 
information passed along to the dietary depart- 
ment. In the immediate preoperative period, it 
is important for the nurse to see that the patient 
has nothing to eat or drink, in order to minimize 
the possibility of vomiting and aspiration of 
vomitus on induction of anesthesia or when the 
patient is coming out of anesthesia. Postopera- 
tively, intravenous fluids are usually ordered for 
the first while. Then, the patient is gradually 
started on clear fluids, with the diet modified as 
the patient's tolerance for food and fluids in- 
creases. Some patients are on nasogastric feed- 
ings postoperatively. Some are maintained on 
nothing by mouth for a lengthy period of time, 


in which case total parenteral nutrition may be 
required. The nurse’s responsibilities include 
the monitoring of intravenous infusions and 
giving nasogastric feedings if these have been 
ordered. The nurse should observe the patient’s 
food and fluid intake and encourage the patient 
to increase these gradually as his tolerance im- 
proves. A careful record of the patient’s intake 
and output must be maintained. It is very im- 
portant also for the nurse to watch for incipient 
signs of nausea and vomiting (see Chapter 14) 
particularly in a person who is recovering from 
anesthetic, is under sedation, or has limited 
mobility. The aspiration of vomitus is a major 
hazard in surgical patients, and it is a nursing 
responsibility to prevent this. 


5. Difficulties in Voiding. Unless emergency 
surgery is being performed, the nurse usually 
has an opportunity to gather baseline data about 
the patient’s normal voiding pattern and any 
problemg he currently has, or has had recently, 
in urinary functioning. This information is usu- 
ally picked up in the nursing history. If there is 
a long-standing problem, it will probably have 
been investigated prior to surgery, and the nurse 
will find information concerning it on the med- 
ical history of the patient. 

A routine urinalysis is always done preoper- 
atively, unless surgery is so urgently required 
that there is not time to obtain a urine sample. 
The nurse who is caring for the patient is usually 
responsible for collecting the sample and send- 
ing it to the laboratory. She should always check 
to see if it has been done, in any case, and 
should note the results for her baseline data 
about the patient. If there is abnormality in the 
test results—the presence of sugar in the urine 
is particularly important in that it may be indic- 
ative of a diabetic condition—this fact should - 
be drawn to the surgeon’s and the anesthetist’s 
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attention. Immediately preoperatively it is im- 
portant for the nurse to observe the condition of 
the patient’s bladder. The bladder should be 
empty before the patient is sent to the operating 
room. The nurse should see that the patient 
voids and also assess the patient’s abdomen for 
possible bladder distention (see Chapter 15). A 
distended bladder can aggravate a potentially 
atonic condition postoperatively. There is also 
the danger of the bladder emptying reflexly 
when muscles are relaxed during anesthesia. 

Postoperatively, it is important to monitor 
voiding closely. Both time and volume should 
be noted. The nurse should, again, check the 
patient’s urinary output upon his return from 
the operating room with a catheter in situ, which 
must be monitored. 


6. Disturbed Bowel Functioning. In the nurs- 
ing history, the nurse collects information about 
the patient’s normal bowel patterns and any 
long-standing or recent problems he has, as well 
as aids he may use to assist in regulating his 
bowels. The lower bowel and the rectum are 
usually cleared of stool by giving the person a 
preoperative enema. Sometimes, laxatives are 
given the evening before surgery as an alterna- 
tive to an enema. These measures may be omit- 
ted if surgery is being performed on a very urgent 
basis. The nurse’s observations of the results are 
recorded in the nurses’ notes. 

Postoperatively, the physician usually waits 
until there is a retum of normal bowel sounds 
before permitting the patient to have solid foods. 
Frequently, it is a nursing responsibility to listen 
for bowel sounds with a stethoscope. The pa- 
tient’s ability to pass gas by rectum is an impor- 
tant observation for the nurse to make and re-, 
cord. Many surgical patients are distressed by 
the accumulation of gas in the intestines, and 
the nurse should assess the abdomen for disten- 
tion indicating that this is occurring. Abdominal 
distention is minimized in the patient who has 
a nasogastric tube in place. If the patient has 
distention, a rectal tube is often inserted to aid 
in ‘relieving the problem. The first passage of 
feces postoperatively is important to note; the 
patient may need laxatives or an enema to aid 
in evacuation of the bowel because of the slow- 
ing up of bowel functioning. The nurse should 
also monitor fluid intake in this regard, since an 
insufficient fluid intake will contribute to diffi- 
culties in passing stool. She should also note 
the amount of exercise the patient is doing. 
Exercise increases the vascular supply to the 
muscles, thereby improving muscle tone and 
helping to promote the early return to normal 
bowel functioning (see Chapter 16). 


7. Decreased Mobility. During the Secon: 
World War, it was observed that patients wa 
got up and walked around in the early postc- 
erative period recovered sooner and had fewe 
complications than those who remained in be: 
for a week or so before being allowed to danze 
their feet over the side of the bed and the 
progressed slowly to walking. Since then, ee" 
ambulation has become the general rule for sız 
gical patients. However, the patient often neer 
a great deal of physical and psychological s—- 
port from nursing staff in order to become m:- 
bile. 

A careful assessment of the patient's mœz 
functioning abilities is essential preoperative 
in order to identify existing and, wherever p: 
sible, potential problems the patient may hz 
in regard to walking, sitting up in bed, or tre: 
ferring from bed to a chair. Preparation for ea 
ambulation begins with good preoperative teaz- 
ing, which we will discuss later in this chapse 
During surgery, the patient is often maintain= 
in one position for a prolonged period of time 
Anesthesia causes muscle paralysis. When = 
anesthetized patient is positioned, the musce 
cannot contract against the stretching effects z 
certain positions. The patient may later cu 
plain of soreness in the muscles. He should > 
informed of the possible cause of it, and mez 
ures should be taken to relieve it. Often, more 
ment is seriously curtailed in the postoperar> 
patient, because of pain and his inability + 
move himself. The nurse must be alert to zw 
patient's discomfort and assist him to move a 
much as possible, both for his comfort anc x 
minimize the development of complications = 
sulting from immobility (see Chapter 23) z 
most cases, the patient will receive phys= 
therapy to assist in the maintenance of muscr 
tone and function. Often, it is a nursing respaz- 
sibility to supervise and assist the patient wit 
exercises suggested by the physical therapist 

The nurse should also be observant of a 
patient's difficulty, because of limited mobin- 
or pain, in carrying out the necessary activim= 
to maintain his bodily functions, such as præ- 
lems with hygiene (e.g., because one arm has = 
intravenous infusion running into it), or præ- 
lems in feeding himself, in using a bedpar. = 
in turning over in bed. It is a nursing respoms. 
bility to provide the help the patient needs. 


8. Infection. Infection is an ever-present tix 
with any type of surgical procedure, and =» 
most stringent precautions must be taken be:zm- 
-during, and after an operation to minimize c: 
risk. Preoperatively, it is important to assess = 
patient's skin carefully. Is it in good gene 


condition? Does it look well-nourished? Are 
there any breaks in the skin continuity that 
would give potential pathogens access to deeper 
tissues? Are there signs of infected areas on 
other parts of the body that could be potential 
sources for infection of the operative site? Does 
the patient have any predisposing conditions to 
infection, such as diabetes, obesity, or immu- 
nosuppression? Skin around the proposed op- 
erative area needs particular attention. 
Scratches, bruises, rashes, reddened areas, 
edema, or other abnormalities should be noted, 
the notations carefully documented, and a report 
made. In most cases, the skin is cleansed and 
shaved prior to surgery, with good clean, rather 
than sterile, technique. In orthopedic surgery, a 
sterile skin preparation is often done to mini- 
mize the possibility of pathogenic invasion of 
bone tissues that are being manipulated. Post- 
operatively, a strict watch must be kept on the 
incision site to detect signs of infection in or 
around the wound (see pages 596—597). 

The nurse should also be alert to the possibil- 
ity of generalized infection following surgery. 
Observations the nurse should make in regard 
to both generalized and localized infectious 
processes were discussed in Chapter 26. They 
include signs of redness, pain, swelling, unusual 
discharge, elevated temperature, and increased 
white blood cell count. 


9. Pain. The nurse, in her initial assessment 
of the patient, assesses pain that he is currently 
having, or has had, prior to surgery. Preopera- 
tively, the nurse should also ascertain the pa- 
tient’s expectations in regard to the pain he is 
likely to experience with his surgery. 

Before coming in to a health agency, most 
patients have talked with someone who has had 
surgery—possibly even the type of operation 
they are scheduled to have. Usually, the pain 
element is discussed. The experience of other 
people will affect the person’s expectations. 
Then, too, as we noted in Chapter 21, reactions 
to pain are highly individualized. It is helpful 
to find out just what the patient expects and, if 
possible, his previous experience and reactions 
to pain. The nurse should correct any miscon- 
ceptions he has. She should also discuss with 
him his surgeon's usual postoperative orders for 
pain relief and reassure him that his needs for 
pain relief will be watched closely and re- 
sponded to promptly. 

Postoperatively, the patient's pain must be 
monitored closely. Strong analgesics are often 
needed in the first 48 hours (sometimes longer), 
with medications of a lesser intensity continued 
for a longer period. As we mentioned in Chapter 
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21, a number of factors may contribute to pain. 
With the postoperative patient, it may be that 
he is in an uncomfortable position—perhaps 
because of limitations on his mobility—and a 
position change may help. Too tight a dressing 
will also cause pain because of pressure, and 
the tight dressing may also be cutting off circu- 
lation. It is important, then, to observe the pa- 
tient’s position, to check the dressing for tight- 
ness, and to assess the condition of the skin in 
the surrounding area for warmth, color, and 
mobility to ensure that a dressing is not impair- 
ing circulation. 


10. Disturbed Sensory Functioning. With any 
type of anesthesia, it is implicit that sensory 
functioning will be disturbed. Prior to surgery, 
it is imperative that the nurse have accurate 
baseline data on the efficiency of functioning of 
the individual’s sensory abilities. This informa- 
tion should be part of the nurse’s initial clinical 
appraisal and her history on the patient. Post- 
operatively, it is important to assess the func- 
tioning of sensory organs in the areas affected 
by the surgical procedure and those affected by 
the anesthesia. For example, in a patient who 
has had a spinal anesthetic, it is important to 
monitor the return of sensory functioning in the 
hips and legs (all areas below the site of insertion 
of the anesthetic agent). Similar monitoring is 
needed in an area that has been anesthetized by 
local anesthesia. Sensory functioning may also 
be disturbed as a result of a surgical procedure. 
If the procedure involved the nose or mouth, for 
example, vision, smell, or taste will be affected. 
The nurse should also be mindful of the possi- 
bility that neural pathways may have been dis- 
turbed, by accident or by design, during the 
course of surgery. She must, therefore, be obser- 
vant of any deviations from the initial baseline 
data in regard to sensory functioning, so that 
these can be documented and reported as soon 
as noted, and adequate precautions can be taken 
to assure his safety. 


11. Altered Mental Functioning. During the 
surgical process the individual’s mental func- 
tioning is affected by a number of factors, in- 
cluding medications, anesthesia, and disturb- 
ances in his internal physiological processes. He 
will experience varying levels of consciousness 
as anesthesia is induced and as he recovers from 
it. We mentioned that some people have unto- 
ward reactions to sedation and to anesthetic 
agents. Older people are particularly sensitive 
to drug reactions, and there are now large num- 
bers of older people undergoing surgery. There 
are also, of course, many other causes of dis- 
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attention. Immediately preoperatively it is im- 
portant for the nurse to observe the condition of 
the patient's bladder. The bladder should be 
empty before the patient is sent to the operating 
room. The nurse should see that the patient 
voids and also assess the patient's abdomen for 
possible bladder distention (see Chapter 15). A 
distended bladder can aggravate a potentially 
atonic condition postoperatively. There is also 
the danger of the bladder emptying reflexly 
when muscles are relaxed during anesthesia. 

Postoperatively, it is important to monitor 
voiding closely. Both time and volume should 
be noted. The nurse should, again, check the 
patient's urinary output upon his return from 
the operating room with a catheter in situ, which 
must be monitored. 


6. Disturbed Bowel Functioning. In the nurs- 
ing history, the nurse collects information about 
the patient's normal bowel patterns and any 
long-standing or recent problems he has, as well 
as aids he may use to assist in regulating his 
bowels. The lower bowel and the rectum are 
usually cleared of stool by giving the person a 
preoperative enema. Sometimes, laxatives are 
given the evenimg before surgery as an alterna- 
tive to an enema. These measures may be omit- 
ted if surgery is being performed on a very urgent 
basis. The murse's observations of the results are 
aaae im the muses’ notes. 

, the physician usually waits 
ueni there is a setum of normal bowel sounds 
before pammiltimg the patient to have solid foods. 
Frequently, it is a mursing responsibility to listen 
for bowel ssumds with a stethoscope. The pa- 
tient's ability to pass gas by rectum is an impor- 
tant observation for the nurse to make and re- 
cord. Many sumgical patients are distressed by 
the accumulation af gas in the intestines, and 
the nurse should assess the abdomen for disten- 
tion indicating that this is occurring. Abdominal 
distention is minimized in the patient who has 
a nasogastric tube in place. If the patient has 
distention, a rectal tube is often inserted to aid 
in relieving the problem. The first passage of 
feces postoperatively is important to note; the 
patient may need laxatives or an enema to aid 
in evacuation of the bowel because of the slow- 
ing up of bowel functioning. The nurse should 
also monitor fluid intake in this regard, since an 
insufficient fluid intake will contribute to diffi- 
culties in passing stool. She should also note 
the amount of exercise the patient is doing. 
Exercise increases the vascular supply to the 
muscles, thereby improving muscle tone and 
helping to promote the early return to normal 
bowel functioning (see Chapter 16). 


7. Decreased Mobility. During the Secon: 
World War, it was observed that patients wh: 
got up and walked around in the early postoz- 
erative period recovered sooner and had few= 
complications than those who remained in bec 
for a week or so before being allowed to dange 
their feet over the side of the bed and the 
progressed slowly to walking. Since then, ear* 
ambulation has become the general rule for siz- 
gical patients. However, the patient often neec: 
a great deal of physical and psychological suz- 
port from nursing staff in order to become m-- 
bile. 

A careful assessment of the patient's mox 
functioning abilities is essential preoperative: 
in order to identify existing and, wherever pos 
sible, potential problems the patient may hate 
in regard to walking, sitting up in bed, or trans 
ferring from bed to a chair. Preparation for ear= 
ambulation begins with good preoperative teacz- 
ing, which we will discuss later in this chapter 
During surgery, the patient is often maintainer 
in one position for a prolonged period of tim: 
Anesthesia causes muscle paralysis. When tix 
anesthetized patient is positioned, the muscis 
cannot contract against the stretching effects 3 
certain positions. The patient may later co 
plain of soreness in the muscles. He should > 
informed of the possible cause of it, and mee: 
ures should be taken to relieve it. Often, mov= 
ment is seriously curtailed in the postoperatn- 
patient, because of pain and his inability i 
move himself. The nurse must be alert to tr 
patient's discomfort and assigt him to move 2 
much as possible, both for his comfort and x 
minimize the development of complications re 
sulting from immobility (see: Chapter 23) m 
most cases, the patient will receive physice 
therapy to assist in the maintenance of musce 
tone and function. Often, it is a nursing respaz- 
sibility to supervise and assist the patient wiz 
exercises suggested by the physical therapist. 

The nurse should also be observant of tm 
patient's difficulty, because of limited mobilr- 
or pain, in carrying out the necessary activities 
to maintain his bodily functions, such as præ- 
lems with hygiene (e.g., because one arm has æ 
intravenous infusion running into it), or proz- 
lems in feeding himself, in using a bedpan. x 
in turning over in bed. It is a nursing respons- 
bility to provide the help the patient needs. 


8. Infection. Infection is an ever-present three 
with any type of surgical procedure, and thx 
most stringent precautions must be taken before 
during, and after an operation to minimize ths 
risk. Preoperatively, it is important to assess th» 
patient's skin carefully. Is it in good genera 


condition? Does it look well-nourished? Are 
there any breaks in the skin continuity that 
would give potential pathogens access to deeper 
tissues? Are there signs of infected areas on 
other parts of the body that could be potential 
sources for infection of the operative site? Does 
the patient have any predisposing conditions to 
infection, such as diabetes, obesity, or immu- 
nosuppression? Skin around the proposed op- 
erative area needs particular attention. 
Scratches, bruises, rashes, reddened areas, 
edema, or other abnormalities should be noted, 
the notations carefully documented, and a report 
made. In most cases, the skin is cleansed and 
shaved prior to surgery, with good clean, rather 
than sterile, technique. In orthopedic surgery, a 
sterile skin preparation is often done to mini- 
mize the possibility of pathogenic invasion of 
bone tissues that are being manipulated. Post- 
operatively, a strict watch must be kept on the 
incision site to detect signs of infection in or 
around the wound (see pages 596—597). 

The nurse should also be alert to the possibil- 
ity of generalized infection following surgery. 
Observations the nurse should make in regard 
to both generalized and localized infectious 
processes were discussed in Chapter 26. They 
include signs of redness, pain, swelling, unusual 
discharge, elevated temperature, and increased 
white blood cell count. 


9. Pain. The nurse, in her initial assessment 
of the patient, assesses pain that he is currently 
having, or has had, prior to surgery. Preopera- 
tively, the nurse should also ascertain the pa- 
tient's expectations in regard to the pain he is 
likely to experience with his surgery. 

Before coming in to a health agency, most 
patients have talked with someone who has had 
surgery—possibly even the type of operation 
they are scheduled to have. Usually, the pain 
element is discussed. The experience of other 
people will affect the person's expectations. 
Then, too, as we noted in Chapter 21, reactions 
to pain are highly individualized. It is helpful 
to find out just what the patient expects and, if 
possible, his previous experience and reactions 
to pain. The nurse should correct any miscon- 
ceptions he has. She should also discuss with 
him his surgeon's usual postoperative orders for 
pain relief and reassure him that his needs for 
pain relief will be watched closely and re- 
sponded to promptly. 

Postoperatively, the patient's pain must be 
monitored closely. Strong analgesics are often 
needed in the first 48 hours (sometimes longer), 
with medications of a lesser intensity continued 
for a longer period. As we mentioned in Chapter 
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21, a number of factors may contribute to pain. 
With the postoperative patient, it may be that 
he is in an uncomfortable position— perhaps 
because of limitations on his mobility—and a 
position change may help. Too tight a dressing 
will also cause pain because of pressure, and 
the tight dressing may also be cutting off circu- 
lation. It is important, then, to observe the pa- 
tient's position, to check the dressing for tight- 
ness, and to assess the condition of the skin in 
the surrounding area for warmth, color, and 
mobility to ensure that a dressing is not impair- 
ing circulation. 


10. Disturbed Sensory Functioning. With any 
type of anesthesia, it is implicit that sensory 
functioning will be disturbed. Prior to surgery, 
it is imperative that the nurse have accurate 
baseline data on the efficiency of functioning of 
the individual's sensory abilities. This informa- 
tion should be part of the nurse's initial clinical 
appraisal and her history on the patient. Post- 
operatively, it is important to assess the func- 
tioning of sensory organs in the areas affected 
by the surgical procedure and those affected by 
the anesthesia. For example, in a patient who 
has had a spinal anesthetic, it is important to 
monitor the return of sensory functioning in the 
hips and legs (all areas below the site of insertion 
of the anesthetic agent). Similar monitoring is 
needed in an area that has been anesthetized by 
local anesthesia. Sensory functioning may also 
be disturbed as a result of a surgical procedure. 
If the procedure involved the nose or mouth, for 
example, vision, smell, or taste will be affected. 
The nurse should also be mindful of the possi- 
bility that neural pathways may have been dis- 
turbed, by accident or by design, during the 
course of surgery. She must, therefore, be obser- 
vant of any deviations from the initial baseline 
data in regard to sensory functioning, so that 
these can be documented and reported as soon 
as noted, and adequate precautions can be taken 
to assure his safety. 


11. Altered Mental Functioning. During the 
surgical process the individual's mental func- 
tioning is affected by a number of factors, in- 
cluding medications, anesthesia, and disturb- 
ances in his internal physiological processes. He 
will experience varying levels of consciousness 
as anesthesia is induced and as he recovers from 
it. We mentioned that some people have unto- 
ward reactions to sedation and to anesthetic 
agents. Older people are particularly sensitive 
to drug reactions, and there are now large num- 
bers of older people undergoing surgery. There 
are also, of course, many other causes of dis- 
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turbed mental functioning. (We mentioned that 
it may occur with excessive potassium deple- 
tion—a not uncommon happening in patients 
who have had major surgery.) The nurse should 
be watchful for signs of disorientation and con- 
fusion in all surgical patients. The confused and 
the disoriented patient and the patient with 
altered levels of consciousness have increased 
safety and protection needs, as we discussed in 
Chapter 24. 


12. Anxiety or Depression. Anxiety is such a 
common accompaniment of surgery, that the 
nurse should always be alert to signs of it in her 
pre- and postoperative patients. One of the best 
ways to assess the patient’s anxiety is to spend 
time with him, finding out what he knows about 
the pending (or performed) surgical procedure 
and how he feels about it. By maintaining a 
pleasant, relaxed atmosphere and spending 
enough time with the patient, the nurse can 
usually gain insight into the nature and extent 
of his anxieties. It is helpful to know what the 
surgeon has told the patient and to assess the 
patient's understanding of the surgeon's expla- 
nation. Often, the nurse can help to clear up 
misunderstandings by explaining in more detail 
or in simple terminology what others have told 
the patient. 

Tbe nurse should also be observant of the 
physical signs and symptoms, and the behav- 
ioral manifestations of anxiety. One can usually 
identify the person who is tense, but some peo- 
ple do not like to admit their fears and will 
cover them up with laughing and joking behav- 
ior. A discussion of the physiological and be- 
havioral manifestations of anxiety as well as the 
individual’s subjective perceptions of it, are in- 
cluded in Chapter 30,-which the student may 
want to refer to at this point. 

Some people react to stressful situations by 
becoming depressed rather than anxious. The 
nurse may see this in some preoperative pa- 
tients, if they feel that their situation is hopeless 
and nothing can really be done about it. Follow- 
ing surgery, when the body’s reserves are low, 
there is also a potential problem of depression. 
If the surgery has gone well, and the intervention 
has been successful, the person will usually 
experience a great feeling of relief when he is 
informed of the results. Sometimes, however, 
nurses assume that the physician has told the 
patient (he generally does), only to find that the 
patient has been experiencing considerable dis- 
tress because everyone took it for granted that 
the patient knew the results, while in fact no 
one has told him. If the prognosis is poor, or if 
a malignancy has been discovered during the 
operation, the patient is likely to be very anxious 


and may well become quite depressed. It is 
mandatory for the nurse to know the surgical 
findings and to provide the emotional support 
the patient needs in his distress (see Chapters 
30 and 31). 

It is important for the nurse to remember, too. 
that the patient’s family and the significant oth- 
ers in his life are also anxious and may become 
depressed. Keeping the family informed and 
providing them with thoughtful, caring attention 
to their needs is also a part of the nurse’s role. 
It contributes significantly to the patient’s emo- 
tional security if he knows that his loved ones 
are being looked after. 


13. Lessened Capacity for Self-Protection. We 
have mentioned numerous times throughout this 
section that the nurse has a responsibility to 
protect the surgical patient because he is fre- 
quently not able to protect himself. The nurse 
should be alert to any or all of the problems we 
have discussed that decrease the person’s ability 
to cope with his own safety needs. Particularly 
important to watch for are the signs of altered 
levels of consciousness, disturbed mental func- 
tioning, limited mobility, weakness on the part 
of the patient, and anxiety or depression. It is a 
fundamental responsibility of nurses to do all in 
their power to protect the patient from harm. 
Measures we discussed in Chapter 23 are partic- 
ularly pertinent to the surgical patient and 
should be reviewed by all nurses caring for 
surgical patients. 


PRIORITIES FOR NURSING ACTION 


Situations that necessitate prompt action on 
the nurse’s part are hemorrhage, shock, eviscer- 
ation, and infection. Hemorrhage is always a 
medical emergency and the nurse should report 
her observations promptly if she encounters 
fresh bleeding or excessive oozing from a healing 
wound, so that action can be taken before the 
bleeding becomes excessive. If the nurse notes 
signs of gross bleeding, or signs that the patient 
is going into shock, immediate action is re- 
quired. The beginning student should: summon 
help at once. In this case, it is preferable, if 
possible, for the nurse to send someone else for 
aid and stay with the patient herself. He is 
usually apprehensive and needs support. 

Shock may be caused by excessive bleeding, 
or by other factors disturbing the body’s phys- 
iological balance before, during, or following 
surgery. It is always a medical emergency. 

Evisceration is a visible separation of a wound 
that allows underlying viscera to protrude. 
Sometimes there is bleeding at the site of the 
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PRINCIPLES RELEVANT TO PRE- AND POSTOPERATIVE CARE SS 


1. Surgery evokes a major stress reaction In the body. 
2. A major assault on the body, such as surgery, lowers a person's ability to 


cope with other stressors. 


3. Major surgery affects a person's ability to meet all of his basic needs. 
4. The skin is the body's first line of defense against harmful agents. 
5. Penetration of the skin by surgical incision provides a portal of entry for 


invading pathogens. ' 


6. The very young and the very old are particularly vulnerable to the adverse 
effects of surgery, as are people with respiratory probiems, cardiovascular disease, 
abnormal blood coagulation patterns, diabetes, or disorders causing vascular Insuf- 


ficiency. 


7. The extremely fearful patient Is a poor surgical risk. 
8. Fear of the unknown Is a potent factor In pre-surgical anxiety. 
9. Information can often help to dispel fear. 
10. Learning is most effective when a person needs and wants to learn. 


protrusion. Usually there is localized pain. This 
situation is a medical emergency and requires 
prompt surgical intervention. The patient's phy- 
sician should be notified at once. While awaiting 
his instructions, the nurse should cover the 
protruding viscera with sterile dressings soaked 
in normal saline. The area should never be 
probed, nor an attempt made to push the viscera 
back into the wound. The patient will need to 
be prepared for emergency surgery. If the begin- 
ning student observes evisceration, for example, 
while she is changing the dressing, she should 
summon help at once. 

Signs of localized or generalized infection 
should also be drawn to the team leader's atten- 
tion promptly, so that appropriate intervention 
can be initiated as early as possible to arrest the 
infection in the individual and to prevent its 
spread to other patients, visitors, and staff. 


SPECIFIC NURSING MEASURES 


Teaching 


Good pre- and postoperative teaching helps to 
prepare the patient for surgery and makes the 
postoperative recovery period smoother and less 
hazardous for the patient. Numerous studies 
have documented the tangible benefits of pre- 
operative teaching in making the patient less 
anxious both before and after surgery, in mini- 
mizing postoperative complications, and in has- 
tening the individual's recovery. Many agencies 
have developed a structured format for teaching 
people who are having surgery, including the 
specific things they need to know, the skills that 
need to be developed, and the common fears 


and anxieties that should be examined. Some- 
times the teaching program is on a one-to-one 
basis. Sometimes it is done in groups, either 
before the person is admitted (when it may be 
done on an ambulatory basis) or after admission. 
Many good teaching aids have been developed, 
both within agencies and by health care supply 
houses and drug companies. Whatever type of 
program is used in the agency in which you are 
having clinical experience or, later, working, it 
is important that the content you use in your 
teaching be consistent with the policies of the 
agency and have the approval of the surgeon. 

It cannot be overemphasized that a structured 
teaching program, whether carried out on an 
individual or group basis, is much more likely 
to be effective than one that is carried out on an 
impromptu basis as the need arises. 

The process of developing and implementing 
a teaching program for surgical patients is the 
same as that for all other patients. Needed are: 


1. A good data base about the patient (or 
patients, if a group is to be taught). Particularly 
pertinent to the process of teaching and learning 
are a knowledge of the patient as a person (such 
as his age, occupation, level of educational at- 
tainment, his family, his interests and hobbies), 
his health history, his previous experiences with 
surgery, and his understanding of and particular 
concerns about the surgical procedure he is to 
undergo. 

It is helpful to involve the patient's family or 
significant others in the teaching program. They 
are the ones who are best able to provide the 
support and assistance the patient needs to sup- 
plement the nurse's teaching and to help him in 
utilizing it. 

It is also important to assess the patient's 
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ability to learn, and to identify any problems 
that might interfere with his learning, such as 
poor eyesight, a hearing loss, extreme anxiety, 
or limited mobility. 

2. An assessment of his learning needs. This 
process of assessment is similar to the pre-test 
many teachers give at the start of a course, or 
unit, to identify the extent of the student's pre- 
vious knowledge or skill. It is important for the 
nurse to determine the patient's level of under- 
standing of the surgical process and the type of 
surgery he is to have in order to determine what 
he needs to learn. 

If there is not much time between the patient's 
admission and his departure for the operating 
room, the nurse will have to set priorities, that 
is, she will have to decide on the most important 
things that the patient needs to learn before 
surgery. She will also have to take into consid- 
eration the level of his anxiety. When the per- 
son's anxiety is high, and many things are hap- 
pening to him all at once, he is not receptive to 
teaching, except that designed to meet his im- 
mediate needs. 

3. Identification of content. On the basis of 
the assessment, specific topics that need to be 
included in the teaching program are identified. 
If some of the teaching is done prior to the 
patient's admission to a health agency, the agen- 
cy's admission procedure should be explained. 
Other topics that usually need to be included 
are: (a) terminology the patient needs to know 
to converse intelligently with health personnel 
and to understand what they are talking about; 
(b) encounters the person is likely to have with 
other departments, e.g, the laboratory, x-ray, 
dietary, and physiotherapy departments; (c) 
preparation for surgery, e.g., skin preparation, 
enemas, medications, came of his valuables, and 
the consent form; (d) going to the operating 
room, e.g., sedation, the stretcher, safety precau- 
tions, and the anesthesia procedure; (e) usual 
experiences in the postamesthetic recovery room, 
e.g., waking up, the taking of vital signs, turning, 
deep breathing, coughing, intravenous infusions 
and blood transfusions, tubes and drains, and 
the checking of dressings; (f) returning to the 
‘nursing unit; (g) nature and extent of the pain 
he is likely to experience, measures taken to 
minimize the pain experience, and how to re- 
quest pain relief; (h) specific exercises to be 
done pre- and postoperatively, e.g., turning, 
deep breathing, coughing, and exercises to main- 
tain muscle tone or to strengthen specific mus- 
cles; (i) ambulation; (j) dressing changes; and (k) 
going home, e.g., expected length of stay; care 
of incision; dressings, medication, and exercises 
to be continued at home; activity level; home 
care services; and postoperative checkups. 


In identifying specific content the student will 
find the questions, Who? What? When? Where? 
Why? and How? helpful to ask herself regarding 
the topics we have listed.* 

4. Development of specific behavioral objec- 
tives. Identification of the content to be covered 
leads to the development of a list of expected 
patient behaviors, or outcomes. A set of specific 
behavioral objectives developed for one preop- 
erative teaching program is shown below. 

5. Selection of teaching strategies and teach- 
ing aids. The nature of the material to be taught 
and characteristics of the person or persons 
doing the learning help to determine the most 


A PREOPERATIVE TEACHING PROGRAM 


Specific Behavioral Objectives 

At the end of the Pre-Operative Class, the 
patient and his family will be able to: 

1. verbally define or describe, with at 
least 70 percent accuracy, the terms intro- 
duced at the beginning of the class. 

2. verbally describe the usual expected 
encounters upon admission to the hospital 
to the time of surgery, with 70 percent accu- 
racy. 

3. verbally describe what usually takes 
place in the immediate postoperative period, 
with 70 percent accuracy, 

4. correctly demonstrate the "stir-up" 
routine as shown by the nurse instructor, 
i.e., cough, deep breathe and move legs. 

5. ask questions comfortably. 

6. use “Blow bottles" properly if that is 
to be a part of his post-operative course 
(could also be IPPB). 

7. assist in teaching other patierits in the 
class. M 
B. find the surgical waiting area. 

9. state acceptance of patient participa- 
tion in post-operative care and recovery. 

10. state awareness of any special interest 
groups, agencies or rehabilitation centers 
that might be of assistance post-operatively. 

11. state awareness of the hospital Social 
Services Department, its location, and tbe 
services that it offers. 


Methods and Materials 
Methods: 
1. Lecture—short 
2. Observation-tour 
3. Discussion 
4. Teacher-learner demonstration 
Materials: 
1. Blackboard 
2. Sphygmomanometer, stethoscope 
3. Blow bottles 
-. 4. Anti-embolism stockings 
5. Special equipment ordered by physi- 
. cian 
6. Posters, picture, graphs 
7. Audio-visual equipment videotape 
films to be used with pt's television) 


D 


From Schrankel, D. P.: Preoperative Teaching. Supervisor 
Nurse, 9:82-90, May, 1978, p. 90. 


appropriate methodology and assist in the selec- 
tion of teaching aids. Suggested methods and 
material for preoperative teaching are listed be- 
low the specific behavioral objectives shown on 
page 588. 

6. Evaluation Techniques. Ways oí evaluat- 
ing the extent to which learning has taken place 
are built into the behavioral objectives, if criteria 
have been carefully and realistically determined 
and included in the stated objectives. As with 
all types of teaching, the nurse must obtain 
feedback from the patient and must observe his 
utilization of the knowledge and skills he has 
gained in order to evaluate his progress. 


Preparation of the Skin 


In most agencies the area of the planned in- 
cisfbn is shaved prior to surgery. The benefits of 
preoperative shaving versus the risks of increas- 
ing the potential for infection by shaving are 
currently being debated. Some agencies advo- 
cate other methods of removing hair, such as 
using depilatory creams. 

Each agency usually has its own special pro- 
cedures for preparation of the skin prior to 
surgery. We will, therefore, only offer general 
guidelines here on the area to be prepared, the 
equipment needed if shaving is to be done, and 
the methodology. 


Area. Generally, the area that is prepared is 
larger than the area that is expected to be in- 
cised, in case the incision needs to be extended 
during the procedure. There is fairly general 
agreement,on the extent of the skin preparation 
for commonly performed surgical procedures 
involving various parts of the body. Examples 
of areas that are usually prepared are shown on 
page 590. 


Equipment. A dry or wet shave may be done. 
For a dry shave, the nurse will need a set of 
electric clippers, a pair of scissors (for cutting 
long hairs), tissues for wiping off excess hair, 
towels for draping the patient, and a good light 
to see by. If a wet shave is to be done, the nurse 
will need a good, sharp razor (a straight razor or 
a safety razor may be used). Disposable razors 
are in common use in many agencies. She will 
also need a liquid soap solution for cleansing 
the skin, cotton sponges and cotton-tipped ap- 
plicators, a pair of forceps, a waterproof di «pe, 
and a covering towel. A basin is also neede i for 
disposing of used sponges and applicators. Most 
agencies have prepackaged sets that contain all 
the equipment needed for a skin preparation. 
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Method. The nurse explains the procedure to 
the patient and the reasons for doing it. In most 
instances, it is easier to carry out the procedure 
when the person is lying flat in bed. An excep- 
tion is made when the head or the neck is 
involved; then, it is usually easier to have the 
person sitting up. The area of the body to be 
prepared is exposed, and the patient is draped 
to protect modesty and to keep him warm. The 
waterproof drape and covering towel are placed 
under the patient to protect the bed clothing. 
The nurse then lathers the skin with the soap 
solution, using the forceps and sponges as 
needed. (This step is omitted in a dry shave.) A 
razor is then used to remove the hairs. The razor 
is best held at a 45-degree angle to the skin. A 
clean, close shave is desired, with no nicks or 
scratches that would allow infection to enter the 
operative area. Shaving is done against the grain 
of the hair shaft (in the direction in which the 
hair is growing). Following the shave, the area 
is rinsed and patted dry with cotton sponges. 
Cotton tipped applicators are used to clean out 
the umbilical cavity and other small areas such 
as the ear lobes. In some agencies, before putting 
away the equipment, the nurse has her team 
leader or the charge nurse check the preparation. 
Then the patient is made comfortable, the equip- 
ment is taken care of, and the procedure is 
documented in the patient's record. 


Immediate Preoperative Care 


The afternoon or evening prior to surgery (or, 
immediately prior, in the case of pmergency 
surgery) the preoperative skin preparation is 
usually done, the patient is examined by the 
resident or intern, and is visited by the anesthe- 
siologist, who may or may not carry out his own 
physical examination of the patient. It is now 
becoming more frequent for a member of the 
operating room nursing staff also to visit the 
patient the evening before surgery. The purposes 
of this visit are to assess the patient and plan 
his care, to get to know him, to explain the 
operative procedure, to tell him the expected 
time the surgery will take place, to answer his 
questions, and, it is hoped, to dispel some of his 
fears. i 

In many bospitals, the schedule of operations 
is prepared in the late afternoon for the next 
day’s surgery and is sent around to the surgical 
nursing units. 

If an enema has been ordered for the patient, 
it is usually given after the evening meal on the 
day prior to surgery. It is sometimes done in the 
morning for surgery scheduled in the afternoon, 
but this is not usually done because the slate 
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Examples of the Skin Areas to be Prepared for 
Surgery as Determined by the Type of Operation 


Preparation For Preparation For Preparalion For Preparation For Shoulder Preparation For 
Head Surgery Ear Surgery Submanillary or Neck Surgery and Upper Extremity Surgery Sympathectomy 


i T 


Preparation For Preparation For Preparation For Preparation For Forearm, Preparation For 
Upper Thoracic Surgery Chest Unilateral Surgery Cervical Laminectomy Elbow or Hand Surgery Thoraco-Abdominal Surgery 


M 


Preparation For Unilateral Surgery Preparation For Renal Preparation For 
of Posterior Lumbar Region and Upper Ureleral Surgery Abdominal Surgery 


MM 


Preparation For Gynecological Preparation For Preparation For Preparation For Preparation For Ankle, Preparation For 
and Genlto-Urinary Surgery Unieteral Hip Surgery  Unilateral Thigh and Leg Surgery Lower Leg and Foot Surgery FootorToeSurgery Ano-Rectal Surgery 


ba y pia 


operative site prepping instructions with 
Betadine Surgical Scrub and Betadine Antiseptic Solution 


After the skin area is shaved, wet it with water. Apply towel. Paint area with BETADINE Solution (or spray 
BETADINE Surgical Scrub and rub thoroughly for about area with BETADINE Aerosol Spray) and allow to dry. 
five minutes. Then develop a lather and rinse off by aid of If self-adhering plastic drapes are to be used, you may 
sterile gauze saturateJ with water. Pat dry with sterile apply these directly over the dried BETADINE Solution. 


(Copyright © Purdue Frederick Company, Norwalk, Connecticut 08658. Used by permission.) 


may be changed and the patient's surgery moved 
up on the schedule. A sedative is usually or- 
dered for the patient at bedtime, to ensure a 
good night's rest prior tp surgery. An order for 
nothing by mouth is usually enforced after mid- 
night. A sign should be posted on the patient's 
bed (or some other place where all staff and 
visitors will see it) to ensure that the order is 
carried out. 

The patient's skin, hair, fingernails, and toe- 
nails should be cleaned prior to surgery to de- 
crease the amount of bacteria on the skin. If he 
has not had a bath the evening before, one is 
sometimes given the day of surgery. After the 
bath, or morning care, the patient puts on a 
freshly laundered hospital gown and, in some 
agencies, operating room stockings. 

The patient's hair should be free of pins, 
barrettes, or other objects. Women patients are 
advised not to wear makeup or nail polish, to 
facilitate assessment of skin color. Jewelry and 
other valuables the patient may have at the 
bedside are removed for safekeeping, either in a 
locked cupboard on the nursing unit or in the 
hospital safe. The nurse sees that the patient 
voids and that the urinary bladder is empty 
before the preoperative medications are given. 
If the patient has dentures, these are removed 
and put in a container in the patient's bedside 
locker. The patient's vital signs are taken. The 
nurse checks to make sure the consent form has 
been signed and is on the chart before giving 
preoperative sedation. 

The nurse who is looking after the patient 
preoperatively is usually responsible for giving 
the premedication ordered to induce drowsiness 
and to lessen secretions in the mouth and throat. 
Once the medication has been given, the patient 
should be kept in bed, with the side rails up as 
a safety precaution, and he should be left undis- 
turbed until called for surgery. 

The nurse, meanwhile, makes sure that every- 
thing that should have been done has, in fact, 
been done for the patient. She checks the med- 
ication orders to see if regular medications that 
have been ordered have been given (unless there 
were orders to withhold these) and charted. She 
makes sure that vital signs have been taken and 
recorded with a notation regarding any abnor- 
malities. She notes whether an enema was or- 
dered, or given, and the results noted, and that 
the time and amount of voiding have been re- 
corded. If there were no results from the enema, 
the surgeon should be notified. 

The nurse makes sure that the chart is com- 
plete, with all laboratory and other preoperative 
tests and investigations noted, and available 
results attached to the record. 

Many agencies have developed a preoperative 
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checklist to assist nursing staff in making sure 
that no detail has been omitted. 

When the patient is called for surgery, the 
nurse assists the operating room escort to help 
the patient transfer to the stretcher unless the 
patient is going to the operating room in his 
own bed. The patient's chart, and x-rays if these 
are to accompany him, are collected from the 
nursing station. The nurse accompanies the pa- 
tient to the operating room, where she reports 
to the nurse in the holding room or waiting 
room. On her return to the unit, she makes up 
the bed for his return (see Chapter 20). 


Immediate Postoperative Care 


Most patients are seen from the operating 
room directly to a postanesthetic recovery room 
for the special care and attention that is required 
in the immediate postoperative period. This care 
includes: 


- 


1. Assessing the patient's physiological status 
on arrival and at frequent intervals during his 
stay in the recovery area, including level of 
consciousness, vital signs, presence or absence 
of reflexes, and drainage from dressings, tubes, 
and collecting bags. 

2. Carrying out immediate postoperative or- 
ders for infusions, medications, and treatments 

3. Seeing that orders for x-rays or laboratory 
work are carried out promptly 

4. Monitoring the administration of oxygen 

5. Monitoring the administration of intrave- 
nous infusions and blood transfusions 

6. Maintaining a safe physical environment 
for the patient's recovery 

7. Providing emotional support and comfort 
for the patient? 


The patient is transferred to the nursing unit 
when he is fully conscious, his vital signs are 
stabilized, and his physical condition is judged 
satisfactory. If his condition warrants more in- 
tensive nursing care than the nursing unit is 
able to provide, he may, instead, be sent to an 
intensive care unit. The nurse in charge of the 
unit to which he is being transferred is alerted 
to prepare for his arrival. A nurse and an escort 
accompany the patient to the unit, where they 
notify the charge nurse of his arrival. The oper- 
ating room staff transfer the patient to his own 
bed, making sure that he is in a comfortable 
position and that all tubes, drains, suctioning 
equipment, and other equipment are in place 
and functioning. The operating room nurse 
shows the receiving nurse the position of the 
dressing and explains the placement of drains 
and their care. If the patient is still sleepy, he is 
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usually best on his side, unless there are con- 
traindications to this position. All safety precau- 
tions must be taken to ensure his safety. This 
includes putting the bed in the lowest position 
compatible with safe care and positioning the 
patient so that his airway is patent and secre- 
tions,can drain easily from the mouth.? The 
recovery room nurse gives a verbal report on the 
patient's progress in the recovery room stay, 
reviewing the records kept and the patient's 
condition in the immediate postoperative pe- 
riod. She completes her notation on the patient's 
record, and the chart is then handed over to the 
nursing unit staff. 

The nurse who receives the patient takes the 
patient's vital signs on arrival, assesses his level 
of consciousness, checks his dressing, and notes 
the position of drains. 


She makes sure that the patient is warm, 
comfortable, and safe before she leaves his room. 
An emesis basin should be left at the bedside, 
within easy reach of the patient, and his call 
light attached to his gown. Constant vigilance is 
required to maintain his safety, and prompt 
attention must be paid to the patient’s signal for 
help and to the earliest signs of discomfort or 
distress the nurse observes in the patient. We 
discussed points to watch for earlier in connec- 
tion with assessment of the patient’s ability to 
cope with basic needs pre- and postoperatively 
{pages 580—586). The nurse will want to review 
the operating room and recovery room records 
as soon as she is assured of the patient’s imme- 
diate safety and comfort. There will be new. 
postoperative medication and treatment orders 
to be noted and implemented. Careful documen- 


Postoperative exercises. (Adapted from Shaughnessy Hospital, Vancouver, Patient Information Pamphlet.) 


1. Place one hand over 2. Place hand on ribs, 


stomach, take a deep 
breath in through nose, 
letting stomach rise. Blow 


breathe in, lettihg ribs 
push against your hands. 
Blow out through pursed 


out through pursed lips. lips. 


Do each exercise 5 times 
per hour when awake, for 
the first few days, or until 
you are up and walking 
around. 


Bend and straighten one 
leg; then the other. Do 3 
times a day, 5 times each. 


LEG EXERCISE 


Lying or sitting in bed: 

with knees bent, hold your 

hands or a pillow firmly 

over the incision for 

support. Take 5 deep 

breaths and then cough. or 


Sitting on side of bed: 
support incision, lean 
forward a little, keep feet 
on floor, take 5 deep 
breaths and then cough. 


M 


COUGHING 


Point your toes towards 
your head, then towards 
the foot of the bed. Make 
your feet go around in 
circles. Do 3 times a day, 
5 times each. 


FOOT EXERCISES 


MOVING IN BED 
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Change your position often, at least every 2 hours while awake. If you have difficulty moving because of your 


incision, here are some tips. 


P4 
1. To move your body sideways: lie on your back, bend knees, 
lift your hips and shift them sideways; follow with shoulders. 


2. To roll onto your side: bend knees, support your incision with 
your hand and roll like a log. 


3. WM is even easier if the bed rail is up. Reach across to hang on 
to the bed rail and pull yourself onto your side, rolling like o 
log. 


4. To si ep om the side of the bed: log roll onto your side, drop 
your lags over the edge of the bed and push up using your 
orm. 


Moving in bed postoperatively. (Adapted from Shaughnessy Hospital, Vancouver, Patient Information Pamphlet.) 


tation of the patient’s time of arrival back in the 
nursing unit, and his condition on arrival, as 
well as all observations made subsequently and 
all nursing actions carried out, is essential. 

In the early stages of his recovery, the patient 
will probably need reminding, and often assist- 
ance, to practice deep breathing and coughing 
and the other exercises taught preoperativeiy. 
Ambulation begins as soon as medically feasible, 
when the patient’s vital signs are stable. Most 
surgical patients are up within the first 24 hours. 
Orders will be written by the physician regard- 


ing ambulation—when it is to start, how long it 
is to be, and how often. It is a nursing respon- 
sibility to assist the patient to carry out these 
orders. Many patients are very apprehensive 
about getting out of bed so soon after surgery. 
They are afraid that their stitches will break 
open, that it will be too painful, or that they 
won't have the strength or will power. You can 
reassure them that there are several layers of 
stitching, that the incision site is well protected, 
and that a little tension on the suture line helps 
to promote healing. You can assure him that you 
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will be there to support and assist him as need 
be. It is best to get the patient up while he is 
still comfortable and free of pain, but not under 
the effects of a recent medication that impairs 
his senses. One authority suggests that ambula- 
tion can often be tried an hour before the next 
pain medication is due." 

In preparing the patient for ambulation, the 
nurse gets his slippers or shoes, draws the cur- 
tains for privacy, and clears the pathway from 
bed to door of obstructions. Tubes are discon- 
nected whenever possible. Some cannot be dis- 
connected, and they must be secured by pins or 
tape. 


Continuing Postoperative Care 


The patient needs close monitoring during the 
first 48 hours following surgery. He is usually 
quite drowsy for the first day or.so and requires 
special precautions to ensure that he is protected 
from all hazards, that his basic physiological 
needs are met, and that postoperative compli- 
cations are prevented, insofar as this is possible, 
or picked up in an early stage so that prompt 
action can be initiated. The nurse should make 
sure that the patient is in a comfortable position 
and that he is free from pain. Pain tends to make 
the patient restless, and he could quite easily 
damage early tissue repair if he is not kept 
comfortable. The patient should not, however, 
be kept in the same position. His position must 
be changed frequently. 

The nurse should assess the patient at frequent 
intervals to watch for signs or symptoms of the 
common problems that we discussed earlier in 
this chapter. In addition, the nurse must be 
constantly alert to see that intravenous infusions 
are kept running at the required rate and replen- 
ished as ordered before they run dry. She also 
needs to check the infusion site frequently to 
make sure that the infusion has not gone into 
the tissues. Equipment such as suctioning ap- 
paratus and drainage tubes must be checked to 
see that they are functioning well. The nurse 
also needs to keep a watchful eye on dressings 
for signs of leakage or oozing. 

Intake and output must be monitored closely. 
If voiding has not occurred in the first 8 hours 
after surgery, this fact should be reported. A 
flowsheet for recording vital signs and other 
pertinent observations is helpful to ensure that 
the patient is checked at regular specified inter- 
vals and the nurse's observations noted and 
documented. The documentation is essential for 
legal reasons (see Chapter 7). 

If the patient has a draining catheter in situ, 
he often carries the drainage bag with him as he 


walks. The IV infusion must be on a portable 
pole and may need to be transferred to one. All 
infusion fluids should be above the infusion 
site, and all drainage receptacles below the point 
where the tube exits from the body. 

The bed should be low enough that the patient 
can easily reach the floor when he puts his legs 
over the side of the bed. It is often easier on the 
patient if the bed is in the high Fowler's posi- 
tion. Most patients like to wear their own bath- 
robe and slippers, and should be helped into 
these, or into hospital ones if they have not 
brought their own. 

It is usually advisable for the patient to dangle 
his legs from the side of the bed for a few 
minutes before attempting to stand up. At this 
time, the nurse assesses the patient for dizziness. 
If he is able to proceed, he can use the nurse's 
shoulder or the side rail on the bed for support 
as he steps onto the floor. A chair should be 
conveniently placed by the bed so that he can 
sit down on it if he feels weak or dizzy. He 
should be well supported when walking, and 
may require the aid of two people if he is 
unsteady on his feet. Surgical patients usually 
have a tendency to bend over to protect their 
incision when they are walking. This, however. 
throws them off balance. It also hampers their 
breathing. They should be encouraged to stand 
up straight and look ahead at where they are 
going. 

Ambulation is usually ordered for a given 
number of times per day, and it is important 
that these orders are scrupulously carried out. 
As the patient builds up strength, the length and 
time of his walks is gradually increased. 

During the course of his convalescence, the 
patient may have stitches that need to be re- 
moved. This procedure is usually a medical one. 
although it is sometimes done by the nurse. 
Sometimes, the doctor wishes to do the first 
dressing change in order to observe healing of 
the wound. Often, however, changing dressings 
is a nursing responsibility. 


Care of Wounds 


1. Skin and mucous membranes normally 
harbor microorganisms. In order to decrease the 
transfer of organisms to a wound, handwashing 
is indicated before and after attending a patient. 
In addition, the use of an antiseptic upon and 
around a wound decreases the number of micro- 
organisms and thus lessens the danger of infec- 
tion. 

2. Microorganisms are present in the air. 
Sometimes a wound is left exposed, particularly 
if it is a superficial one that has closed itself. 


PRE- AND POSTOPERATIVE CARE 595 


PRINCIPLES RELEVANT TO THE CARE OF WOUNDS x 


SUS Oe wes 


open wounds. 


Skin and mucous membranes normally harbor microorganisms. 
Microorganisms are present in the air. 

Moisture facilitates the growth of microorganisms. 

Molsture facilitates the movement of microorganisms. 

. Fluids move through materials by capillary action. 

Fluids flow downward as a result of gravitational pull. 

The respiratory tract often harbors microorganisms, which can be spread to 


8. The blood transports the materials that nourish and repair body tissues. 
9. Skin and mucous membranes can be injured by chemical, mechanical, 


thermal, and microbial agents. 


The majority of surgical incisions, however, and 
wounds involving deeper-lying tissues are pro- 
tected by a sterile dressing. When the dressing 
is changed, precautions are taken to keep the 
time the wound is exposed as short as possible 
and the circulation of the air in the room at a 
minimum. These precautions have a twofold 
purpose: to protect the wound from possible 
contamination by air-borne bacteria in the at- 
mosphere and to minimize the convection of 
microorganisms from the wound to the circulat- 
ing air. When a wound is infected, or there is 
possibility that pathogenic bacteria (such as 
Staphylococcus aureus) are present in the at- 
mosphere, these precautions are particularly im- 
portant. 

3. Moisture facilitates the growth of microor- 
ganisms. Dressings that are wet with drainage 
are more likely to foster the growth of organisms 
than are dry dressings. Often dressings are 
changed whenever they become soaked through 
to the top. If there is no order to change the 
dressing, it can be reinforced with additional 
dry sterile dressings to inhibit the transfer of 
organisms from the outside to the wound unti] 
the physician has been notified. 

4. Moisture facilitates the movement of mi- 
croorganisms. When a dressing becomes soaked 
through to the outside, the movement of micro- 
organisms toward the wound is facilitated be- 
cause the moisture provides a vehicle for their 
transport. Because the outside of a dressing is 
generally highly contaminated, the movement of 
organisms from the outside inward must be 
prevented. Maintaining dry dressings inhibits 
the multiplication and the transfer of organisms. 

5. Fluids move through materials by capillary 
action. Loosely woven fabrics such as gauze 
provide a good surface for capillary action. The 
fluid is absorbed through the material as each 
thread in the material conducts the fluid away 
from the wound by the action of the surface 


tension of the fluid and the forces of adhesion 
and cohesion. Adhesion and cohesion are forces 
that draw together. 

6. Fluids flow downward as a result of grav- 
itational pull. In,a draining wound the area of 
greatest contamination is, in all probability, the 
lowest part, where the drainage collects. If it is 
desirable to promote drainage, a drain or packing 
is usually placed in the lowest part of the wound 
by the doctor. 

7. The respiratory tract often harbors micro- 
organisms, which can be spread to open 
wounds. When an open wound is exposed, 
measures are taken to prevent the spread of 
microorganisms from the respiratory tract. It is 
common practice in many agencies for nurses 
and physicians to wear masks while dressing 
wounds, and in some instances patients also 
wear masks. In any case, as a precautionary 
measure against contamination, it is advisable 
not to talk while a wound is exposed. 

8. The blood transports the materials that 
nourish and repair body tissues. When dressing 
and bandaging a wound, care is exercised to 
ensure that circulation to the area is not re- 
stricted in any way. Bandages and dressings are 
never made restrictively tight, and they are ap- 
plied starting at the distal portion of the body 
and proceeding to the proximal portion as a 
means of promoting venous flow. 

9. Skin and mucous membranes can be in- 
jured by chemical, mechanical, thermal, and 
microbial agents. The disinfectants and medi- 
cations used to cleanse and treat a wound and 
the surrounding tissue should be strong enough 
to be effective, but they should not irritate 
healthy tissue. Protective ointments such as ster- 
ile petrolatum can be used to protect the skin 
when it is necessary to use irritating disinfec- 
tants upon open wounds. Ointments such as 
zinc oxide are frequently used to protect the 
skin from irritating drainage. 
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To avoid mechanical injury at bony promi- 
nences that are to be bandaged, padding is pro- 
vided to prevent irritation due to friction. Ad- 
hesive tape must be removed carefully; often, to 
avoid trauma, specially prepared solvents can 
be used to loosen the adhesive. Thermal injury 
can be avoided by the use of solutions at a 
temperature which is noninjurious to tissue. 
Room temperature is generally considered to be 
safe for most tissues. 

Microbial injury can be largely avoided by 
practicing sterile technique in the care of 
wounds. All solutions, dressings, and equip- 
ment that come into contact with an open 
wound should be sterile. 


Organisms Causing Wound Infection. There 
are several organisms that are commonly found 
in wound infections. Of the gram-positive group, 
Staphylococcus aureus and S.'albus are found 
most commonly. These are spherical asymmetric 
bacteria that are normally found in the nose, 
skin, and feces. The alpha- and beta-hemolytic 
streptococci also cause many infectious proc- 
esses. It has been estimated that 8 per cent of 
all people carry these bacteria in the nasophar- 


"The toxigenic clostridia are anaerobic spore- 
forming bacilli. They thrive in airless condi- 
tions, being found in the, intestinal tracts of 
animals, in dust, and in soil. Clostridium tetani, 
the cause of tetanus, is a well known member 
of this family; many physicians automatically 
give- prophylactic doses of tetanus toxoid to 
patients whose wounds have come in contact 
with soil. 

Of the gram-negative bacteria, Escherichia coli 
and species of Aerobacter and Alcaligenes are 
frequently found in wounds. These, together 
with Proteus and Pseudomonas, are the princi- 
pal inhabitants of the intestine. They can also 
often be isolated in the anogenital area, and are 
frequent causes of urinary tract infections. 


General Consideratioms in Wound Care. The 
basic goals of nursing action in the care of 
patients with wounds are: 


1. To promote tissue healing 

2. To prevent the development of infection in 
the wound 

3. To promote the comfort of the patient 


Just as there is considerable variety in the 
kinds of wounds, so there is a variety in the care 
that they require. A wound may be closed by 
sutures, with no drainage resulting. This type of 
wound is often left with the original dressing in 
place until it is completely healed. Sometimes 
wounds are sprayed with a clear plastic rnaterial 


that seals the wound and eliminates the need 
for any dressings. 


Observation of Wounds. The physician's in 
structions regarding wound care, and any spe- 
cific precautions to be taken, will be written anc 
included in the doctor's orders. 

When a wound is examined, as, for example. 
while a dressing is changed, certain features œ 
the wound itself and the discharge from it are 
carefully observed. The wound is observed far 
the approximation of its edges. Some wounds 
are closed by sutures or skin clips, others by the 
pressure of a bandage or butterfly tape. Ster- 
Strips are frequently used, or a butterfly tape 
can be made from a strip of adhesive tape na- 
rowed in the middle and placed across th: 
wound so that the adhesive part of the tape 
sticks to the patient’s skin on both sides of th: 
wound and draws the edges of the wound ic 
gether. The adhesive side of the tape directh 
over the wound is usually covered so that it wil 
not adhere to the wound itself. Gapping in z 
sutured or taped wound could delay healing anc 
should be reported. Some wounds are not closec 
deliberately but are left to close naturally ix 
second intention. A wound is also observed fæ 
signs of inflammation and infection, such x 
redness, swelling, pain, heat, and limitation a 
function of the afflicted part of the body. 

The amount of discharge that is considere: 
normal is dependent upon the site, size, amz 
type of wound. Normally it is not unusual for z 
wound to exude some serous drainage posto:- 
eratively. (Serum is the clear portion of tix 
blood.) A wound in the anogenital area can tx 
expected to have more serous discharge than : 
wound of the face. Serous discharge is amber = 
color and contains water, blood cells, and sor 
cellular debris. 

Sanguineous drainage is red. (‘‘Sanguineous ` 
refers to blood.) Bright sanguineous drainage x 
composed of fresh blood; dark sanguineoc: 
drainage is composed of old blood. 

Infected wounds often have a purulent dis 
charge. “‘Purulent” is defined as containing pus 
Pus can be white, yellow, pink, or green, ofter 
depending upon the infecting organism. It = 
usually thick and may have a distinctly unpleas 
ant odor. In addition to the three basic kinds a 
wound discharge, there are combinations suct 
as serosanguineous, seropurulent, and purosaz- 
guineous. 

An accurate description of a wound's di: 
charge must include the amount. Traditions 
descri: ions, such as gross, moderate, and smzi 
are highly subject to individual interpretatio 
and often relative to the site and type of woun- 
For example, the amount of drainage that wou:- 


be considered moderate after perineal surgery 
would usually be considered abnormally large 
after an appendectomy. Because the use of these 
adjectives can be misleading, more exact meas- 
ures are used. It is the policy in some agencies 
to describe the amount of drainage by the num- 
ber of dressings that are soaked and drainage 
upon the dressing. An example of this kind of 
descriptive charting would be “‘serosanguineous 
drainage 7.5 cm. (3 inches) in diameter soaked 
through two gauze dressings." 

In addition to a description of the wound and 
the drainage, other signs and symptoms are 
recorded—for example, stabbing pain near the 
wound, fever, headache, anorexia, hemorrhage, 
or other symptoms of generalized or localized 
infection. E 


Dressings. The frequency with which dress- 
ings are changed depends on the needs of the 
patient and the orders of the physician. An order 
might state that a wound is to be dressed at 
regular intervals (for example, twice a day), or 
it might leave the frequency with which a dress- 
ing is to be changed to the nurse’s judgment. In 
the latter situation the dressing is changed when 
it is wet, but never more often than necessary, 
because each time a wound is exposed the 
chance of initiating an infection is increased. 
Operative wounds may be sutured with a wide 
variety of nonabsorbable sutures, including 
those made of polyester, polypropylene, or silk, 
or with absorbable sutures made from surgical 
gut or a synthetic fiber. Wire sutures are occa- 
sionally used. Skin sutures are usually nonab- 
sorbable. If a wound is expected to drain exces- 
sively, a drain or packing is inserted by the 
physician to facilitate this process. Soft and firm 
rubber drains as well as plastic drains are used 
for this purpose. Packing is usually made of a 
long strip of gauze, often impregnated with a 
disinfectant or antibiotic. Drains and packing 
are sometimes withdrawn a little each day to 
encourage healing from the depth of the wound 
toward the surface. Considerable drainage can 
be anticipated from wounds of this nature. Some 
drains are sutured in place, whereas others are 
freely movable. Soft rubber drains (Penrose 
drains) often have a sterile safety pin attached 
to the distal portion of the drain to prevent it 
from slipping completely inside the wound. 
Wounds that are draining need to be changed 
whenever the dressings are wet. Not only is the 
drainage frequently irritating to the skin, but it 
also serves as a likely site for infection: 
a vd o 
Preparation of the Environment. When a 
wound is to be exposed to the open air, every 
effort is made to decrease the number of micro- 
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organisms which could possibly come in contact 
with it. Consequently, windows and doors are 
closed to eliminate drafts, and curtains are 
drawn around the patient to provide privacy. 

The bed unit is arranged for the covenience of 
the person changing the patient's dressings. Usu- 
ally the bedside table or overbed table is cleared 
beforehand so that the nurse can put the dressing 
tray in a convenient place. Before wound care, 
the nurse washes her hands to reduce the num- 
ber of microorganisms which are normally on 
her skin (see Chapter 26). 


Preparation of the Equipment. The specific 
equipment required depends upon the kind of 
wound. The safest aseptic technique is carried 
out by using individual trays containing only 
the materials and equipment which can be dis- 
carded or sterilized after the wound is dressed. 
By not taking bottles and other articles from one 
patient to another the transfer of microorganisms 
by such vectors is eliminated. 

For changing most wound dressings it is nec- 
essary to have a receptacle for the old dressings 
and gauze sponges (waxed paper bags permit 
such contaminated materials to be covered and 
disposed of easily, while the wax keeps the 
moisture inside the bag), a container of disinfec- 
tant, two or three forceps (tissue and artery 
forceps are often used), sterile dressings, and 
gauze sponges. For the care of some wounds it 
is also necessary to have sterile scissors either 
to shorten drains or to shape the dressings. The 
nurse will usually need adhesive tape as well. 

After this equipment has been placed on a 
tray and protected from contamination (by cov- 
ering it with a sterile towel, for example), it can 
be safely transported to the patient. Sorne agen- 
cies have standard sets ready for use; it is then 
necessary only to add the disinfectant and any 
additional equipment needed by a particular 
patient. If a mask is to be worn, it is usually put 
on before the equipment is arranged, and it is 
kept on until the wound care has been com- 
pleted. 


Preparation of the Patient. Prior to the dress- 
ing of a wound, the needs of the patient for 
information about the procedure are determined. 
If the patient will be seeing his wound for the 
first time, he may want some information about 
its appearance and what will happen during the 
dressing change. The details of the explanation 
depend upon the patient's needs. Often a wound 
has a meaning for the patient other than the 
obvious; for example, he might be worried about 
the appearance of a scar. 

The patient can assist by lying still during the 
procedure in order that the wound and the 
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equipment do not accidentally become contam- 
inated. Some patients need to be advised not to 
talk and to keep their hands away from the 
wound area so that sterile technique is main- 
tained. During the explanation, words such as 
"infection," "contaminated," and “dirty” are 
used with caution, since they may make the 
patient feel that something is wrong or may 
stimulate him to speculate about future compli- 
cations. 

Inexperienced people often ask whether 
changing a dressing or removing drains and 
sutures is painful. These people are frequently 
worried about their ability to cope with pain in 
a socially acceptable manner. Generally all of 
these measures are painless, with the exception 
of removing dressings that adhere to the skin 
surface. Dressings that do stick to the skin be- 
cause of dried discharges can usually be re- 
moved with little discomfort by soaking them 
with sterile normal saline or sterile water. 

Another possible source of discomfort is the 
use of a disinfectant with an alcohol base. Such 
applicants may feel cold to the patient and may 
possibly sting when they come in contact with 
an open wound. The use of a disinfectant with- 
out an alcoholic base is often advisable. Most 
agencies have a particular type of disinfectant 
that they recommend using in caring for 
wounds. If the procedure is going to be uncom- 
fortable, patients are usually better able to cope 
with it if they have been given some warning so 
that their responses can be structured in ad- 
vance. 

Prior to the changing of a dressing, the patient 
assumes a position that is convenient and com- 
fortable for him. It may be necessary to provide 
drapes for adequate warmth and privacy. 


Procedure for Dommimg Sterile Gloves. Some 
agencies advocate the use of sterile gloves for 
changing a dressing and cleaning a wound; oth- 
ers prefer a ‘‘no touch” technique using sterile 
forceps. Whichever method is practiced, it is 
important that all equipment coming in contact 
with an open wound be sterile. If sterile gloves 
are to be worn during the dressing procedure, 
they are usually put on after the soiled dressings 
are removed. In preparing the dressing tray at 
the patient’s bedside, then, the glove wrapper is 
laid on a clean, flat surface and unfolded. Many 
agencies now use disposable sterile gloves; most 
are now prepowdered. If they are not, the nurse 
will find a small packet of powder inside the 
glove wrapper (the powder makes it easier to 
slip on the gloves). 

When the nurse is ready to don the gloves, 
she carefully lifts the powder packet from the 
wrapper, opens it, and carefully powders her 


hands. (If the gloves are prepowdered, this step 
is not necessary.) 

The right-handed nurse usually puts on the 
left glove first. To do this, she grasps the inside 
of the folded cuff tip of the left glove with her 
right hand, lifts the glove from the wrapper, anc 
slides her left hand into it. (It is easier if the 
fingers are kept straight.) 

The nurse is Then ready to don the second 
glove. Using the gloved left hand, she slips he 
fingers under the folded cuff edge of the right 
glove and lifts it from the wrapper. Then, being 
careful not to touch the skin of her hand or her 
uniform, she carefully slides her right hand intc 
the glove, pulling the cuff up over the wrist witk 
her left (gloved) hand, which is still under the 
cuff edge. 

The cuff of the left glove rnay then be pullec 
up over the wrist (using the same technique of 
sterile surface to sterile surface), by slipping the 
fingers of the now gloved right hand under the 
folded cuff edge of the left glove and carefully 
pulling it up over the wrist. 

When both gloves have been put on, the nurse 
can adjust the fingers in the same manner she 
would use in putting on a pair of gloves for 
street wear. 


Procedures for Changing the Dressing. The 
equipment is arranged in a manner such that i: 
is not necessary to pass soiled dressings anc 
sponges over the sterile field. Generally the olc 
dressing is removed with sterile forceps, the 
dressing is dropped into the wax paper bag, anc 
the forceps are then placed in a discard con- 
tainer. The wound is then cleansed with a dis- 
infectant. Five rules for cleansing a wound are 


1. Use a sponge only once, cleansing from the 
top of the wound to the bottom, and then discarc 
the sponge. The cleanest part of the wound is a 
the top, where there is the least amount o 
drainage. 

2. After cleansing the wound itself, work 
away from the wound to a distance of about 5 
cm. (2 inches). The wound is the cleanest area: 
the surrounding skin contains more microorga- 
nisms. 

3. When not wearing sterile gloves, keep the 
tips of the forceps lower than the handle. Un- 
gloved hands contaminate the handle of the 
forceps and the solution on the tips will rur 
down to the handle if the tips are held up; ther 
upon lowering the tips the contaminated solu- 
tion returns to the tips, contaminating the entire 
instrument. 

4. Do not carry contaminated sponges over 
sterile areas. There is a danger that the contam- 
inated solution will drop on sterile equipment. 


Strict aseptic technique must be main- 
tained throughout the dressing pro- 
cedure. 


5. Do not reach over a sterile field. There is a 
danger that contaminants from the nurse's arms 
or uniform will drop onto the sterile field. 


After a wound has been cleansed, it is irrigated 
if this has been ordered. Normally about 500 ml. 
of a sterile solution at room temperature is used 
for wound irrigation. If the irrigating solution is 
irritating to the skin, the surrounding areas 
should be protected beforehand by an ointment 
such as sterile petrolatum. During irrigation, the 
patient lies so that when the nurse administers 
the irrigating solution with a sterile syringe it 
flows freely over the wound and then into a 
receptacle. After an irrigation, the skin is patted 
dry with sterile sponges. 

The new sterile dressing is placed over the 
wound with sterile forceps. It should be dropped 
in place rather than moved over the skin so as 
not to transfer microorganisms from the skin to 
the center of the wound and to avoid mechanical 
injury to the wound. When wet dressings are 
used, they are soaked in the prescribed solution, 
wrung out with artery forceps, and then placed 
on the wound. The outer dressing should extend 
at least 5 cm. (2 inches) beyond an open wound 
as a precaution against later contamination 
should the edges be accidentally turned back. 

The dressings can be secured by adhesive 
tape, elasticized tape, waterproof tape, adhesive 
ties, binders, bandages, or plastic tape. The type 
of material and the method by which it is se- 
cured depend upon the site of the wound and 
the specific needs of the patient. For the patient 
who is allergic to adhesive tape, some other type 
of commercially prepared adhesive bandage can 
be used. Plastic tape is frequently used on the 
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face because of its nonirritating quality, Water- 
proof tape keeps a wound dry; thus, it is espe- 
cially useful next to a draining area. Adhesive 
ties are used when frequent dressing changes 
are necessary, since only the tie part needs to 
be undone when the dressing is changed; the 
adhesive portion does not have to be removed 
from the skin unless the tape becomes soiled. 

When a dressing is to be secured by adhesive 
tape, painting the patient's skin with tincture of 
benzoin beforehand serves to protect the surface 
epithelium. It is also more comfortable for the 
patient when areas that have hair are shaved so 
that the tape does not stick to the hair on 
removal. Adhesive tape can be readily removed 
by using a solvent such as acetone to loosen the 
gum of the tape. Ether and benzene can also be 
used, but they are highly flammable and for this 
reason are not often kept near patients. 


Binders. Hinders can be used to retain dress- 
ings, to apply pressure, to support an area of the 
body, and to provide comfort. Binders are gen- 
erally made of a heavy cotton material that is 
strong and durable. Scultetus binders are occa- 
sionally lined with flannel, which absorbs mois- 
ture and provides additional comfort. When the 
purpose of the binder is to provide support to 
abdominal muscles, a two-way stretch type of 
binder, similar to a girdle, is sometimes used. 


Guides for the Application of Binders 


1. Binders are applied in such a manner as to 
provide even pressure over an area of the body. 
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Scultetus binder 


en  — 
[S e] 


Abdominal binder  . 


! I 
Double “T” binder i 


2. Binders should support body parts in their 
normal anatomical position, with slight joint 
flexion. 

3. Binders are secured firmly so that they do 
not cause friction and thereby irritate the skin 
or mucous membrane. 


Types of Binders. There are five basic types of 
binders: T binder, straight abdominal binder, 
sċultetus (many-tailed) binder, breast binder, 
and triangular binder. 

The T binder is made of two strips of cotton 
attached in the shape of a T. The top of the T 
serves as a band which is then placed around 
the patient’s waist. The stem of the T is passed 
between the patient’s legs and is then attached 
to the waistband in front. In some T binders the 
cotton strip that goes between the patient’s legs 
is split into two tails about 22.5 cm. (9 inches) 
from the end. These tails provide wider support 
to the perineal area and add to the comfort of 
the male patient particularly. 

T binders are used chiefly to retain perineal 
dressings. Because of the profuse drainage that 
often occurs from this area, they are usually 
changed frequently. 

The straight abdominal binder is a rectangular 
piece of cotton from 15 to 30 cm. (6 to 12 inches) 
wide, and long enough to encircle the patient’s 
abdomen and overlap at least 5 cm. (2 inches) 
in front. This type of binder is used to retain 
abdominal dressings or to apply pressure and 
support to the abdomen. 

The scultetus binder, which is ^lso known as 
the many-tailed binder, is a rectangular piece of 
cotton, usually 22.5 to 30 cm. (9 to 12 inches) 
wide and 37.5 cm. (15 inches) long, with per- 
haps 6 to 12 tails attached to each side. It is 
usually used to provide support to the abdomen, 


Types of binders. 


but it can also be used to retain dressings. It car 
be applied to the chest as well as the abdomet 
The advantage of the scultetus binder is that 7 
fits the contours of the body closely. 

The breast binder is a rectangular piece à 
cotton shaped roughly to the contours of th: 
female chest. It usually has straps that fit ove 
the shoulders and pin to the binder in front. 

Various forms of the triangular binder (sling 
are used to support a limb, to secure a splint (a: 
a first aid measure), and to secure dressings. Th: 
triangular binder is made of heavy cotton, x 
triangular in shape, and has two sides approx- 
mately 1 meter (40 inches) in length. It can b: 
applied as a full triangle or, after it has bee 
folded, in a variety of ways. 

As a full triangle, the binder is used frequenth 
to make a large arm sling. Folded into a broa- 
bandage, it can be used as a small sling *- 
support the patient's wrist and hand. A triar- 
gular binder can also support a person's arm iz 
such a manner as to elevate the hand. This » 
called a triangular sling. 

Triangular binders can also be used to retaiz 


A large arm sling. 


A small arm sling. 


dressings on the elbow, hand, shoulder, hip, 
knee, and foot. For details on the application of 
binders the nurse should consult a bandaging or 
first aid book. There are also a number of mul- 
timedia aids now available to help students to 
develop skills in applying binders and bandages. 


Problems Related to the Use of Binders. Bind- 
ers are most often used for large areas of the 
body, and since they are not secured to skin 
surfaces, they have a tendency to slip out of 
position. A binder should be changed or reap- 
plied as often as necessary to maintain its in- 
tended function of support, comfort, or the ap- 
plication of pressure. Soiling is also a problem 
with binders. Because a dirty binder can be a 
source of both irritation and infection, it is 
essential to see that soiled binders are changed 
promptly. 

When a binder is applied it should be secured 
firmly, but the nurse should be careful that there 
is no interference with normal body functioning. 
An abdominal or breast binder that is too tight, 
for example, can restrict movements of the chest 
wall and interfere with respiration. In postop- 
erative patients this could lead to serious com- 
plications. The nurse should be alert for signs 
of impaired respiration, such as shallow breath- 
ing, which could indicate that a binder is too 
tight and should be loosened. 


A triangular sling. 
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Bandaging. A bandage is a piece of material 
that is used to wrap a part of the body. The 
purposes of applying a bandage are: 


1. To limit movement 

2. To apply warmth—for example, to a rheu- 
matoid joint 

3. To secure a dressing 

4. To keep splints in position 

5. To provide support—for example, to the 
legs to aid venous blood flow 

6. To apply pressure in order to control bleed- 
ing, promote the absorption of tissue fluids, or 
prevent the loss of tissue fluids 


The type of bandage that is used most fre- 
quently in hospitals, physicians' offices, and 
clinics is the roller bandage. This is a strip of 
material from 1.8 to 7.4 meters (2 to 8 yards) in 
length and varying in width from 1.25 to 15 cm. 
(v? to 6 inches). A roller bandage has three parts: 
the initial or free end, the body or drum, and 
the terminal or bidden end. 


Materials Used in Bandaging. Gauze is one 
of the most frequently used materials for band- 
aging. It is a soft, woven cotton that is porous 
but not bulky, light in weight, and readily 
molded to any contour. Although gauze does 
not wash well and frays with repeated use, it is 
inexpensive and easily disposed of. The gauze 
is sometimes impregnated with various oint- 
ments such as petrolatum. Gauze is frequently 
used to bandage fingers and hands and to retain 
dressings on draining wounds. 

Kling gauze and Kerlix gauze are woven so as 
to allow the gauze to stretch and thus mold to 
the body contours. The gauze has a crepe-like 
texture and tends to cling to itself, an attribute 
that helps keep it in place after it has been 
applied. 

Flannel makes a soft and pliable bandage. It 
is heavy and keeps in the heat of the body; 
therefore it can be used to apply warmth to body 
joints. 

Crinoline is a loosely woven gauze, coarse in 
texture and strong. Crinoline is impregnated 
with plaster of paris for use as a base for apply- 
ing casts. It may also be impregnated with pet- 
rolatum for application to an open wound. 

Muslin (factory cotton) is a strong heavy cot- 
ton that is not pliable. It is used to provide 
support, as for splints, or to limit movement. 

Elasticized bandages made of cotton with an 
elastic webbmg (Ace bandages) are often used 
as tensor bandages to apply pressure. They are 
expensive but can be washed and reused. Pa- 
tients who require support for their legs imme- 
diately following surgery for varicose veins often 
use tensor bandages. 
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Elastic adhesive (Elastoplast) is a woven 
bandage with an adhesive side. It is applied to 
give support—for example, when dressings are 
being secured. 

Plastic adhesive is a waterproof bandage with 
an adhesive side. It is somewhat elastic and can 
be used to apply pressure and at the same time 
keep an area dry. 


Principles Relevant to Bandaging. Microor- 
ganisms flourish in warm, damp and soiled 
areas. A bandage is applied only over a clean 
area; if it is to be placed over an open wound, 
the wound is dressed aseptically beforehand. 
Skin surfaces are dry and clean and are not 
pressed together when bandaging. Adjacent skin 
surfaces may be kept separated by inserting a 5 
cm. by 5 cm. (2 inch by 2 inch) piece of gauze 
between them. Bandages are removed at regular 
intervals and the skin surfaces are washed and 
dried. Soiled bandages are never reused. 

Pressure exerted upon the body tissues can 
affect the circulation of blood. A bandage is 
applied from the distal to the proximal part of 
the body to aid the return of the venous blood 
to the heart. Bandages are always applied evenly 
so that they do not restrict circulation. They 
should be checked frequently to make certain 
that there is no interference with blood supply 
to the part. 

Friction can cause mechanical trauma to the 
epithelium. A bony prominence of the body is 
padded before it is bandaged, so that the bandage 


Spiral reverse 
Philadelphia, W. B. Saunders Company, 1982, p. 742.) 


reverse turn. 


does not rub the area and cause an abradec 
wound. Skin surfaces are separated to preven: 
friction and maceration. 

The body is maintained in the natural anc- 
tomical position with slight flexion of the joint: 
to avoid muscle strain. Bandages are appliec 
with the body in good alignment to avoid muscle 
extension, which is fatiguing and produce: 
strain. In particular, adduction of the shoulde- 
and hip joint is avoided. 

Excessive or uneven pressure upon body su:- 
faces can interfere with blood circulation anz 
therefore with the nourishment of the cells i- 
the area. Bandage evenly and if possible leav: 
the distal portion of the bandaged limb expose- 
so that any restriction in circulation can b 
detected. Signs and symptoms of restricted ciz- 
culation are pallor, erythema, cyanosis, tinglins 
sensations, numbness or pain, swelling, anz 
cold. 

When a bandage is applied over a wet dres 
ing, allowances are made for shrinkage as th: 
bandage becomes wet and subsequently dries. 


Fundamental Turns in Bandaging. There ar: 

five fundamental turns in bandaging, and it = 

these turns that are used to make up the varier 

E bandages applied to the various parts of th: 
ody. 

The circular turn is used to bandage a cyliz- 
drical part of the body or to secure a bandage z 
its initial and terminal ends. In a circular turz. 
the bandage is wrapped about the part in suc 
a way that each turn exactly covers the previo: 


(From Rambo, B. J., and Wood, L. A.: Nursing Skills for Clinical Practice. 3rd ed. 


Spiral reverse bandage fits contours 
of extremity. 


Figure-eight tum on the elbow. 


, 
~ 


one. Two circular turns are usually used to 
initiate and to terminate a bandage. For comfort 
the initial and terminal ends are not situated 
directly over the wound. 

The spiral turn is used to bandage a part of 
the body that is of uniform circumference. The 
bandage is carried upward at a slight angle so 
that it spirals around the part. Each turn is 
parallel to the preceding one and overlaps it by 
two thirds of the width of the bandage. A spiral 
turn is used on parts of the body such as the 
fingers, arms, and legs. 

The spiral reverse turn is used to bandage 
cylindrical parts of the body that are of varying 
circumference, such as the lower leg. To make 
a spiral reverse turn, the thumb of the free hand 
is placed on the upper edge of the initial turn, 
the bandage being held firmly. The roll is un- 
wound about 15 cm. (6 inches) and then the 
hand is pronated so that the bandage is directed 
downward and parallel to the lower edge of the 
previous turn, overlapping it by two thirds of 
the width. The roll is then carried around the 
limb and another reverse is made at the same 
place so that the turns are in line and uniform. 

The figure-eight turn is usually used on joints 
but may also be used for the entire length of an 
arm or leg bandage. It consists of repeated 
oblique turns that are made alternately above 
and below a joint in the form of a figure eight. 
After the initial circular turns are made over the 
center of the joint, the next turn is superior to 
the joint and the next is inferior to the joint. 
Thus the turns are worked upward and down- 
ward, with each turn overlapping the previous 
turn by two thirds of the width of the bandage. 


Recurrent turn on the hand. 
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The recurrent turn is used to cover distal 
portions of the body, such as the tip of a finger 
or the toes. After the bandage is anchored with 
a circular turn, the roll is turned and brought 
directly over the center of the tip to be covered. 
It is then anchored inferiorly, and alternate turns 
are made, first to the right and then to the left, 
over the original turn covering the tip so that 
each turn is held above and below. Each turn 
overlaps the preceding one by two thirds of its 
width. The bandage is secured by circular turns 
that gather in the ends. 

Generally speaking, bandages for the hands, 
arms, and feet are made with circular, spiral, 
and spiral reverse turns. Bandages for the joints 
are made with figure eights, and bandages for 
the distal portions of the body are done with 
recurrent turns. 

In addition, there are many special bandages, 
such as the thumb spica, ear and eye bandages, 
and skull bandages. It is suggested that the nurse 
consult a bandaging text for more detailed infor- 
mation. 


A, Finger bandange with the tip covered; B, thumb 
spica. 
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Guides to Bandaging 

1. Face the person who is being bandaged. 

2. Start a roller bandage by holding the roll 
of the bandage upward in one hand, the initial 
end in the other hand. 

3. Bandage from the distal to the proximal 
and from the medial to the lateral. 

4. Do not initiate or terminate a bandage 
directly over a wound or an area where the 
patient is likely to exert pressure, for example, 
the posterior side of the thigh. 

5. Bandage evenly and firmly, overlapping 
the preceding turn by two thirds of the width of 
the bandage. 

6. Use the bandage material that best serves 
the purpose of the bandage. 

7. Cover a dressing with a bandage that ex- 
tends past each side of the dressing. 

8. Separate the skin surfaces and pad bony 
prominences and hollows to prevent friction and 
to apply even pressure. 

9. Check the bandage-and look for any signs 
of restricted circulation. 

10. A bandage should be safe, durable, neat, 
therapeutically effective, and economical. 


PLANNING AND EVALUATING 
NURSING INTERVENTIONS 


The specific nursing interventions dis 
cussed in this chapter were concerned wit 
changing dressings on a wound, applying binc- 
ers, and the fundamental techniques of bandaz- 
ing. The expected outcomes of these interver- 
tions are the comfort and safety of the patien: 
Questions the nurse might ask herself are: 


1. Is the dressing, binder, or bandage accom- 
plishing its purpose? 

2. Is the patient concerned about his wound’ 
Has his anxiety been allayed? 

3. Has the dressing, binder, or bandage beez 
applied so that there is no impairment to circ 
lation? 

4. Has the dressing, binder, or bandage bee- 
applied so that drainage, if desired, is u= 
impeded? 

5. Has safe sterile technique been mair- 
tained? 

6. Has each intervention been performed e: 
comfortably as possible for the patient? 


GUIDE TO ASSESSING THE SURGICAL PATIENT 


1. 
2. 


What do you know about this patient as a person? about his family? 


What is his basic health problem? his general health status? Why is he coming ux 
for surgery? What operation is he to have? When? What type of anesthetic wit 
be used? What laboratory tests and other investigations have been done preope-- 
atively? What are the results? 


. What was done during surgery? Were tubes or drains inserted? What was the 


patient's immediate postoperative condition? 


. What is the status of his vital signs preoperatively? postoperatively? 


. What is his breathing like preoperatively? Does he have any chronic respiratoc: 


problems? Does he have a cold or other acute respiratory condition now 
Postoperatively, is his airway clear? Are there signs of difficulties in breathing” 
respiratory distress? Is he positioned for optimum ease of breathing? drainage + 
fluids from the mouth? Can he cough? Can he breathe deeply? 


. What is the condition of the skin preoperatively? postoperatively? Are there sig-: 


of inflammation, local or general? Are there breaks in the open infected areas? 


. Does the patient report pain preoperatively? postoperatively? What is the natur. 


location, and intensity of his pain? Is his dressing too tight? Is he in a comfortabe 
position? Can he move around by himself? Do the analgesics ordered relieve t 
pain? 


. What do the test results show regarding his fluid and electrolyte balance precz- 


eratively? postoperatively? Is he on intravenous infusions? having blood trans- 
sions? Are there signs of dehydration? Is there edema around the incision siz: 
the infusion site, or other areas? Is he showing signs of muscle weakness? tremas ` 


10. 


11 


12. 


13. 


14. 


15. 


16. 
17. 


e U N e 
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disorientation? agitation? Are there indications of warm, reddened areas on the 
thighs? in other places? 


. What is the patient’s nutritional status preoperatively? Is he on a special diet? 


Does he have particular food preferences? Is he permitted food and fluids 
postoperatively? If so, does he tolerate them well? Is he nauseated? vomiting? 


What is the patient's normal voiding pattern? Does he have any long-standing, or 
acute, problems of urinary functioning? Does the preoperative urinalysis show 
any signs of abnormality, e.g., sugar in the urine? Has he voided before going to 
the operating room? Does he show any signs of bladder distention preoperatively? 
What was the intraoperative intake and output? Has he voided within 8 hours 
postoperatively? Is he voiding adequately? Does he have a catheter in situ? 


. What is his usual bowel pattern? Does he have any problems? Use any aids? Was 


an enema (or laxative) ordered preoperatively? If so, what were the results? 
Postoperatively, does he complain of gas pains? Does he show signs of abdominal 
distention? Can he pass flatus by rectum? Is he taking an adequate amount of 
fluids and, if tolerated, food to promote peristalsis? Is he getting sufficient exercise? 
Has o had a bowel movement? Are there orders for laxatives or an enema? 
Result? 


What particular concerns does the patient have preoperatively? Does he seem 
tense, anxious, or depressed pre- or postoperatively? Have his fears been allayed? 
What were the results of his surgery? Is his prognosis good? Was there evidence 
of malignancy or irreparable condition during surgery? Are the family members 
upset? 


What is the status of the patient's mental functioning preoperatively? Is he alert, 
well-oriented, capable of logical reasoning? extremely anxious? Postoperatively, 
what is his level of consciousness? Is he fully awake? Is he drowsy? disoriented? 
confused? 


Are the sensory organs all intact and functioning normally prior to surgery? Does 
the patient have any chronic, or acute, problems with any of the senses? 
Postoperatively, has sensory functioning been regained in all areas affected by 
the surgery or anesthetic? Are there any deviations from his preoperative status 
in regard to any areas of sensory functioning? 


Did the patient have complete range of movement in his limbs, trunk, and head 
and neck preoperatively? Can he move freely in bed? turn over? sit up? walk? 
Does he need any aids for or assistance with any of these activities? Postopera- 
tively, are his movements restricted by any equipment, or by limitations placed 
on his activities? Does he need assistance to carry out the activities of daily 
living? When is he to start ambulating? How much support does he need? Is he 
carrying out exercises to improve muscle tone? to increase range of motion? 


What are this patient's specific safety and protection needs? 


What are his learning needs? 


GUIDE TO ASSESSING WOUND HEALING 


. What type of wound does the patient have? 
. What phase of healing would you judge this wound to be in? 
. Is the wound healing normally? 


. Are there factors which might delay healing of the wound? For example, is the 


patient in poor nutritional status? Does he have an infection? 
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5. Does the patient show localized or generalized symptoms that would indicate the 
wound is infected? Are there signs of bleeding? 


6. How would you describe the wound? 


7.:Does the wound require dressing? If so, how often? Are there special precautions 
to be taken or additional equipment required for doing the dressing? 


. Does the patient need a binder or bandage? If so, for what reason? What is the best 
type to use for this patient's needs? 


STUDY SITUATION 


Mr. John Smith is a 30-year-old law enforcement officer who is. married, has four 
children, and is in excellent physical condition. He was admitted to hospital 3 days 
ago with a bullet wound to his right shoulder. The bullet has been removed, but since 
there may still be particles of foreign matter present, the physician has not sutured 
the wound. The physician's orders for Mr. Smith include: 


1. Change dressing as necessary 

2. Cleanse wound b.i.d. with preferred antiseptic 
3. High protein diet 

4. Force fluids 


When you arrive to change his dressing, Mr. Smith complains of headache and z 
burning sensation in the region of his wound. You notice a yellow discharge seeping 
through the previous dressing. Mr. Smith also remarks that he feels hot, althougk 
there is a fresh breeze coming through the open window beside his bed. 

Mr. Smith has been worried that he may not regain full use of his right arm, anc 
since he is right-handed, he fears he may have to resign from active duty. 


1. What would you do first when faced with this situation? 
2. What might be causing the yellowish discharge from the wound? 


3. What other observations might you expect to note in the area of Mr. Smith’: 
wound? 


4. What other observations might you note about his general condition? 
5. How would you record your observations concerning Mr. Smith? 


6. Are there any things you could do to assist in relieving his anxiety? 
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The Nurse Should Be Able to: 


€ Describe methods commonly used in health agencies for co~ 
municating medication orders 

€ Discuss the five "rights" in administering medications 

€ Discuss special problems and precautionary measures relatec = 
drugs pertaining to people in all age groups 

€ Compare the advantages and disadvantages of administer 
medications by the oral, subcutaneous, and intramuscise 
routes 

€ Prepare and administer medications, using adequate safety mez- 
ures, by all of the following routes: orally, subcutaneous 
intramuscularly, intradermally, topically, and by instillax: 
into the ear, eye, nose, throat, vagina, and rectum. 

€ Record the administration of medications correctly, according = 
the policy of the agency in which she is working 


MEDICATIONS 


INTRODUCTION 


The use of medications to treat disease has 
been known throughout history. In recent years, 
however, the number of different medicines that 
are manufactured commercially for distribution 
has increased enormously. Hundreds of new 
drug products are introduced each year, yet 
relatively few of these are new chemical sub- 
stances. Most new preparations that appear on 
the market are actually modified forms of drugs 
previously used, or new dosage forms of the 
same drug, or new combinations of drugs that 
have been used for some time. Pharmacists, as 
well as physicians and nurses, are continually 
challenged to keep up to date with these con- 
stantly changing products. 

Sources of information available to nurses 
about new drugs include the agency pharmacy 
department, physicians, the professional nurs- 
ing and medical journals, and information put 
out by the commercial drug firms. In many 
health agencies, the pharmacy department main- 
tains an up-to-date formulary which lists and 
describes drugs currently used in the agency. 
Copies of the formulary are usually distributed 
to all nursing units, where they are readily 
available for reference. In addition, many head 
nurses like to keep a drug file on their nursing 
units with information about new drugs. The 
pharmacist is, of course, an excellent reference 
source, and the nurse should not hesitate to 
request information from him. Physicians too 
are usually very willing to explain the nature 
and purpose of new drugs they have prescribed 
for patients. With the multitude of new drug 
products constantly appearing on the market, it 
is difficult for anyone to keep informed about 
them all. The nurse should be aware of the 
sources of information available in her agency 
about new drugs and should make use of these. 

Many drugs are marketed under their trade, 
or proprietary, names Each drug usually has at 
least three names: its trade name, a chemical 
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nare, and an official or generic name. The trade 
(proprietary) name is the name given a drug by 
the manufacturer. Consequently, one drug may 
have several trade names, since the same drug 
may be manufactured by several drug compa- 
nies, each one giving it a different trade name. 
The chemical name of the drug is a description 
of its chemical constituents. The official, or 
generic, name of a drug is the name under which 
it is listed in one of the official publications. A 
generic name is originally assigned by the indi- 
vidual or company that develops the drug. When 
the drug becomes official, it may be assigned a 
new generic name, in which case the original 
one is dropped. Official publications of drugs 
include the United States Pharmacopoeia and 
the National Formulary in the United States. In 
Canada, the equivalents are the Vademecum 
International of Canada and the National For- 
mulary (Canadian); drugs are not termed “offi- 
cial" in Canada, but their generic names appear 
in these official publications. The World Health 
Organization publishes a guide, Specifications 
for the Quality Control of Pharmacuetical Prep- 
arations, which is an international pharmaco- 
poeia listing important drugs used in many 
countries. 

An increasing number of health agencies are 
adopting the practice of using the generic or 
official names of drugs for patient prescriptions. 
This practice not only eliminates much confu- 
sion about the nature of the drug prescribed, but 
means too that products of different drug com- 
panies can be used alternatively, unless the 
physician specifically requests that one compa- 
ny's product be used. 

Drug standards provide for identification, pu- 
rity, and uniformity of the strength of drugs. The 
Pharmacopeia of the United States of America 
(U.S.P.) lists drugs and defines the standards 
according to which a pharmacist in the United 
States must fill a prescription. The Vademecum 
International of Canada does the same for phar- 
macists in Canada. In this way the physician 
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can always be assured of the uniform purity and 
potency of the medications that he or she orders. 
The World Health Organization publication has 
been a major step toward establishing interna- 
tional standards for drugs. 

The administration of medications is a thera- 
peutic nursing function that is chiefly dependent 
upon the orders of the physician. Some medi- 
cation orders state the exact time for administra- 
tion; others leave the time of administration to 
the nurse's judgment. For example, it is not 
unusual for ferrous sulfate to be prescribed three 
times a day after meals, whereas an order for 15 
mg. (% gr.) of morphine subcutaneously is often 
written so that the nurse can give it when, in 
her judgment, the patient requires an analgesic. 


ORDERING AND RECORDING 
MEDICATIONS 


Medications are, in most instances, ordered or 
prescribed by a physician. In an ambulatory care 
setting, the physician usually writes the pre- 
scription on a form which the patient gives to 
the pharmacist. The prescription tells the phar- 
macist what medications the patient is to have, 
the dosage required, the amount to be supplied, 
how to prepare it, and the instructions the pa- 
tient is to be given for taking them. In many 
places, the name of the drug and the unit dosage 
must be included on the label of the medication 
the patient receives. 

In an inpatient facility, the prescription is 
usually in the form of a written order that is 
dated and signed by the physician, although 
some health agencies permit physicians to tele- 
phone orders to the nursing staff. In such cases, 
the physicians are usually required to counter- 
sign their orders within a definite number of 
hours. In an emergency situation medications 
are given on a verbal order that is later written 
and countersigned as meeded. Generally speak- 
ing, written orders are considered to be the safest 
practice. 

There are two types of written orders: the self- 
terminating order and the standing order. Self- 
terminating orders have a time limit on them. A 
stat. order is a self-terminating order that is to 
be carried out only once and immediately, for 
example, Demerol 100 mg. I.M. stat. (I.M. refers 
to intramuscularly). It is not repeated unless 
there are specific instructions to that effect. An- 
other type of self-terminating order is an order 
in which the time limit is actually specified; for 
example, the physician writes, aspirin 0.65 g. 
(gr. x) for six doses, or digitalis 0.1 g. (gr. iss) 
June 12th and 14th. Sometimes a self-terminat- 


ing order is dependent upon the condition of 
the patient, as when an order is written, aspirir 
0.65 g. (gr. x) q4h until temperature has re- 
mained below 100° F (37.8° C) for 24 hours. 
Some institutions have policies that place a time 
limit on orders regardless of how they are 
worded. For example, it is not unusual for z 
narcotic order to be effective for only 3 days 
after which it is automatically discontinued un- 
less the physician writes another order. 

Standing orders are orders that are carried ou: 
indefinitely; for example, vitamin C 25 mg. b.i.d. 
(twice a day) oral. Some standing orders contai- 
the direction "'p.r.n.," which means "as neces 
sary.” The administration of a drug under s 
p.r.n. direction is left to the nurse's judgment. 

An order should always include the name & 
the drug, the exact dosage, the route of admir- 
istration, and the frequency of administration. = 
the physician wishes a medication to be give- 
at a time other than the accustomed distributio- 
time, this should also be specified. The nurs: 
has an obligation to question any order that i: 
ambiguous or that she feels is unsafe for : 
patient. In health agencies it is a customa-- 
practice for all of a patient's orders to be writte- 
on a doctor's order sheet, which may be kept :- 
the patient's chart or in a central book. Hospita_: 
employ different ways of flagging charts to i-- 
dicate that a patient has new orders. The orde-: 
are then usually copied in the nursing ur- 
Kardex system or nursing care plan and a mec- 
ication card may be filled out. A medicatic- 
card has the patient's full name, the name of tt: 
drug, the dosage, the route of administration ‘:: 
some hospitals if the route is oral it is omittec 
the frequency of the administration, and th: 
times of administration. Frequently, the roc- 
number or location of the patient's bed is als: 
written on the medication card. If the drug - 
ordered q.i.d. (four times a day), the exact tim= 
are added—for example, 0800 (8 A.M.), 1200 {22 
noon), 1600 (4 P.M.), and 2000 (8 P.M.). Medic- 
tion cards are kept in a central place in t=- 
nursing unit and are frequently grouped so thz 
they are easily selected at the time of admin-- 
tration. 

Although different methods of posting me- 
cation orders are used in various agencies, t= 
nurse should remember that the original writ: 
order is the primary source of informatic: 
Whenever orders are copied, whether ontc : 
Kardex file, a nursing care plan, or a medici 
card, the possibility of error is present. T= 
nurse who administers medications should z 
ways check the original orders to make cert: - 
that communication tools are accurate. 

Agencies have different methods of indicat--: 


that a medication has been discontinued. In 
hospitals it is common practice for ‘‘discontin- 
ued" to be imprinted across the physician's 
order once it is no longer in force and for the 
medication card to be discarded. In a public 
health agency the notation "discontinued" and 
the date are entered on the nursing care record. 
Communication tools such as medication cards 
and nursing care records should be regularly 
checked against the original orders in order to 
keep them up to date. In hospitals where orders 
change frequently this is generally done at least 
once a day. 

Medications are recorded in the patient's chart 
immediately after they have been administered. 
They should be recorded by the nurse who 
administered them. The recording includes the 
name of the drug, the time it was administered, 
the exact dosage, the method of administration, 
and the signature of the nurse administering the 
drug. Some agencies also require that the status 
of the person administering the drug also be 
designated, as, for example, R.N. or S.N. (student 
nurse). 

When a p.r.n. order has been administered a 
notation is also made as to why the patient took 
the medicine at that particular time. Recording 
should also include observations of the effect of 
the medication when these are, or should be, 
apparent. In some hospitals the nurse also in- 
dicates on the doctor's order sheet that stat. 
dosages have been administered. 

The administration of narcotics and, in some 
places, barbiturates and other controlled drugs 
is recorded not only on the patient's chart but 
also on a special form which is kept separately. 
Narcotics and other controlled drugs are kept in 
locked containers in hospitals and their distri- 
bution is closely governed. The forms upon 
which narcotics are recorded vary from place to 
place, but usually the nurse records the name of 
the patient to whom the narcotic was adminis- 
tered, the drug and dosage, the date and time, 
the name of the physician ordering the drug, 
and the signature of the nurse administering the 
drug. Any narcotics that are wasted are also 
recorded with a notation that the drug was 
wasted. Narcotics, barbiturates, and other con- 
trolled drugs are counted at specific times—for 
example, at the end of each shift—and the num- 
ber distributed plus the number remaining on 
hand must tally with the number assigned to 
the nursing unit or agency. This count is usually 
done by two nurses, the one coming on duty 
and the nurse who is "handing over" to her. 
This practice helps to protect both nurses. Nar- 
cotics, barbiturates, and other controlled drugs 
are under strict governmental control. Any 
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losses or inconsistencies in the count must be 
reported immediately. 


SPECIAL PRECAUTIONS 
THROUGHOUT THE LIFE CYCLE 


As a general rule, pregnant women are well 
advised not to take any medications, since most 
drugs will cross the placental barrier and affect 
the fetus. Recent studies have shown that many 
commonly used drugs can cause damage to the 
unborn child. Both a low birth weight in the 
infant and prematurity have been linked to 
smoking. Alcohol has definitely been linked 
with mental and physical abnormalities so char- 
acteristic they are termed fetal alcohol syn- 
drome. There is also some evidence that the 
caffeine in ordinary tea and coffee, if consumed 
in large quantities, may cause abnormalities. It 
has also been suggested that acetylsalicylic acid, 
the principal ingredient of aspirin, can damage 
the fetus, even during the last trimester of preg- 
nancy. The fetus is most susceptible to the 
effects of drugs, however, during early preg- 
nancy when the brain and other organs are 
developing. Some drugs (such as alcohol, nico- 
tine to a lesser degree, and heroin) may cause 
mental and growth deficiencies in the develop- 
ing fetus. If the fetus has been affected by med- 
ications, there is usually no major ‘‘catch up” 
growth after birth. Narcotic addiction in a preg- 
nant woman can cause an infant to be bom 
addicted, with the newborn suffering with- 
drawal symptoms during its first few days of 
life. Drugs that are given to a woman during 
labor also cross the placenta and affect the new- 
born. Women who have been given general an- 
esthetics during delivery usually find that their 
babies are drowsy for the first 2 to 3 days after 
birth (see Chapter 22). 

Infants, because of their small size, require a 
smaller amount of medication than adults do. 
The dosage of medications for infants is usually 
ordered according to the infant's weight. Infants 
are often more sensitive to the pharmacologic 
effects of drugs—again because of their smaller 
size and more rapid absorption, metabolism, and 
excretion of ingested substances compared with 
adults. Most medications are given to infants 
orally, in liquid form. They may be administered 
by dropper, on a spoon, or with a medicine 
dispenser that is specially designed for children. 

With older children, drug dosage is usually 
calculated in relation to height and weight, with 
weight being considered the more important 
factor. When a very exact correction of the dos- 
age for size is necessary, surface area may be 
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A dropper can be used to administer small doses of 
medicine to Infants. 


used, the area being estimated from both height 
and weight measurements. 

Allergies to drugs often begin to develop in 
adolescents and young and middle-aged adults. 
The nurse should be particularly alert for al- 
lergic reactions in patients in these age groups. 
The problem of drug abuse, which is discussed 
at the end of this chapter, is also most prevalent 
among people of these ages. 

With older persons, drug overdoses have be- 
come fairly common. They may result from a 
number of factors, such as:! 


1. Too large a dosage being ordered for the 
person. There is a decline in kidney and liver 
functioning with aging, and often the body sim- 
ply cannot process the drugs and excrete them 
as efficiently as it did before. 

2. The prescription of a confusing drug pro- 
gram. Often, elderly people are taking a number 
of medications—a diuretic for hypertension, a 
drug for their heart condition, and perhaps one 
for the pain in their joints. Some of these may 
be taken once a day, or every other day, or two 
or three times a day. It all becomes very confus- 
ing for the older person, who may have difficulty 
reading the typing on the prescription bottle 
because of failing vision. He may not understand 
what he is supposed to take and exactly when 
he is to take it. The nurse often has to help the 
elderly patient to set up a simple orderly system 
for making sure that he gets the right drug at the 
right time and in the proper dosage. Dispensing 
a week's supply of pills into smal] envelopes for 
daily consumption and distributing them in egg 
cartons are methods of doing it. 

3. Drug interactions in persons on multiple 
drug regimens. This not infrequently happens 
when an individual is being treated by more 
than one physician for different conditions. His 


general practitioner may have prescribed medi- 
cations for his heart problem and other long- 
standing maladies, but the urologist who is treat- 
ing him for a urinary tract obstruction may order 
other drugs and the two sets of drugs are no 
always compatible. 

4. Idiosyncratic reactions to drugs because of 
the age factor. Older people often react poorly 
to certain drugs. The barbiturates and the tran- 
quilizers are two groups of drugs that many 
older people do not tolerate well. The barbitu- 
rates often cause excitement in older patients 
instead of putting them to sleep, while the tran- 
quilizers may cause mental disturbances suck 
as delusions. 

5. Intentional overdose, due to despondency. 
Suicide rates are highest among older people. 
Because the sedatives and tranquilizers are sc 
commonly prescribed, they are readily available. 
and drug overdose is a common method of 
committing suicide among older people. 

Nurses are often in the best position first oí 
all, to identify problems the older person is 
having with his medications and, secondly, to 
do something about it. Her responsibilities in- 
clude explaining the actions of various medica- 
tions to the individual, reviewing with him the 
schedule for taking them, and helping him to 
set up a simple, straightforward medication reg- 
imen. She is also frequently the first person to 
observe untoward reactions to drugs in patients, 
and she should be alert to the side effects and 
possible reactions of drugs her patients are tak- 
ing. Often the nurse is in the position of patient 
advocate, explaining to the physician the prob- 
lems the patient is having and alerting him to 
drugs that have been ordered for the patient by 
other health professionals. 


GUIDES FOR ADMINISTERING 
MEDICATIONS 


The Type of Drug Preparation Often Governs 
the Method of Administration. Medications 
are distributed in a variety of preparations, and 
each type usually requires a specific method of 
administration. It may be that one preparation 
can be administered in several ways, and this is 
specified on the medication label. More often a 
preparation of a drug has only one method of 
administration, and if the drug must be admin- 
istered by some other route, another preparation 
is required. Drugs are administered only by the 
route ordered by the doctor and specified on the 
medication label. For example, pencillin tablets 
are taken orally; a special solution of penicillin 
is given intramuscularly. It is a good practice to 


read the label carefully and also check the med- 
ication card for the route of administration. 


The Route of Administration of the Drug Affects 
the Optimal Dosage of the Drug. The optimal 
dosage of a drug administered by mouth may 
not be the same as the optimal dosage when the 
drug is administered subcutaneously. Portions 
of drugs taken orally are excreted through the 
digestive tract instead of being absorbed into the 
cells; therefore, a larger dosage is generally re- 
quired for oral administration than for admin- 
istration by other routes. 


The Safe Administration of Medications Re- 
quires a Knowledge of Anatomy and Physiology 
as Well as a Knowledge of the Drug and the 
Reason It Has Been Prescribed. A knowledge 
of anatomy and physiology is particularly im- 
portant when medications are administered in- 
tramuscularly or subcutaneously. When drugs 
are administered intramuscularly, large blood 
vessels and nerves can be damaged if they are 
accidentally punctured. 

A knowledge of the drug and its effects also 
helps safeguard against the administration of 
medication which could harm a patient. For 
example, if a patient has very slow respirations 
(e.g., 10 per minute), morphine can be contrain- 
dicated, because it can depress the respirations 
even more. This knowledge helps the nurse to 
make intelligent observations that assist in the 
assessment of the effectiveness of both the med- 
ication and the nursing care. 

An understanding of the total plan of care for 
each patient and the desired therapeutic effect 
of the medications prescribed for him is essen- 
tial. The nurse should know why the individual 
patient is receiving each medication so that she 
knows what effects to watch for in that patient. 


The Method of Administration of a Drug Is 
Partially Determined by the Age of the Patient, 
His Orientation, His Degree of Consciousness, 
and His Health Problem. The disoriented pa- 
tient may refuse to swallow his oral medication, 
or the nauseated patient may vomit his medi- 
cines after he has taken them. The unconscious 
patient is unable to take a medication orally, 
and a child may be too young to swallow a 
capsule. It is important for the nurse to report 
any difficulties that are encountered when ad- 
ministering a medication. 


The Element of Error Is a Possibility in All 
Human Activity. Errors in the administration 
of medicires can be serious and, because the 
possibility of error is always present, special 
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precautions are taken to avoid mistakes. If a 
nurse is ever in doubt about whether or not she 
should give a medication, she should consult a 
reliable source before going ahead. Most agen- 
cies have literature to which the nurse can refer, 
and physicians and pharmacists can also be 
consulted. 

If an error is made, it is reported immediately 
either directly to the physician or to the nurse 
in charge, so that immediate steps can be taken 
to protect the patient from injury. The error is 
also analyzed to determine the exact cause in 
order to safeguard against another such error. 
Most hospitals also have unusual-occurrence 
forms which the nurse fills out to inform the 
agency administration of the details of the error 
(see Chapter 7). 


Each Patient Has His Own Needs for Explana- 
tions and Support with Respect to the Admin- 
istration of Medications. Medications are 
given to people, and the nurse will find, as in 
all of her nursing care, that each individual is 
different. Some people want to know about their 
medications; others prefer not to know about 
them. The amount of knowledge that a person 
requires is highly dependent upon individual 
circumstances. The seriously ill patient in a 
hospital may be too ill to care about any knowl- 
edge of the drug. The information that each 
person should have depends on his intelligence, 
age, education, illness, and emotional needs. 
The nurse is guided by both the patient and the 
physician as to the amount of information she 
provides. 


GENERAL PRECAUTIONS 


The administration of medications is a nursing 
function in most health agencies. In some hos- 
pitals the nurse administers all intravenous in- 
jections, but in others it is the physician’s re- 
sponsibility to administer specific medications, 
such as ergotamine, which is used to contract 
the uterus. 

There is a wide variety in the medication 
policies that guide nursing action. But, regard- 
less of policy, before the nurse administers any 
medication she must be sure that her action is 
safe for the patient. A sound basis for safe 
nursing practice is knowledge. 

Traditionally, the ‘‘five rights’’ have served as 
guides to the administration of medications: the 
right drug, the right dose, the right route, the 
right time, and the right patient. These rights 
are no less true today than they were years ago; 
however, sound nursing practice involves more 
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than just a knowledge of these. The nurse's 
information should extend to an identification 
of the individual problems of the patient and 
how she can help the patient resolve these 
problems. For example, will helping a patient 
to change his position and the provision of 
physical support facilitate the action of an an- 
algesic? 

Complementary to the administration of many 
medications is the provision of nursing care 
measures that serve to supplement the action of 
a drug. For example, giving the patient a back 
rub and straightening his bed might increase the 
effectiveness of a sedative, and drinking fluids 
can help prevent the crystallization of sulfon- 
amides in the kidneys. 

People vary in their reactions to specific drugs. 
The patient's reaction to any drug is important 
and should be recorded. Patients often require 
information about what reactions to report to 
the nurse or the physician. This is particularly 
true for the person who is taking medicine at 
home and does not have constant contact with 
health personnel. 

A knowledge of the effects of a drug and its 
prescribed dosage is important for some pa- 
tients, People often mistakenly believe, “If one 
tablet is good for me, two tablets are twice as 
good." Some people also need help to under- 
stand why they should take a prescribed dose 
and realistic explanation of the action and antic- 
ipated effects of the drug. Not only is this a need 
of hospitalized patients but also it is important 
for people who take medicines in their homes. 
All people taking medications at home should 
be aware of the nature ef the drugs they are 
taking, why they are tekimg them, the dosage 
they are to take, and possible side effects of the 
drug. They should also be alerted to adverse 
signs and symptoms to watch for when they are 
taking these medications, send the dangers of 
altering the dosage or emitting to take medica- 
tions. 

Another area of nursing practice is concerned 
with idiosyncratic reactiams to medications, 
overdoses of drugs, and the ingestion of poison- 
ous materials. Many medical centers provide 
immediate information to laymen and physi- 
cians about the antidotes and emergency meas- 
ures for the common poisons. Poison control 
centers are located in the emergency depart- 
ments of many hospitals. An up-to-date list of 
the poison control centers can be obtained from 
the Superintendent of Documents, U.S. Govern- 
ment Printing Office, Washington, D.C. A list of 
poison control centers in Canada is contained 
in the Vademecum International of Canada: 
Pharmaceutical Specialties and Biologicals (up- 


The poison control center is a source of informatior 
about the composition, action, and antidotes of poi- 
sonous materials. Its services are available to everyone 
in the community. 


dated each year) and also in the Compendium 
of Pharmaceuticals and Specialties of Canada. 
It is also a nursing responsibility to assist in 
evaluating the effectiveness of a medication and 
often in making judgments as to when a specific 
medication should be given. The need of a 
patient for some medications varies from time 
to time and, of course, needs vary from patient 
to patient. One patient may require frequent 
sedation, whereas another requires none, 


Medications and the Patient 


One of the most important factors in the 
administration of a medication is identification 
of the patient. Any method that accurately iden- 
tifies a patient is satisfactory. Some hospitals 
provide each patient with an identification band. 
Many institutions suggest asking the patient his 
name before administering a medication. If this 
is the case, the nurse should not say, “Are you 
Mr. Smith?" nor should she rely on the patien: 
answering to his name. In both situations, tlie 


The identification band is one way the nurse can ensure 
that the right patient receives a medication. 


patient may give an automatic affirmative an- 
swer. It is better to say, “What is your name?" 
The habit of relying upon bed numbers and even 
room numbers in order to identify people is also 
dangerous, for patients' rooms are changed and 
patients move to other units. In situations in 
which patients are continually reassigned to 
new rooms, identification is especially difficult. 

After the nurse has accurately identified a 
patient, his need for explanation and support 
must be met. Often, simple explanations are 
reassuring to the patient; they can often help 
provide conditions of acceptance in the patient 
that can enhance the effectiveness of the drug. 
At this time the nurse can also provide him with 
information about the action of the medication 
in terms that he can understand. Patients usually 
like to feel they are participating in their therapy 
and have some control over situations. If the 
physician does not want the patient to receive 
information about a medicine from the nurse, it 
can be suggested that he confer with the physi- 
cian about this subject. 

If the administration of a drug is contingent 
upon some factor, such as the patient's pulse 
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rate, this is assessed first. With few exceptions 
the nurse stays with a patient until his medica- 
tion has been completely administered. The ex- 
ceptions are drugs that have been ordered to be 
left with a patient, for example, a drug that the 
patient has for immediate use as needed (such 
as nitroglycerin for cardiac pain), a cough med- 
icine, or a drug that is contained in an intrave- 
nous infusion for gradual administration. 


Refusal to Take Medications. Sometimes 
people refuse a medication, and often their rea- 
sons are valid. If a patient does decline to take 
a prescribed medication the nurse should find 
out why. Some of the possible reasons are: 


1. The medicine is nauseating and makes 
him vomit. 

2. He is allergic to the medicine. A record of 
the patient's allergies should be noted on ad- 
mission. Sometimes this is not possible, how- 
ever; for example, the patient may have been 
unconscious when he was brought in. 

3. The medicine does not help him. 

4. He thinks it is the wrong medicine. 

5. He believes the physician has changed the 
order. 

6. The needles with which the medicine is 
administered hurt him. 

7. The medicine has an unpleasant taste. 

8. He does not want it because of religious 
or cultural beliefs. A patient of the Hindu reli- 
gion may refuse a hormonal preparation that 
contains extracts from cattle. A patient who 
belongs to the Jehovah's Witnesses sect may 
refuse a blood transfusion. Many people who 
believe in naturopaáthic remedies will refuse any 
medicine prepared from inorganic chemicals. 

9. He does not understand the purpose of 
the medication and is afraid it will harm him. 

10. The nurse wants to administer the medi- 
cation af an inconvenient time, such as when 
his visitors are present. 


The reason a patient refuses a medicine can 
often be satisfactorily dealt with by the nurse. 
For example, if it has an unpleasant taste it can 
usually be administered in a vehicle such as 
orange juice. The physician's order should be 
checked ff the patient questions it. Perhaps there 
is a new order in the chart that has not been 
transcribed to his medication card. A patient's 
refusal ta take a medication should always be 
reported to the physician or to the nurse in 
charge and recorded in the patient's chart. Under 
some circumstances it is best to notify the phy- 
sician af once, particularly when a patient's 
condition is seriously affected by the omission 
of the medication, as when a patient with heart 
disease will not take digitalis. 
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Observing and Reporting 


Immediately after a medication has been ad- 
ministered, the fact is recorded on the patient's 
chart. If the drug was administered at the nurse's 
discretion, the reason for the administration is 
also recorded.. 

After the administration of any therapeutic 
agent, the nurse observes the patient for his 
reaction. The criteria by which the nurse judges 
the effectiveness of a drug depend on the pur- 
pose for which it was administered. It can be 
the alleviation of pain, the reduction of fever, a 
decrease in swelling, or even the appearance of 
orange-colored urine. These are anticipated re- 
sults and they reflect the effectiveness of the 
particular medication. The observations are re- 
corded in detail on the patient's chart. Some- 
times patients experience untoward reactions as 
a result of a medication—for example, nausea 
and vorniting, diarrhea or a skin rash. These 
observations are always reported promptly. If a 
reaction is severe, that is, if the patient is acutely 
uncomfortable or essential body functions are 
impaired, the physician is notified immediately 
so that measures to stop the reaction can begin. 


In a hospital, medications are usually prepared in a 
separate room adicming tre nursing station. 


Medication carts provide separate drawers for each 
patient's medications. When giving a medication to one 
patient, the nurse can keep the drawers with medica- 
tions for other patients closed to limit the spread of 
infection from one patient to another. 


In severe allergic reactions the tissues of the 
throat may become so edematous that breathing 
is difficult. Prompt intervention at the earliest 
sign of an allergic reaction is required. These 
reactions are also recorded in detail on the 
patient's chart. 


PREPARING MEDICATIONS 


The first step in the preparation of any medi- 
cation is to get the complete order and make 
sure it is understood. Sometimes agency policies 
or the orders themselves govern the administra- 
tion of a specific drug or the special nursing 
measures that accompany its administration. For 
example, an order might read “withhold drug if 
pulse is below 60 beats per minute." 

Before administering drugs, the nurse washes 
her hands to minimize the transfer of microor- 
ganisms and then she gathers the equipment she 
needs. In a hospital all the necessary equipment 
is usually kept in a medication room, near the 
nursing unit office yet separate from it so that 
medications can be prepared without disturb- 
ance. In the home, such equipment is generallv 


Trays are often used in hos- 
pitals instead of medication 
carts. Cards placed in the tray 
identify which patient is to re- 
ceive each medication. 


kept in one place, usually in a cupboard that is 
out of reach of children. Some hospitals use 
medication carts to deliver the medicines; others 
use trays, often with special slots so that the 
medicine card stands upright and can be read 
easily. 

A hospital medication cupboard is usually 
locked, the key being kept by the head nurse, 
the nurse responsible for administering medi- 
cations (if this system is used], or in a designaled 
place in the nursing unit. Adjacent to the med- 
ication cupboard are usually a locked narcotic 
cupboard and a refrigerator. Drugs that lose their 
potency unless kept cold are kept in the refrig- 
erator. 

The nurse selects the medicine that was or- 
dered by the physician. Drugs kept in a hospital 
are either stock or private (prescription). The 
former are the more commonly used medicines; 
the latter are especially prepared for a patient. 
Stock drugs are frequently grouped according to 
action; for example, all vitamin preparations are 
kept together. Another method of storing drugs 
is to arrange them alphabetically according to 
their generic or trade names. Either method 
facilitates finding a specific preparation quickly. 

It has become an accepted safety practice in 
the preparation of medications to read the label 
three times on a bottle, tube, package, envelope, 
or the like. It is read (1) before the container is 
taken off the shelf, (2) before it is opened, and 
(3) just before it is placed back on the shelf. The 
nurse should read both the name of the drug 
and its strength, and pay particular attention to 


617 


MEDICATIONS 


the route of administration by which the partic- 
ular medicine is designed to be given. 

Medications come in a variety of preparations; 
capsules, Spansules, lozenges, tablets, and liq- 
uids can all be given orally. A capsule contains 
a powder, oil, or liquid within a gelatinous 
covering; a tablet is a compressed powdered 
drug. Troches are oral preparations which are 
sucked, Vials and ampules contain either pow- 
dered or liquid medications for injection, A vial 
is a glass container with a rubber stopper, 
whereas an ampule is a sealed glass container. 
A suppository is a medication that is molded 
into a firm base in order that it can be inserted 
into a body orifice or cavity. An ointment is a 
semisolid mixture that is applied topically to 
mucous membranes or skin. 

A medicine must be administered in the exact 
dose that is ordered by the physician. If small 
doses are required (for example, for children), 
the usual practice is to have these doses pre- 
pared accurately by a pharmacist. In situations 
in which the dose must be calculated, the safest 
practice is for a second nurse to check the 
calculations made by the first. The nurse should 
not estimale a dosage on her own initiative; it is 
not a safe practice to break an unscored tablet 
to get a dosage. The dose of a drug is ordered 
by the physician in consideration of the weight, 
age, sex, and physical condition of the patient. 
Thus, approximating dosages is a dangerous 
practice. 

In order to avoid errors the nurse who pre- 
pares a medication should administer it herself 
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immediately after she has prepared it. If pre- 
pared medicines are left unattended, the chances 
of the drug being misplaced or taken by another 
patient are increased. More to the point, the 
nurse is legally responsible for the medications 
she administers, and only if she has prepared a 
medication herself can she testify to the actual 
constituents of the medication and to its 
strength. The identification of a medication just 
by its appearance is a dangerous practice. If it 
happens that medications are distributed while 
a patient is in another department, his medica- 
tion can be returned to the nursing unit and 
locked in the cupboard with the medication card 
which serves to identify it. 

When a nurse is preparing a variety of medi- 
cations for a group of patients, the medicines 
for one patient are separated from the medicines 
for another. Generally all medicines that are 
administered by the same route for one patient 
can be placed in the same container, except for 
specific drugs whose administration is depend- 
ent upon some specified criterion. For example, 
if digitalis 0.1 g. (gr. iss) is to be withheld when 
the patient's pulse is below 60 beats per minute, 
this drug is put in a separate container from the 
other oral medications for that particular patient. 

Only a pharmacist should label a container of 
drugs. Therefore when the nurse finds an unla- 
beled container or a label that has been partially 
obscured, the entire container is returned to the 
pharmacy for clarification. It is also considered 
a safety practice not to return medications to a 
container once they have been removed; they 
should be disposed a£ by flushing down a toilet 
or hopper. Some agencies require that a witness 
be present when narcotics (and sometimes other 
drugs as well) are disposed of. Drugs should not 
be transferred from one container to another. 


METHODS OF ADMINISTERING 
MEDICATIONS 


The most common method of administering 
medications is by mouth (orally). Not only is it 
simple but it is also the most economical way. 
Capsules, liquids, tablets, powders, and troches 
are all administered by mouth. Troches are usu- 
ally sucked for their local effect. Sublingual 
administration involves placing the drug (for 
example, nitroglycerin) under the patient's 
tongue, where it is dissolved and absorbed. 

Parenteral refers to the administration of 
drugs by a needle. Intramuscular, intradermal, 
subcutaneous, and intravenous injections are 
common means of parenteral therapy. Intracar- 
diac, intrapericardial, intrathecal (intraspinal). 
and intraosseous (into bone) injections are less 


common methods that may be used by phys- 
cians. All parenteral therapy involves the use a 
sterile equipment and sterile, readily solub:: 
solutions. Generally those drugs that are admi-- 
istered parenterally are readily absorbed by tt: 
body. Intravenous therapy was discussed iz 
Chapter 17. 

Inhalation is the administration of a drug in:: 
the respiratory tract. Once the drug is inhaled = 
is almost immediately absorbed. Volatile azz 
nonvolatile drugs can be inhaled, the latter = 
means of a vehicle such as oxygen. The admi=- 
istration of medications by inhalation was dit 
cussed in Chapter 18. 

Instillation is a method of putting a drug = 
liquid form into a body cavity or orifice, ix 
example the ears, the eyes, and the urinar 
bladder. Liquid medications can be instille: 
with a dropper (into the ear) or with a syrinz 
(into the urinary bladder). 

Medications are also applied to the skin az: 
mucous membranes; this process is called toz- 
cal application. Antiseptics, astringents, a>: 
emollients can be applied as liquids or oix 
ments. 

Drugs are generally administered for eith= 
their systemic or local effect. Systemic efíe- 
refers to the actions of the drug upon the ent= 
body, whereas local effect is the effect upon cz 
specific area, such as that of an ointment uper 
a particular area of the skin. Sometimes dmz 
that are administered for their local effect hav: 
systemic actions; for example, an untoward = 
action such as a fever may result from the topic 
application of an ointment to an incision. 

A suppository is used for insertion into a boz: 
cavity or orifice, such as the rectum or vagiz« 
As the suppository gradually dissolves at boz: 
temperature, the drug is released and is absorbe: 
through the mucous membrane. Although a sz:- 
pository is sometimes used to administer droz 
when a systemic action is desired, as, for = 
ample, a sedative, it is not considered as efficiz 
as a medication administered by other rout= 
Suppositories are therefore used principally i= 
their local action. They may be used, for =. 
stance, to administer an analgesic to the rec 
area, or to stimulate peristalsis and bring abo 
a bowel movement. 


Oral Administration 


Oral medications are absorbed chiefly in — 
small intestines, although they can also be =t- 
sorbed in the mouth and the stomach. Med: 
tions administered sublingually are abso. 
through the capillaries under the tongue. Dz-z 
in liquid form, either upon administratio- = 


upon dissolution within the stomach, are ab- 
sorbed through the gastric mucosa. Absorption 
of a drug is slowed by the presence of food in 
the stomach as well as by its administration in 
concentrated form. Dilution, an alcoholic base, 
and an empty stomach facilitate absorption. 


Advantages and Disadvantages. The oral 
administration of medications has the advan- 
tages of convenience, economy, and safety. It is 
convenient in that it is a simple method of 
administration; it is economical in that oral 
preparations usually cost less to manufacture 
than many other preparations; it is safe in that 
its administration does not involve breaking 
through any of the body defenses—for example, 
the skin—as is necessary with injections. 

The chief disadvantages of the oral adminis- 
tration of medications are their taste, gastric 
irritation, effect upon teeth, inaccurate measure 
of absorption, and limited use. 

Drugs that are decidedly unpleasant tasting 
can stimulate nausea and vomiting. Drugs in 
liquid or partially dissolved form activate the 
taste buds more than drugs in tablet or capsule 
form; however, since cold is less stimulating 
than warmth, the taste buds can be partially 
desensitized by giving cold fluids or ice chips. 

Some medications are particularly irritating 
to the gastric mucosa; others are destroyed by 
the gastric secretions. The latter are usually 
manufactured either with an enteric coating so 
that they do not dissolve in the stomach, or in 
a form to be given by parenteral administration. 
Irritation of the gastric mucosa can be minimized 
by administering a drug after a meal, while food 
is still in the stomach. Also, the more diluted 
the medicine is, the less irritating it will be to 
the mucosa. A medicine that is particularly 
irritating can sometimes be given with another 
drug or with food, such as bread, in order to 
modify its undesirable effect. 

Some medications are harmful to the teeth. 
Drugs such as hydrochloric acid damage enamel, 
and liquid iron preparations often discolor the 
teeth. These undersirable effects can be avoided 
by giving highly diluted forms and by using a 
straw in order that the teeth do not come in 
contact with the liquid. It is also wise to have 
the patient rinse his mouth with water or a 
mouthwash after he takes these medicines. 

Another disadvantage of the oral administra- 
tion of medications is the relative inability to 
measure their absorption accurately in the gas- 
trointestinal tract. Certain disorders affect ab- 
sorption; for example, accelerated peristalsis 
will decrease absorption because of the drug's 
speedy propulsion through the gastrointestinal 
tract. Moreover, some medications are destroyed 
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to a variable extent by gastrointestinal secre- 
tions. In addition, the adequacy of the circula- 
tion of the blood to the tract affects the rate of 
absorption. If a person vomits after he has in- 
gested a medicine, the amount of drug retained 
in his body is questionable. Generafly the phy- 
sician is consulted when this happens in order 
that he can assess the patient’s need for a re- 
peated dose of the medicine. 

Oral medications are limited in use to patients 
who are able to swallow and retain them. The 
unconscious patient, the patient who is unable 
to swallow, and the vomiting patient are unable 
to take these medications. Patients who are re- 
stricted to taking nothing by mouth cannot be 
given oral medications. Some patients cannot 
take oral medications because of gastric suction 
and some find swallowing difficult because of 
surgery or paralysis. Frequently, it is the nurse 
who first becomes aware that a patient had 
difficulty in swallowing a medicine. She needs 
to communicate this fact to the physician so that 
a change in the order can be made to a more 
easily consumed drug. Tablets can be crushed 
and a scored tablet can be broken for easier 
administration, but the protective coverings of 
capsules or enteric-coated pills should not be 
removed to facilitate administration. 


Preparation. In the preparation of oral medi- 
cations for distribution, the nurse follows the 
general guides outlined earlier in this chapter. 
Oral drugs are generally distributed in disposa- 
ble containers. Liquid medications are often 
given in plastic or waxed paper containers. The 
advantages of using disposable containers are 
obvious: their cleanliness is assured, and wash- 
ing and sterilizing are eliminated. Medications 
should not be handled indiscriminately with the 
fingers. It is considered a cleaner practice to 
drop a tablet into the bottle cap or into an empty 
medicine container before transferring it to the 
container that the patient uses. If there is any 
doubt about administering a specific drug, the 
drug is kept separately from the other tablets for 
a specific patient. 

When pouring liquids, the dose is measured 
from the bottom of the concave meniscus. Some 
liquids separate after standing in a bottle and 
need to be shaken before they are poured. Min- 
ims (0.06 ml.) and drops are not interchangeable 
measures. Special droppers or glasses, and, in 
some agencies, syringes, are used for measuring 
small amounts of liquid medications. 


Administration. After the patient is appropri- 
ately identified, the nurse gives him his medi- 
cations and stays with him until they have been 
taken. Sometimes the patient needs assistance 
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to sit up or to turn on his side to swallow 
without choking. Usually people find it easier 
to take oral medicines with water or juice. If the 
consistency of a liquid is unpleasant, as, for 
example, mineral oil, patients often find it easier 
to take if the medicine has been chilled. With 
some exceptions, drugs are not left at a patient's 
bedside in hospitals. The exceptions are usually 
part of a plarined program of teaching patients 
to self-administer drugs. 


Subcutaneous Injection 


Advantages and Disadvantages. Some medi- 
cations are best administered into the subcuta- 
neous tissue by a needle. This route has the 
advantage of almost complete absorption, pro- 
vided that the patient's circulation is good; 
therefore, an accurate measure of the amount of 
the drug absorbed is possible. Medicines admin- 
istered in this manner are not affected by gastric 
disturbances (although it should be remembered 
that the medicines may themselves cause gas- 
trointestinal disturbances), nor is their admin- 
-istration dependent upon the consciousness or 
rationality of the patient. 

The chief disadvantage of this method is that 
by introducing a needle through the skin one of 
the body's barriers against infection is broken. 
It is therefore important that aseptic technique 
be used for all needle injections. 


The Site of Injection. The subcutaneous tissue 
is just below the cutaneous tissue or skin. It has 
fewer sensory receptors than the skin itself; 
therefore once a needle is through the skin an 
injection is relative painless. Some drugs sting 
upon injection, but an isotonic solution can 
usually be administered painlessly. The term 
'sotonic refers to a concentration that is the same 
as a normal saline solution. 

The exact site for a subcutaneous injection 
depends on the need of the specific patient and 
to some extent upon the policy of the institution. 
Since drugs administered subcutaneously (hy- 
podermically) are usually given for their sys- 
temic effect, the site is irrelevant with respect to 
any local effect. Areas of the upper arms, ante- 
rior and lateral aspects of the thigh, and the 
lower ventral abdominal wall are suggested.” 
The skin and subcutaneous tissue should be in 
good condition, that is, free of irritation such as 
itching and free of any signs of inflammation, 
such as redness, heat, edema, tenderness, or 
pain. Areas where there.is scar tissue should 
not be used. A common practice is to choose 
the outer aspect of the patient's upper arm, about 
one-third of the distance down between the 


Sites that are commonly used for subcutaneous injec- 
tlons include the outer aspect of the upper arm, the 
loose abdominal tissue, the anterior aspect of the thigh, 
and the subscapular area of the back. 


shoulder and the elbow. Other sites are the 
anterior aspect of the thigh, the loose tissue of 
the abdomen, and the subscapular region of the 
back. Actually the subcutaneous tissue in any 
area can be injected provided that is is not over 
bony prominences and is free of large blood 
vessels. and nerves. If a patient is receiving a 
series of injections the sites are rotated and the 


(From Wood, L. A., and Rambo, B. J.: Nursing Skills for 
Allied Health Services. 2nd ed. Vol. 3. Philadelphia. 
W. B. Saunders Company, 1980.) 
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l-cc. Disposable Syringe 
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Insulin syringes (disposable ò . usable) — U40, 
U80, U100 (Becton-Dic nson Co.) 


Needle 


Diagram of needle and parts of a Bevel 
syringe. (Point) 


site is charted each time so that two consecutive 
doses are not given in the same area. Sometimes 
a map is made of the skin areas to be used to 
indicate the sites for rotating injections, or a 
chart may be attached to the nursing care plan 
for the patient. 


Equipment. Subcutaneous (hypodermic) injec- 
tions involve the use of sterile equipment and 
supplies. These include a syringe, a needle, the 
medication, and a swab and disinfectant to 
cleanse the skin. Syringes vary in size from 1 to 
50 ml. The 2-ml syringe, commonly used for 
subcutaneous injections, is calibrated in cubic 
centimeters. For the administration of insulin, 
special 1 ml. syringes are often used. Insulin 
syringes are usually calibrated in units to cor- 
respond to the strength of a particular insulin. 
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The 100-unit scale is most common, although 
some agencies still use a 40- or 80-unit scale. 

A syringe has two parts, the barrel or outer 
part, and the plunger or inner part. Most syringes 
are manufactured so that their parts are inter- 
changeable, but if they are not, the two pieces 
of a set bear corresponding numbers on the 
plunger and barrel. 

Syringes are made of glass or plastic. The 
latter, which are usually disposable, are being 
used increasingly in hospitals, offices, and clin- 
ics. The maximum volume of solution that can 
be given comfortably by this route is thought to 
be 20 minims [less than 1.5 ml.). Certainly any- 
thing greater than 2 ml. will cause pressure on 
surrounding tissues and therefore be painful. 

A needle has a hub and a shaft or cannula. 
The hub is the larger part that connects to the 


For a subcutaneous injection the needle enters the skin at a 90-degree angle if a ‘vz 
inch needle is used, at a 45-degree angle i£ a Ys inch needle is used. The bevel of the 
needle is uppermost. The needle is inserted deeply into the subcutaneous tissue. 


Ya INCH 
NEEDLE 


EPIDERMIS 
DERMIS 
SUBCUTANEOUS 


ADIPOSE 
TISSUE 


Jr. SUBPAPILLARY 
BLOOD VESSELS 


622 MEETING BASIC NEEDS 


barrel of the syringe; the cannula is the long 
narrow part. At the end of the cannula is the 
bevel (point) or slanted portion where the fluid 
is ejected. A short or small bevel is used when 
there is a danger that a larger bevel would 
become occluded, as in intravenous injections 
in which the bevel could rest against the side of 
the vein. The longer bevel provides a sharper 
needle and is used for subcutaneous and intra- 
muscular injections. 

The needle used for a subcutaneous injection 
is usually 24, 25, or 26 gauge. The larger the 
number, the smaller the diameter of the needle. 
The length that is required varies from 1 cm. (% 
inch) to 2.5 cm. (1 inch), depending upon the 
amount of subcutaneous fat and the degree of 
hydration of the patient. A longer needle is 
needed for the obese patient, a shorter needle 
for the dehydrated person. Generally a No. 24 
needle 1.5 cm (5% inch) long is used for the average 
adult. 

The needle used for any injection should be 
straight and sharp. As disposable needles are 
increasingly being used, the problem of the bent 
or dull needle is disappearing. If disposable 
needles are not used, the needles'are checked 
for sharpness and the presence of barbs before 
they are sterilized. A needle may be checked for 
the presence of barbs by passing the tip lightly 
over a piece of absorbent cotton. If the needle 
does catch on the cotton, it may have a barb and 
will be uncomfortable for a patient. Needles that 
are bent should not be used, because of the 
possibility that they will break off in a patient. 
The weakest point in a needle is where the 
cannula joins the hub. 

A word of caution on the use of disposable 
needles and syringes: After use they should be 
discarded in the designated containers, never 
where they can be obtained by addicts. Dispos- 
able needles and syringes should be bent after 
use so that they cannot be used again. These 
practices also help to protect the housekeeping 
staff from injury, since the bent needle point 
will not be as likely to penetrate garbage bags. 

Two variations in the traditional means of 
administering injections subcutaneously are the 
injector syringe equipped with a spring which 
releases the needle for rapid insertion, and the 
jet injector by which the medication is intro- 
duced into the subcutaneous tissue by means of 
high pressure rather than through a needle. Al- 
though these methods are preferred in some 
instances, they have not replaced the usual sub- 
cutaneous injection by hypodermic syringe. 


Preparation. Medications for injection come in 
tablet, liquid, and powder forms. All these forms 


must be kept sterile during preparation and 
administration. If a drug in tablet form is to be 
administered subcutaneously, it is first dis- 
solved in a sterile solution. The safest method 
is to carefully drop the tablet into a sterile 
container, draw up a measured amount of sterile 
solution into the syringe (sterile normal saline 
is less painful to the patient than sterile water), 
add the solution to the tablet to dissolve it and, 
finally, draw up the measured amount of medi- 
cated solution into the syringe ready for admin- 
istration. Another method, which is being used 
increasingly, is to mix the tablet and the solution 
directly in the syringe. 

Medications in a liquid form generally come 
in single dose ampules or multiple dose vials. 
To open an ampule, the nurse first taps it to 
shake all the medication to the bottom and then 
obtains a sterile cotton ball which she holds 
behind the neck of the ampule. Some ampules 
open directly upon pressure at the neck; others 
require filing. The cotton ball is used to protect 
the nurse's fingers when breaking the glass. After 
the ampule is opened, the needle is carefully 
inserted, the ampule is inverted, and the solu- 
tion is drawn into the sterile syringe. 

Multiple dose vials of medication have a 
sealed rubber cap at the top which makes them 
airtight. The cap is first wiped off with an 
antiseptic solution, the plunger of the syringe is 
drawn back to a point which indicates the vol- 
ume of solution to be withdrawn, and then the 
needle is inserted through the rubber cap. Air is 
injected into the vial to equalize the pressure 
and thus facilitate removal of the solution. The 
vial is held upside down with the syringe at eye 
level in order to obtain an accurate measure of 
the drug. Incorrect holding of the vial may result 
in air being drawn into the syringe. 

Injectable drugs that come as powders are 
dissolved in sterile solution before they are ad- 
ministered. Generally there are directions on the 
label as to the amount and kind of solution that 
is to be added to a vial. In order to maintain 
normal pressure inside the vial, air is removed 
in a volume that corresponds to the amount of 
solution that is inserted. If a large vial is used. 
it is often easier to insert a second sterile needle 
through the rubber cap to allow the free flow of 
air out af the vial as the fluid flows in. 

Some drugs are prepared commercially in 
two-compartment vials. One compartment con- 
tains the powdered medication and the second 
contains the sterile liquid for dissolving the 
drug. The insertion of a sterile needle or pressure 
upon a rubber diaphragm releases the liquid to 
mix with the powder, which is then ready for 
injection. Some drugs are packaged this way 


because they are more stable in a dry state and 
thus can be kept for a longer period of time than 
the same drug in liquid form. 

Whenever a powder or tablet is prepared for 
injection it should be completely dissolved be- 
fore it is drawn into the syringe. Rotating a vial 
between one's hands is an effective way of 
mixing a powder and a liquid without creating 
bubbles on the top of the solution. Bubbles can 
make it difficult to ascertain an accurate measure 
of the drug. 


Administration. When a subcutaneous injec- 
tion is to be administered, a site is selected and 
cleansed with an antiseptic solution. The type 
of antiseptic used depends on the policy of the 
agency. Isopropanol in 70 per cent solution is 
used in many hospitals. The antiseptic solution 
is allowed to dry on the skin surface prior to 
insertion of the needle to prevent local irritation 
at the site of the injection. 

When the skin is dry, air is expelled from the 
needle. The needle is then inserted through the 
skin. The angle of insertion depends on the size 
of the needle used. It is recommended that the 
injection be given deeply into the subcutaneous 
tissue. Therefore, if a 1.2 cm. (12 inch) needle is 
used, it is inserted at a 90-degree angle, that is, 
perpendicular to the skin surface. Injections 
with a 1.5 cm. (% inch) needle are inserted at a 
45-degree angle. Some authorities feel that the 
skin should not be drawn taut or pinched or 
pulled into a skin fold for the injection, but 
rather should be left in its natural state.2 The 
nurse will find it easier to give the injection, 
however, if she lightly holds the area around 
the injection site. 

After the needle is inserted, the plunger is 
drawn back in order to determine whether the 
needle is in a blood vessel. If no blood appears 
in the syringe, the solution is injected slowly, 
after which the needle is quickly withdrawn. If 
blood does appear in the syringe, the needle is 
immediately withdrawn and another medication 
prepared. After the needle is withdrawn the area 
is massaged gently with an antiseptic sponge to 
facilitate dispersion of the solution. If there is 
any sign of bleeding from the site of the injec- 
tion, firm pressure over the area for a few min- 
utes will usually stop the bleeding and thus 
prevent bruising. 


Recording. A subcutaneous injection is re- 
corded on the patient's record in the same way 
as any other medication but, in addition, the 
word "subcutaneous" or the abbreviation “H” 
follows the dosage of the drug to indicate the 
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route. Sometimes the site of the injection is also 
recorded. 


Intramuscular Injection 


Advantages and Disadvantages. Intramuscular 
injection is the method of choice for the admin- 
istration of some medications. Drugs which are 
irritating to subcutaneous tissue are often given 
by this route. In addition, a large amount of fluid 
can be injected into muscle tissue than into 
subcutaneous tissue. Absorption through a mus- 
cle is faster than through subcutaneous tissue 
because of the vascularity of the muscle area. 
The danger of damaging nerves and blood ves- 
sels, however, is greater. 


The Site of Injection. Regardless of the site 
chosen, the area must be exposed adequately so 
that the nurse can see what she is doing. The 
selection of an area for an intramuscular injec- 
tion depends on a number of factors: the size of 
the patient and the amount of muscle tissue 


Four sites used for intramuscular injections are the 
deltoid muscle, the ventrogluteal site of the gluteus 
minimus and gluteus. medius muscles, the dorsogluteal 
site of the gluteus maximus muscle, and the vastus 
lateralis muscle on the lateral aspect of the thigh. 
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Greater trochanter of the femur 
(not illustrated) 


Sciatic nerves Giuteus maximus 


Superior gluteal artery 


Gluteus medius 


Posterior superior iliac spine 


Intramuscular injection. With the patient lying in a prone position, the nurse can establish 
the dorsoglutea! site as indicated. (Courtesy of Wyeth Laboratories, Philadelphia, Pa.) 


available for injection, the proximity of nerves 
and blood vessels, the condition of the skin 
around the area, and the nature of the drug to 
be administered. The site should be anatomi- 
cally safe; that is, am area should be chosen 
where the danger of hitting a nerve or large 
blood vessel is minimal. The tissues in the area 
should be free of bruising or soreness. There 
should be no abrasiams uu the skin, and areas 
with hardened tissue [such as scar tissue) should 
be avoided 

Various sites are suitable for intramuscular 
injections; areas in the buttocks, the thigh, and 
the upper arm are used most frequently. Gener- 
ally it is best to rotate the areas when a series of 
injections is to be given. The gluteal muscles are 
thick and permit the injection of larger quan- 
tities of fluid. Also, the use of these muscles in 
many normal daily activities aids in the absorp- 
tion of drugs administered by this route. Two 
sites in the gluteal muscles are commonly used: 
the dorsogluteal site and the ventrogluteal site. 

The dorsogluteal site uses the gluteus maxi- 
mus muscle. The site may be located by dividing 
the buttock into quadrants. The crest of the ilium 
and the inferior gluteal fold act as landmarks for 
describing the buttock. The injection is given in 
the upper outer quadrant of the buttock, 5 to 7.5 


cm. (2 to 3 inches) below the crest of the ilium 
By using this area, large blood vessels and thb: 
sciatic nerve are avoided. Another method fc 
locating a safe gluteal site is to draw an imag- 
nary line from the posterior superior iliac spine 
to the greater trochanter of the femur. This lin: 
runs lateral and parallel to the sciatic nerve, an- 
consequently an injection lateral and supericc 
to it is in a safe area. 

When the ventrogluteal site is used the injec- 
tion is made into the gluteus minimus and th: 
gluteus medius muscles. To locate the ventrc- 
gluteal area, the nurse has the patient lie on hi: 
back or his side. She then places her hand oc 
the patient's hip with her index finger on th: 
anterior superior iliac supine, and stretching he 
middle finger dorsally, palpates the crest of tb: 
ilium and presses below the iliac crest. The 
injection site is the triangle that is formed b: 
her index finger, her middle finger, and the cres 
of the ilium. The ventrogluteal site is being use: 
increasingly because there are no large nerve 
or blood vessels in the area; also there is usuali 
less fatty tissue than in the buttocks. If tn: 
patient's gluteal muscles are tense, he can fie: 
his knees to relax them for the injection. 

The vastus lateralis musa:e on the latere 
aspect of the thigh isialso being used mo- 


Locate the triangle for injection by placing the left index 
finger on the anterior iliac spine and the middle finger 
just below the Iiac crest. (From What's New. Abbott 
Laboratories, No. 211, Spring, 1959.) 


trequently for intramuscular injections. The area 
is free of major blood vessels and nerve trunks, 
and the vastus lateralis muscle provides a good 
long area when numerous injections have to be 
given. The muscle extends the full length of the 
thigh from mid-anterior to mid-lateral and is 
approximately 7.5 cm. (3 inches) wide. The 
injection may be given anywhere from approxi- 
mately 10 cm. (4 inches) above the knee to 
approximately 10 cm, below the hip joint. 

The deltoid muscle of the arm is also used for 
intramuscular injections, This site is two to three 
fingerbreadths down from the acromion process 
on the outer aspect of the arm. In most people 
this is a smaller muscle than the gluteal muscle 
and therefore is not capable of absorbing as large 
a volume of medicine comfortably. The essential 
danger in this area is that of harming the radial 
nerve. 


Equipment. The equipment required for an in- 
tramuscular injection is similar to that used for 
a subcutaneous injection. The quantity of solu- 
tion to be administered varies from 2 to 10 ml. 
In many agencies, however, nurses are permitted 
to inject no more than 5 ml. in any one injection, 
therefore, if more than 5 ml. is ordered, the 
amount is given in two injections. A 2-, 5-, or 
10-ml. syringe i ased with a No. 19 to 22 gauge 
needle 2.5 to 5 cm. (^ to 2 inches) long. The 
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gauge of the needle to be used depends on the 
viscosity of the drug and the sensitivity of the 
patient. The length of the needle depends on 
the size of the patient's muscle and the amount 
of adipose tissue that is present. It is desirable 
to inject the drug into the center of the muscle. 
A No. 22 needle 3.75 cm. (1% inches) long is 
commonly used for an adult. 


Preparation. The drug is prepared for admin- 
istration in the same way as for a subcutaneous 
injection. Some authorities recommend that a 
small air bubble be left in the syringe to force 
the last of the drug out of the needle into the 
muscle and thus prevent any solution from being 
left in the subcutaneous tissue when the needle 
is removed, There is probably considerable merit 
to this practice, particularly with drugs that are 
known to be irritating to subcutaneous tissue. 


Administration. For an intramuscular injec- 
tion to the gluteal muscle, the patient lies in a 
prone position with his toes internally rotated 
in plantar flexion. In this position the gluteal 
muscles are relaxed and there is good visualiz- 
ation of the injection site. 

The selection of the area for an injection is 
determined by four factors: [s it anatomically 
safe? free of bruises or sore areas? free of hard- 
ened areas? free of abrasions on the skin? 

The muscle is palpated and the skin is wiped 
as for a subcutaneous injection. The skin is held 
taut and the needle is inserted at  90-degree 
angle to the distance required to reach the center 
of the muscle. When the needle is inserted 
smoothly and firmly, this is a relatively painless 
procedure. The skin is then released and the 
plunger is withdrawn in order to make sure the 
needle has not entered a blood vessel. Keeping 
the needle in place, the solution is injected 
slowly into the muscle tissue. The needle is then 
removed quickly, and the area is massaged 
gently with the disinfectant sponge to aid in 
dispersion of the solution. 

In the air bubble method mentioned, it is 
common practice to draw a small bubble of air 
into the syringe before the solution is injected. 
The bubble rises to the top of the solution when 
the syringe is inverted for the injection. The air 
then helps to clear the needle of fluid before the 
needle is withdrawn. This prevents dripping of 
the fluid as the needle is being withdrawn 
through the subcutaneous tissue. 

When administering particularly irritating 
drugs into muscle tissue, the Z-track method is 
used. In this method. the site is selected and 
then the skin is pulled firmly toward the lateral 
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add De 


For an intramuscular injection the needle is inserted at a 90-degree angle 


into the center of the muscle. 


aspect of the buttock. The injection site is reas- 
sessed and cleansed with disinfectant solution, 
and then the needle is inserted at a 90-degree 
angle to the desired depth. The plunger is then 
pulled back slightly to determine whether the 
needle has entered a blood vessel. If blood ap- 
pears, the needle is withdrawn and another site 
is selected. If no blood appears, the solution is 
injected slowly. After injecting the solution, the 
nurse wails for 10 seconds to allow the medi- 
cation to d She then withdraws the 
needle and allows the stretched skin to return 
to its normal position. Then the area is massaged 
with a cotton ball. This method helps keep the 
drug in the muscle end sway from the subcuta- 
neous tissue. 

With careful technique. complications from 
intramuscular injections can be avoided. Ab- 
scesses, nerve injuries, cysts and necrosis of 
tissue do occur as & result of intramuscular 
injections; however, the use of aseptic tech- 


nique, individual establishment of landmarks 
for injection sites, and the alternating of sites 
help to avoid these unpleasant results. 

As more research is done in the field of intre- 
muscular injections, the nurse may well finc 
traditional techniques being modified in many 
agencies in the light of new research findings. 


Recording. After the administration of an in- 
tramuscular injection, the drug, dosage, anc 
method of administration are recorded. The ab- 
breviation “I.M.” is frequently used to indicate 
the route. The site of administration is ofter 
recorded also. 


Intradermal Injection 


An intradermal injection is the injection of a 
small amount of fluid into the dermal layer o: 
the skin. It is frequently done as a diagnostic 


Diagram of Z-track method of intramuscular injection. The correct technique converts the needle 
track into a zig-zag, which preven leakage into tissues. 


Subcutaneous 
tissue 
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For an intradermal injection the needle is held at a 15-degree angle, bevel 
upward, and inserted into the derrnal layer of the skin. 


measure, as in tuberculin testing and allergy 
testing. The areas of the body commonly used 
are the medial aspect of the forearm and the 
subscapular region of the back 

A 1-ml. syringe (or a tuberculin syringe) and 
a 26 gauge needle 1 cm. (% inch) in length are 
commonly used. A tuberculin syringe is cali- 
brated in tenths and hundredths of a cubic 
céntimeter in order that minute doses can be 
measured. The needle is inserted at a 15-degree 
angle with the bevel up, and the fluid is injected 
to produce a small bieb just under the skin. 


Topical Application 


Medications may be applied to the skin or 
mucous membranes in the form of lotions, oint- 
ments, or liniments, Lotions are liquid prepara- 
tions that are usually applied to protect, soothe, 
or soften surface areas, to relieve itching, or to 
check the growth of microorganisms. Ointments 
are preparations with a fatty base, such as lard, 
petroleum jelly, or oils. They may be applied to 
the skin or mucous membranes where they are 
melted by the heat of the body and absorbed. 
Ointments are frequently used for antiseptic or 
antimicrobial purposes. Liniments are liquids 
that are applied to the skin by rubbing. They are 
frequently used to warm an affected area; this 
dilates the superficial blood vessels and also 
helps to relax tight muscles. 


Lotions or Liniments 


Equipment. The application of lotions or lini- 
ments is often a clean, rather than a sterile, 
procedure in a home situation. In à hospital or 
other inpatient facility, however, it is advisable 
to use sterile cotton balls or gauze to apply the 
liquid and to use a sterile glove on the hand 
being used for the application. The nurse will 


then need a medicine tray, the bottle of lotion 


-or liniment, packages of sterile 5 x 5 cm. (2 x 


2 inch) gauze, or sterile cotton balls, and a sterile 
glove for this procedure. 


Administration. The area where the lotion or 
liniment is to be applied is exposed, making 
sure that the patient is kept warm and not 
unduly exposed. The bottle is opened and the 
cap is placed upside down on the tray. The 
package of gauze or container of cotton balls is 
opened and the nurse then puts on the sterile 
glove. Using the gloved hand, she picks up the 
gauze or cotton ball. Then, holding the bottle of 
lotion in her ungloved hand, she pours the 
required amount onto the gauze, being careful 
not to spill the liquid over the label. (It is wise 
to hold the label facing outward to avoid this.) 
The lotion or liniment is then applied to the 
affected area. Lotions are not rubbed in; lini- 
ments arg. The procedure is repeated until all of 
the affected area is covered. The nurse observes 
the area carefully for changes in color, swelling, 
the appearence of a rash, or other observable 
signs. 


Ointments E 

Equipment. As with lotions and liniments, it 
is advisable in an institutional setting to use 
sterile equipment for the application of an oint- 
ment. A sterile glove is not needed since the 
ointment is applied with a sterile tongue de- 
pressor. The equipment required is a medicine 
tray, the jar or tube of ointment, sterile tongue 
depressor(s), sterile gauze, and tape, if the area 
is to be covered after application of the ointment. 


Administration. The area is exposed; the jar or 
tube is opened and the cap placed upside down 
on the tray. The nurse then removes the tongue 
depressor from its wrapper, being careful to keep 
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the distal end sterile. The ointment is then 
squeezed or scooped onto the tongue depressor 
and applied to the area with gentle but firm 
strokes. The tongue depressor is never returned 
to the jar for additional ointment. A new one is 
used instead. The nurse again observes the skin 
for changes such as color, rash, or swelling. A 
sterile dressing is applied as indicated to keep 
the ointment from soiling the bed or patient's 
linen. 


Recording. After the administration of a lotion, 
a liniment, or an ointment, the drug and the 
method of administration are recorded. The 
nurse also records her observations of the con- 
dition of the area to which the medication was 
applied and any changes she noted (as described 
above. 


Instillations 


Instillation means to introduce small amounts 
(drops) of a medication into a body opening. 
Common sites for instillations are the ear, eye, 
nose, throat, vagina, and rectum. 


Instillations into the Ear. Liquid medications 
are instilled into the ear cavity usually for one 
of two purposes: to insert a softening agent so 
that earwax can be removed easily or to intro- 
duce an antibiotic suspension in cases in which 
the ear canal or the eardrum is infected. 


Equipment. The medication to be inserted 
should always be warmed before being inserted 
into the ear. A temperature of 105°F (40.6°C) is 
recommended. Cool solutions are uncomfortable 
and may cause dizziness or nausea because the 
equilibrium sense receptors in the semicircular 
canals are stimulated. The bottle of ear drops 
may be placed in a small open container of 
warm water for a few minutes before it is to be 
used. The temperature of the solution may be 
tested by dropping a small amount on the inner 
aspect of the wrist. If it feels comfortable (that 
is, neither hot nor cool), the solution should be 
comfortable for the patient. 

The nurse will need a medicine tray, a sterile 
medicine dropper, the bottle of medication, and 
some sterile cotton balls. Many preparations for 
individual use come with an attached .'ropper. 


Administration. This procedure is best done 
with the patient in a sitting position with the 
ear into which the drops are to be instilled 
nearer the nurse. The medication is drawn up 
into the medicine dropper. The nurse then 


straightens the auditory canal. One method of 
doing this is as follows: With her left hand on 
the lobe of the ear, the nurse grasps the upper 
portion of the auricle between her middle and 
index fingers and pulls gently with an upward 
and backward motion to straighten the auditory 
canal of an adult. For a child, the lobe is pulled 
downward and backward. The tip of the dropper 
is inserted into the external ear canal, with care 
being taken not to injure the delicate ear tissue. 
The medicine is injected by compressing the 
bulb on the dropper. The external meatus is 
plugged with a sterile cotton ball to keep the 
medicine from escaping, unless drainage from 
the ear is being promoted, in which case the 
meatus is not plugged. 


Recording. After the administration of the 
medication, the time, the medication, the 
amount instilled, and the affected ear are re- 
corded, with a notation also made if a cotton 
ball was inserted. 


Instillations into the Eye. Liquid medications 
in the form of eye drops, or eye ointments, are 
instilled into the eye for any one of several 
reasons: to soothe the eye if it is irritated, to 
dilate the pupil for any eye examination, tc 
apply an anesthetic, or to combat infection. 


Equipment. The administration of eye drops 
or an eye ointment requires a medicine tray, the 
bottle of medication with an eye dropper (mos: 
eye medications come in bottles with their own 
dropper) or the tube of ointment, and cotton 
balls or tissues. Medications for the eye are 
ordered individually for each patient; thev 
should never be used for another patient. 


Administration. The patient may be in a sitting 
position or supine position for this procedure. 
If the patient is sitting up, the nurse will find it 
easier to stand behind the patient to instill eye 
drops. The nurse asks the patient to look up- 
ward; this helps to keep the dropper from touch- 
ing the cornea if the ‘patient blinks and also 
helps him to keep his eye from moving while 
the drops are being instilled. The nurse pulls 
the lower eyelid down toward the cheek, using 
her left index finger and thumb (if she is right- 
handed), to expose the lower fornix (spot indi- 
cated on the diagram above). The medication is 
dropped onto the lower fornix. Excess drops 
may be wiped off the cheek with a cotton ball 
or tissues. In removing the e re dropper from 
and returning it to the bott he nurse takes 
care not to touch the outside of the bottle with 
the dropper, to avoid contaminating it. 


The desired site for instillations of a medication into the 
eye is the midpoint of the lower fornix. (From Wood, 
L A, and Rambo, B. J.: Nursing Skills for Allled Health 
Services. 2nd ed. Vol. 3. Philadelphia, W. B. Saunders 
Company, 1980.) ` 


If an ointment is to be applied, a thin ribbon 
of the ointment is laid along the entire length of 
the fornix. Ointment that is at room temperature 
is easier to apply. To end the ribbon cleanly, the 
tube is twisted with a lateral movement of the 
wrist. The patient's eyelids should be closed 
gently after the application. Having the patient 
roll the eyeball around with the lid closed helps 
to ensure that the medication covers the entire 
exterior eyeball. The eyelid is gently dried with 
a cotton ball or tissue to remove excess medi- 
cation. 

In the case of some medications, such as 
atropine, care must be taken that it does not get 
into the lacrimal (tear) duct. To avoid this pos- 
sibility, the nurse can place her thumb over the 
inner canthus. 


Recording. When the eyedrops or ointment 
has been instilled, the nurse records this on the 
patient's record, noting the time, the amount, 
and strength of the medication, and which eye 
(right, left, or both) received the medication. 


Instillations into the Nose. The usual purpose 
of instilling medication into the nose is either 
to heal infections or to shrink swollen mem- 
branes. 


Equipment. For this procedure, the nurse 
needs a medicine tray; the medication; a dropper 
(most nose drops come in a bottle with attached 
dropper), an inhaler, or an atomizer; and dis- 
posable tissues or a towel. 


Administration. The dorsal recumbent posi- 
tion is considered the best position for the in- 
stillation of nose drops. A pillow under the 
shoulders permits the head to drop back, allow- 
ing the medication to flow deep into the nasal 
cavity. The patient may also be positioned with 
his head over the edge of the bed; if this position 
is used, the nurse supports the patient's head 
with one handttc avoid undue strain on his neck 
muscles. The pa: ent's head may be positioned 
either in a straight line from the neck (Proetz 
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position), or with the head deflected to one side 
(Parkinson position). The former is usually ad- 
vised if the medication is being used to treat the 
ethmoid and sphenoid sinuses; the latter is used 
in treating for the frontal and maxillary sinuses. 

To avoid touching the outer or inner surfaces 
of the nose, the nurse holds the dropper slightly 
above the nostri! to inject the drops, directing 


Positions for the instillation of nose drops. (From Wood, 
L. A., and Rambo, B. J.: Nursing Skills for Allied Health 
Services. 2nd ed. Vol. 3. Philadelphia, W. B. Saunders 
Company, 1980.) 


Proetz position 


Parkinson position 


correct | incorrect 
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the tip toward the midline of the superior con- 
cha of the ethmoid. This deflects the medication 
toward the back of the nasal cavity. The patient 
is instructed to lie in a recumbent position for 5 
to 10 minutes to allow the medication to be 
absorbed. 

When an inhaler or an atomizer is used in- 
stead of a dropper, the same procedure is used. 
The patient is instructed to breathe through his 
nose while keeping his mouth open during the 
treatment. 


Instillations into the Throat. The throat may 
be either sprayed or painted in applying an 
antiseptic or an anesthetic. 


Equipment. For spraying or painting a throat, 
the nurse will need a medicine tray, a tongue 
depressor, the bottle of medication and, if the 
medication is to be painted on the tissues, cot- 
ton-tipped applicators. 


Administration. The best position for this pro- 
cedure is for the patient to be sitting up and the 
nurse standing directly in front of the patient, 
so that she can look down into the throat. A 
good light is essential for this procedure. 

The nurse asks the patient to tilt his head 
backward (or she helps him to do this) and to 
open his mouth. She uses her left hand to hold 
down the tongue with a tongue depressor, and 
applies the spray or medication, using either an 
atomizer for spraying or cotton-tipped applica- 
tors for painting the tissues. 


Recording. After the throat has been sprayed 
or painted, the nurse records the time, the name 
and strength of the medication used, and the 
method of administration. 


Instillations into the Vagina. Medications are 
usually instilled into the vagina to combat infec- 
tion. They may be applied in the form of a 
suppository or an ointment. Ointments for use 
in the vagina usually come in a narrow tube 
with an attached plunger. 


Equipment. The nurse needs sterile or one-use 
gloves and the medication. A perineal pad may 
be used to absorb any leakage. 


Administration. The patient is positioned in 
the dorsal recumbent or side-lying position with 
the legs spread far enough apart to enable the 
nurse to see the vaginal opening. The patient is 
draped so that only the perineal area is exposed. 
Using her left hand to hold open the vagina, the 
nurse inserts the suppository or tip of the tube 
applicator into the vagina. If a tube applicator is 


used, the plunger is pressed down to expel the 
ointment. A perineal pad is applied to keep the 
medication from soiling the patient's clothes. 


Instillations into the Rectum. A rectal suppos- 
itory is inserted with the patient in a side-lying 
position with the upper leg flexed. With a gloved 
hand, the nurse inserts the suppository just past 
the internal anal sphincter, to prevent expulsion. 


TOLERANCE AND ADDICTION 


When some medications are taken over a long 
period of time, the effect of the drug diminishes 
and the patient requires continually larger doses. 
This reaction to a medicine is called tolerance. 
Narcotics are among the drugs for which patients 
frequently develop such a tolerance. 

Addiction refers to the habitual use of a drug. 
Usually the person is physically and psycholog- 
ically dependent upon the drug. 

Addiction may becorne a problem when peo- 
ple receive narcotics for pain or barbiturates or 
other transquilizers to treat psychological prob- 
lems over a prolonged period of time. Surveys 
show that the most widely used drug (other than 
alcohol) is the tranquilizer diazepam (Valium). 

An awareness of which drugs are most likely 
to result in tolerance and addiction is important. 
At the first indication that a drug is not acting 
as it did previously, or at the first indication of 
dependency upon a particular medication, the 
physician should be notified. Often alternative 
medicines can be administered as a preventive 
measure. 


Illegally Used Drugs 


While drug abuse can result from the use of 
drugs for therapeutic purposes, it is a more 
widespread problem among those who use drug 
illegally. Experimentation with drugs such as 
marijuana, hashish, psilocybin (“magic mush- 
rooms"), and alcohol is often done by young 
people under the influence of a peer group. It 
may constitute both a new experience and an 
"escape from reality” for the user. 

There is a considerable lack of public under- 
standing about the effects of drug abuse. Profes- 
sional controversy exists regarding the conse- 
quences of the use of "soft" drugs such as 
marijuana, both in regard to the direct effects of 
these drugs and in regard to the question of 
whether use of "soft" drugs leads to use of 
"hard" drugs. Attempts are under way by several 
groups to decriminalize the possession and use 
of marijuana. However, it is clear that marijuana, 


like alcohol, can severely impair the user's abil- 
ity to drive and can lead to automobile acci- 
dents. - 

Health professionals may come into contact 
with drug users in an “overdose unit” in the 
emergency unit of a hospital. The effects of 
“hard” drugs such as cocaine, heroin, and LSD 
(lysergic acid diethylamide) are dealt with there. 
These drugs are mind-altering and mood-chang- 
ing. The sense of being “high” on these drugs is 
usually followed by a “low” or hangover of some 
type, which may be difficult for the individual 
to cope with himself. Someone may be needed 
to “guide” or “talk down” the individual on an 
LSD “trip” who is hallucinating badly and ex- 
periencing a distorted sense of reality. 

As we mentioned in Chapter 4, drug overdose 
has become a leading cause of death among 
teen-agers. Drug overdoses often seen in emer- 
gency units include both accidental overdoses 
of illegal drugs and deliberate attempts at sui- 
cide, which may involve the use of either illegal 
drugs or sedatives prescribed for other family 
members. The combination of sedatives with 
alcohol is particularly dangerous. 
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Several of the drugs that are widely used 
illegally may also have uses in medical therapy. 
Cocaine and morphine are used as anesthetics, 
and it has been proposed by some people that 
heroin, which like morphine is derived from 
opium, should be used to alleviate pain in ter- 
minally ill patients. Marijuana is currently being 
administered to some cancer patients to lessen 
the nausea and vomiting that often accompany 
radiation therapy and chemical therapy. Mari- 
juana has also been proposed as a treatment for 
the eye disease glaucoma. 

It is interesting to note the difference between 
some Eastern cultures and our Western one in 
regard to drug and alcohol use. In Western 
cultures, we tend to look upon the drunk lying 
in the gutter with ridicule but tolerance, and we 
put the person who uses drugs in jail. In most 
states in India, the use of alcohol is severely 
restricted by law, and one may have to sign a 
form saying that he is an alcoholic in order to 
purchase a drink in a bar. On the other hand, 
pleasure boats ply some Indian rivers offering 
weekend excursions where people can experi- 
ence the joys of smoking hashish. 


GUIDE TO SAFE MEDICATION ADMINISTRATION 


. Does the patient have any allergies? 
. How old is the patient? 


a fF c N e 


tions on the patient? 


. What medications have been prescribed for the patient? 
. Why is the patient receiving these medications? 


. What observations should the nurse make relative to the effect of these medica- 


6. Are specific nursing measures indicated because of the action of drugs contained 


in these medications? 


7. How are the patient's medications to be administered? 


8. What precautions should be taken in administering these medications? Are there 
special precautions that should be taken because of the patient's age, physical 


condition, or mental state? 


9. Do any of the medications require special precautionary measures in their 


administration? 


10. Does the patient have learning needs relative to his medicinal therapy? 


11. Does the patient or his family require specific skills or knowledge in order to 


continue medicinal therapy at home? 


GUIDE TO EVALUATING THE EFFECTIVENESS OF MEDICATIONS 


1. Is the patient taking the medicines that have been prescribed? 


2. Have the medications been administered safely? 
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3. 


4. 


Does the patient show signs or symptoms which indicate that the medications are 
effective (or ineffective)? 


Has the administration of the medications been accurately reported on the patient's 
record? Have pertinent observations been recorded and reported to appropriate 
personnel? 


STUDY SITUATION 


In the health agency in which you are having clinical experience, find out the 
following information: 


1. 
2. 


The method by which medications are ordered for patients. 


Communication tools used to facilitate the execution of these orders by nurses, 
e.g., Kardex file, medication cards, etc. 


The location of medications on a nursing unit, storage facilities, and system for 
arranging medications. 


The equipment used for preparing and administering medications. 


5. Safety precautions taken in the preparation and administration of medications. 


. The approved method of recording medications by various administration routes, 


including narcotic and controlled drugs. 


7. Reference material on drugs. 


8. Pertinent agency policies regarding the administration of medications. 
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The Nurse Should Be Able to: 


e Explain the role of sexuality in human life 

e Describe the structure and functioning of the male and the female 
reproductive systems and male and female sexual response 

e Discuss major factors affecting sexual needs 

e Discuss changes in sexual needs throughout the life span 

e Outline pertinent points to cover in the nursing history regarding 
an individual's sexuality 

e Describe observations to be made in the physical appraisal 

e List common problems interfering with sexual functioning 

e Identify situations requiring immediate intervention and take ap- 
propriate action 

e Apply relevant principles in planning and implementing nursing 


interventions 

a. to meet patients’ learning needs in regard to sexual 
functioning 

b. to cope with male-female problems in the nurse-patient 
relationship 


e Evaluate the effectiveness of specific nursing interventions 


Section Four PSYCHOSOCIAL 
NEEDS 


SEXUAL NEEDS . 


INTRODUCTION 


"So God created man in his own image 
... male and female created he them. And God 
blessed them, and said unto them, Be fruitful, 
and multiply, and replenish the earth. ...'" 
Thus does the King James version of the Bible 
describe the beginnings of the human race. 

According to Navaho Indian legend, Changing 
Woman (the Navaho chief deity) was the Creator 
who gave life to First Man and First Woman. 
They, in turn, created the universe and mankind. 

Darwin's theory of the gradual evolution of 
man from more primitive forms of life offers a 
more scientific, although less colorful, explana- 
tion of the origin of the human species. Still, 
religion, legend, and science all appear to be in 
agreement on the fundamental nature of human 
sexuality. That is to say, in man, as in other 
higher animals, there are both a male and a 
female form to the species, with sexual repro- 
duction being necessary for procreation. 

With very few exceptions, each of us is born 
into this world as either a distinctly male or a 
distinctly female being. Our sex is determined 
at the time of conception, through union, in the 
fertilized ovum, of a pair of sex chromosomes 
derived one from each parent. 

Once the sex of an embryonic human being is 
established, the die is cast for subsequent devel- 
opment of all those characteristics, both genetic 
and socially acquired, that differentiate the male 
from the female in human society. These include 
not only the more obvious physical differences 
in structure and functioning of the male and the 
female bodies but, also, differences in growth 
and development patterns between boys and 
girls, as well as differences in the social roles of 
men and women. 

Even at birth, the physical differences are 
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readily apparent. The externally located penis 
and testes make it easy to identify the newborn 
boy, while the presence of a recessed vagina 
clearly marks the infant girl. Except for the 
primary sex characteristics, however, there is 
little difference in appearance between boys and 
girls in early childhood. Indeed, with today's 
hairstyles and common modes of dress, it is 
sometimes difficult to tell which is which. 

It is not until adolescence that the differences 
in body structure become accentuated. Then— 
suddenly, it seems—the budding papillae on the 
chest of a little girl begin to develop into mature 
breasts; the hips begin to broaden; hair begins 
to appear in the pubic and axillary regions; and 
the girl's menstrual cycle commences. 

With the adolescent boy, the shoulders start 
to broaden and the genital organs enlarge. In 
addition to the pubic and axillary hair that 
begins to sprout on the bodies of both sexes, the 
teen-age boy watches anxiously for hair to ap- 
pear on his upper lip, and a beard to develop. 
About this time, too, his voice starts to change, 
fluctuating from tenor to bass, and finally set- 
tling about an octave below the pitch of the 
average female voice. 

In adulthood, men generally have a larger 
body frame than women, and they are usually 
taller, heavier, and stronger, although this is not 
always the case. The average man is approxi- 
mately 10 per cent bigger than the average 
woman. He has longer bones, which provide 
better leverage, and wider shoulders, which give 
greater strength in the upper body. His lungs 
and his heart are bigger than those of his female 
counterpart, and he has a slower, more powerful 
heartbeat. The average male has more muscle 
than the average female, and the male hormone, 
testosterone, adds bulk to the muscle fibers. 
Women, on the other hand, have more body fat 
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than men, and they seem to have greater ability 
to call on their extra reserves of energy, which 
gives them greater endurance in sports such as 
swimming. 

The male embryo is slower to develop in utero 
than the femiale, and this lag generally persists 
through childhood. Girls usually experience 
their prepubertal growth spurt earlier than boys, 
with the result that girls in the pre-teen years 
are often taller than boys of the same age. Girls 
also mature earlier than boys as a general rule, 
and they usually enter adolescence approxi- 
mately 2 years younger. The male's maturation 
is inclined to be less predictable than the fe- 
male's, and there is a wider variation among 
boys than among girls in this regard. 

Psychologists tell us that traditional distinc- 
tions between masculine and feminine person- 
ality traits are rapidly blurring in Western soci- 
ety. More women, it seems, are showing traits 
such as assertiveness, venturesomeness, com- 
petitiveness, and self-assurance today than there 
were a generation ago, when these were consid- 
ered highly masculine characteristics. At the 
same time, more men are openly: revealing that 
they have feelings of nurturing, artistic creativ- 
ity, and intuitiveness—traits that were formerly 
considered feminine. 

Yet, there is still a marked difference in almost 
all organized societies between male and female 
social roles. More women than ever before are 
in the labor force, and the number of single- 
parent families has increased phenomenally in 
the past 20 years. The sex stereotyping of a good 
many occupations has been broken down by 
human rights legislation, and the women's lib- 
eration movement has done a great deal to elim- 
inate many of the more blatant forms of sex 
discrimination. Still, in most parts of the world 
men are looked upon as the protectors and 
providers in the family, with women having the 
major responsibility for looking after the home 
and raising the children. 

A girl's perception of her sex-typed role is 
usually more advanced than a boy's and, with 
the earlier maturation of girls, they are often 
ready earlier than boys to become sexually ac- 
tive. With adolescence, there is an awakening of 
interest in members of the opposite sex, for both 
veys and girls, as the sexual organs mature and 
ae hormonal secretions begin to flow. 

ane sex drive, or libido, is a very powerful 
motivating force in human beings, since it is 
necessary for survival of the species. Maslow, in 
his hierarchy of human needs, ranked it among 
the basic physiological needs. Kalish, in his 
adaptation of Maslow's hierarchy, put it in the 
second level of priority, subservient only to the 
needs for individual survival, that is, the needs 


for food, air, water, temperature maintenance, 
elimination, rest, and pain avoidance. 

Despite the basic nature of sexual needs, the 
topic of human sexuality has, until fairly re- 
cently in North America, been a taboo subject— 
not to be discussed in mixed groups—and it has 
been all but ignored in nursing and medical 
education programs. The Kinsey reports on sex- 
ual behavior in the human male (1948)? and the 
human female (1953),° followed by the research 
of Masters and Johnson into human sexual re- 
sponse (in the 1960's), did much to encourage 
open discussion of human sexuality. Another 
forward step was establishment of the Sex Infor- 
mation and Education Council of the United 
States. In May 1964 SIECUS was chartered as a 
nonprofit educational organization. Among its 
goals are those of establishing human sexuality 
as a health entity and dignifying it by openness 
of approach.* 

In the years since SIECUS was established, 
some people feel that perhaps the pendulum has 
swung too far in the other direction, as we are 
confronted on all sides by blatant advertising 
about sex. Sexual activities the very mention of 
which would have shocked our grandparents 
and perhaps even our parents are being shown 
on stage and movie screen, and feminine hy- 
giene practices once never mentioned in public 
are matter-of-factly discussed in radio and tele- 
vision commercials. 

Whether there is now too much or still too 
little openness about sex is a moot point. What 
is important for nurses is the acceptance of 
sexuality as a health entity, and the need to 
consider an individual’s sexual needs as an 
integral part of a holistic approach to health 
care. Nurses today need to be well-informed 
about the changing sexual needs of individuals 
throughout the life cycle, and k.owledgeable 
about health problems related to sexual func- 
tioning, in order to incorporate consideration of 
the patient’s sexual needs into their practice. A 
good place to start is to briefly review the anat- 
omy and physiology of sexual functioning. 


ANATOMY AND PHYSIOLOGY OF 
SEXUAL FUNCTIONING 


Sex Differentiation 


Human body cells, with the exception of the 
sex cells, contain 23 pairs of chrátosomes. 
Twenty- -two of these are homologou: pairs; that 
is, they are alike and they bear genes for the 
same traits. The twenty-third pair are the sex 
chromosomes. Females have two similar sex 
chromosomes, which are called X chromosomes. 
Males, on the other hand, have 2 dissimilar sex 


chromosomes. One is an X; the other has been 
designated a Y chromosome. 

During the process of maturation, the gametes, 
or sex cells (the male sperm and the female 
ovum) divide and the number of chromosomes 
each carries is reduced by half (to 23). The 
mature ovum always contains one X chromo- 
some, but the mature sperm may contain either 
an X or a Y. If an ovum is fertilized by a sperm 
carrying an X chromosome, the resultant embryo 
will be female and ovaries will develop. If it is 
fertilized by a sperm carrying a Y chromosome, 
a male embryo results and the gonads (sex or- 
gans) develop as testes. 

A major function of the Y chromosome is to 
ensure that male testes develop in the embryo. 
The hormone testosterone is secreted in the 
embryonic testes and stimulates formation of the 
male external genitalia, duct system, and acces- 
sory sex organs. Testosterone is also responsible 
for sexual differentiation of the brain. In the 
absence of testosterone, the female reproductive 
organs develop. 


Hormonal Control of the Reproductive 
System 


The master gland controlling the sex hor- 
mones of both men and women is the hypothal- 
amus. This gland secretes gonadotropin-releas- 
ing factor, which stimulates the anterior 
pituitary to secrete gonadotropic hormones. The 
follicle-stimulating hormones (FSH) are respon- 
sible for stimulating production of the ova and 
the sperm. The luteinizing hormone (LH) stim- 
ulates production of the male and the female 
hormones. The hypothalamus is sensitive to 
external stimuli, such as physical stress, emo- 
tion, and marked changes in time zone. In turn, 
these can affect the functioning of pituitary and 
the testes and ovaries. In women athletes, for 
example, menstruation may temporarily cease 
under the considerable stress of competitive 
sports. 

The male hormones are collectively known as 
androgens. The principal male hormone is tes- 
tosterone, the functions of which are to: 


1. Induce sexual differentiation during em- 
bryonic development 

2. Stimulate growth of the genitalia and sec- 
ondary sex characteristics 

3. Maintain the process of spermatogenesis 

4. Piorgote growth through protein anabolism 

5. Increqse the sex drive 


The principal female hormones are the estro- 
gens and progesterone. The estrogens are se- 
creted by the ovarian follicle, by the corpus 
luteum, and, during pregnancy, by the placenta. 
Their functions are to: 
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1. Stimulate growth of the uterus and vagina 
and development of secondary sex characteris- 
tics at puberty 

2. Induce repair of the endometrium follow- 
ing menstruation 

3. Promote growth of the duct system of the 
mammary glands 

4. Increase motility of the uterus and its sen- 
sitivity to oxytocin 

5. Accelerate matrix formation in bone 


The functions of progesterone, which is se- 
creted by the corpus luteum and, during preg- 
nancy, by the placenta, are to: 

1. Convert the partially thickened endome- 
trium during the postovulatory period to a se- 
cretory structure suitable for implantation of the 
fertilized ovum 

2. Promote growth of the mammary gland 
alveoli 

3. Decrease motility of the uterus 


Hormone production in the male is not cyclic, 
as it is in women. Nor does the production of 
the male sex hormones decrease dramatically at 
a male climacteric, although it may decrease 
gradually in later years. Women have high levels 
of sex hormones during the reproductive period 
of life and low levels during childhood and after 
menopause. 


The Male Reproductive System 


The function of the male reproductive system 
is to produce mature spermatozoa and deposit 
these in the body of the female for the purpose 
of fertilization of the ovum. Components of the 
system include the organs that produce the germ 
cells and the various hormones, a duct system 
to transport the cells to the exterior, and 
various accessory structures that facilitate tbe 
process. The male organ of copulation, the penis. 
is used to inject sperm into the body of the - 
female. 


Testes. The male organs which produce the 
germ cells are a pair of oval organs called the 
testes. As is the case with many mamrpad.- 
human male germ cells cannot survive in y 
peratures that are either too hot or too cold: 

internal body temperature is too high for the 
process of spermatogenesis and, shortly before 
birth, the testes descend from the abdominal 
cavity into the scrotum, a pouch that hangs 
behind the penis and is suspended from the 
pubis. Normally the muscles are relaxed and the 
scrotum is pendulous but, in cold temperatures, 
they contract to bring the testes up to the peri- 
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deum between the thighs in order to keep them 
warm, 

Each testis consists pf about 250 wedge- 
shaped lobes, each of which contains one to four 
narrow, coiled tubes. known as the seminiferous 
tubules, which produce the spermatozoa, Also 
located in the testes are Sertoli's cells, which 
supply nutrients to the sperm, and the intersti- 
tial cells of Leydig, which produce the male 
hormones. 


Duct System. The process of spermatogenesis 
takes about 60 days in the seminiferous tubules. 
After that, the sperm require another 2 weeks in 
the epididymis to become motile and capable of 
fertilizing an ovum. 

As the sperm cells travel from the testes to 
the urethra, several glands contribute secretions 
that help to nourish and maintain the viability 
of the sperm. First along the route are the sem- 
inal vesicles. These membranous pouches lie 
behind the bladder and secrete a thick, nutrient- 
containing fluid that mixes with the germ cells. 
The prostate gland, which lies below the bladder 
and surrounds the first part of the urethra, se- 
cretes a thin, milky, alkaline fluid that aids in 
maintaining the viability of the sperm cells. 
Finally, the bulbourethral (Cowper's) glands, a 
pair of pea-shaped structures that lie alongside 
the lower portion of the urethra, secrete a mu- 


cous lubricating substance that is slightly alka- 
line during sexual stimulation. This is thought 
to help neutralize the acid in any urine remain- 
ing in the urethra. 


Semen. During the process of ejaculation, ap- 
proximately 2 to 6 ml. of semen, or seminal 
fluid, are secreted, the amount depending on the 
length of time between ejaculations. Each dis- 
charge of semen contains several hundred mil- 
lion sperm, plus the secretions from the acces- 
sory glands and mucus, picked up from glands 
along the urethra. The average normal sperm 
count is about 120 million per ml. Semen is 
thick and milky when first secreted but rapidly 
becomes watery on standing because of the ac- 
tion of hydrolytic enzymes from the prostate. 


Penis. The male organ of copulation is the 
penis. It varies in size in different individuals, 
but is usually about 15 cm. by 2.5 cm. (6 inches 
by 1 inch) when in a state of erection. It is 
attached to the anterior and lateral walls of the 
pubic arch in front of the scrotum. The penis 
consists of three longitudinal columns (caver- 
nous bodies) of erectile tissue bound together by 
fibrous bands and covered by skin. Normally. 
the penis is a flaccid structure. During sexual 
arousal, the cavernous bodies become filled with 
blood and the penis becomes turgid (stiff) and 


erect. The flow of blood into the cavernous 
sinuses is under the control of the autonomic 
nervous system. The enlarged conical structure 
at the end of the penis is called the glans penis. 
The glans contains the external orifice of the 
urethra. The glans is covered by a fold of retract- 
able skin, the foreskin or prepuce, which is often 
removed by circumcision shortly after birth. 


The Female Reproductive Tract 


The function of the female reproductive sys- 
tem is to produce mature ova, to receive the 
male sperm, and to furnish a suitable environ- 
ment for nurturing the fetus until it is ready to 
be born. Components of the system include the 
organs that produce the germ cells, a transport 
system that carries them to a suitable location 
for fertilization by the sperm and, thence, to a 
suitable place for implantation, and a storage 
area where the developing embryo can be nour- 
ished and protected. The system also includes a 
birth canal for the mature embryo and a mech- 
anism for suckling the infant after it is born. 


Ovaries. The organs producing the female 
germ cells are the ovaries. These are a pair of 
small, oval organs located in the pelvic region 
of the abdominal cavity. They are suspended 
from the lateral pelvic wall by a portion of the 
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broad ligament. The ovaries produce both eggs 
and hormones. At birth, the ovaries contain a 
woman’s full, lifetime complement of approxi- 
mately 400,000 primordial follicles (primitive 
ova), of which probably 350 to 500 will develop 
into graafian follicles during the woman’s repro- 
ductive years. 

A few years before puberty starts, the ovaries 
begin to secrete greatly increased amounts of 
hormones. These include the estrogens, proges- 
terone, and some androgens (male hormones). 

The process of oogenesis takes place in the 
ovaries. Approximately once every 28 days, a 
mature ovum is produced. 


Fallopian Tubes (Oviducts). The fallopian 
tubes, or oviducts, are two small intraperitoneal 
structures that are approximately 10 cm. (4 
inches) long and extend from the uterus to the 
ovaries. They open into the uterus, approxi- 
mately two thirds of the way down on either 
side, but have no attachment to the ovaries. 
Instead, the distal end (closest to the ovaries) 
has a long fringe consisting of finger-like projec- 
tions that curve in a bell shape around the 
ovaries. The tubes are attached to the broad 
ligaments. Their purpose is to transport mature 
ova to the middle third of the tube, where 
fertilization takes place, and to carry the fertil- 
ized ovum to the uterus for implantation, or the 
unfertilized ovum for discharge in the menstrual 


Median section of the female pelvis. (From Dienhart, C. M.: Basic Human Anatomy and 
Physiology. Philadelphia, W. B. Saunders Company, 1979.) 
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flow. The ovum is transported through the tubes 
by a series of peristaltic waves and ciliary action. 
Transport takes about 3 to 4 days. 


Uterus. The uterus is a thick-walled, hollow, 
muscular organ located in the pelvic portion of 
the abdominal cavity, between the rectum and 
the bladder. The lining of the uterus consists of 
a specialized mucous surface, the endometrium, 
which is the primary site for implantation of the 
fertilized ovum. 


Cervix. The cervix is the neck of the uterus, 
and it protrudes into the vault of the vagina. It 
is a rounded, rather firm, conical body, roughly 
2 to 2.5 cm. in diameter. It has a narrow canal 
in the center, the cervical canal, which joins the 
vagina with the uterine cavity. 


Vagina. The vagina is a muscular tube lying 
between the bladder and the rectum. It is ap- 
proximately 10 cm. in length and 4 cm. wide. It 
functions as a passageway for sperm to enter the 
uterus and for menstrual flow to be discharged 
and it forms part of the birth canal. During 
coitus, the erect penis is inserted into the vagina 
where ejaculation normally occurs. Sperm are 
deposited at the external opening of the cervix 
and swim through into the uterus. 


Vulva. The external female genital organs are 
collectively known as the vulva. The mons pubis 
is a rounded soft cushion of adipose tissue, 
which is located over the symphysis pubis. It is 
covered with hair. The labia majora, which are 
like the male scrotum, consist of longitudinal 
folds of skin. They cover and protect the opening 
to the vagina, the urinary meatus and the labia 
minora. The labia minora are narrow folds of 
skin and fibroareolar tissue which extend from 
the clitoris to the fourchette. Their purpose is to 
protect the vaginal opening. 

The clitoris is the female organ corresponding 
x the male penis. It is a short, erectile organ 

1st below the arch of the pubis and above the 
urinary meatus. It is highly sensitive to tactile 
stimuli. 

The vestibule is an ovoid area between the 
labia that contains the vaginal opening, the ure- 
thral orifice, the hymen, and the openings of 
several ducts. The hymen is a tough, elastic 
mucosa-covered septum across the vagina in 
virgins. It may be partial, or completely absent. 
Occasionally it completely covers the vaginal 
opening, a condition called imperforate vagina, 
or imperforate hymen. 


Mammary Glands (Breasts). The mammary 
glands are accessory sexual structures in the 


female. Their purpose is to secrete milk to nour- 
ish the newborn infant. Each breast contains 
compartments, or lobes, that are separated by 
adipose tissue. Each lobe is made up of lobules 
which contain milk-secreting cells called al- 
veoli, which appear in grapelike clusters in the 
lobules. The milk is conveyed to storage areas 
(ampullae), and thence to the lactiferous ducts 
which terminate in the nipple. 


Menstrual Cycle. Menstruation is the periodic 
uterine bleeding which is the shedding of the 
secretory endometrium of the uterus when fer- 
tilization of the mature ovum does not take 
place. The first menstrual period, which occurs 
at puberty, is called the menarche. Menstruation 
continues until the menopause, approximately 
40 years. 

Menstruation takes place approximately 14 
days after ovulation. The first day of bleeding is 
considered the first day of the menstrual cycle. 
The average cycle lasts for 28 days, although the 
normal range is from 24 to 32 days. Average 
duration of the menstrual period is 5 days, and 
the average blood loss is 70 ml. The cycle con- 
sists of three phases: 


1. Menstrual—shedding of the superficial two 
thirds of the endometrium. 

2. Proliferative—from the fifth day to the time 
of ovulation—the endometrium is regenerated 
with an eight- to tenfold thickening while the 
follicles begin to grow. 

3. Secretory—from the day of ovulation to 3 
days before the next menstrual period—the en- 
dometrium develops into a secretory type of 
tissue for reception of the fertilized ovum 


Menopause. Menopause occurs usually be- 
tween the ages of 45 and 55. It is most often 
gradual, with menstrual periods becoming irreg- 
ular and with differences in amount of flow over 
a few years. Two major symptoms that women 
find distressing during the menopause are: (1) 
Flushes—a reddening of the skin involving the 
head, neck, and upper part of the thorax which 
may last for minutes or for hours; and (2) 
Flashes—brief intense periods of heat over the 
entire body. These are both circulatory disturb- 
ances that are related to the decreasing produc- 
tion of estrogen by the ovaries. 


Sexual Response 


` Physiologists divide the human sexual re- 


sponse into four phases: excitement, plateau, 
orgasm, and resolution. Essentially, there are 
two principal physiological changes that take 
place in both male and female during the sexual 
response: 


1. Vasocongestion. The primary response, in 
sexual stimulation, is the engorgement of blood 
vessels (chiefly the venous vessels) in the sexual 
organs. 

2. Myotonia. The vasocongestion is accom- 
panied by increased muscular tension in the 
organs necessary to carry out the sexual act. 


Excitement Phase. Sexual arousal is brought 
about in women primarily by the touching and 
caressing of various body parts. Some areas of 
the body are more sensitive to sexual stimulation 
than others. These are called the “erogenous 
zones" (after Eros, the Greek god of love). The 
breasts and external organs, especially the cli- 
toris, are most responsive. In the sexually 
aroused woman, the glans of the clitoris becomes 
bigger, the shaft enlarging in length and diame- 
ter. The vaginal barrel also expands, becoming 
wider and longer. The wall of the vagina be- 
comes purplish, due to vasocongestion, which 
also causes the appearance of a fluid that trav- 
erses the vagina, lubricating it to make penetra- 
tion easier. (The process has been likened to 
that of sweating.) In multiparous women there 
is a flattening and separating of the labia majora 
and extension of the labia minora. 

Meanwhile, the extragenital organs are also 
aroused. The nipples become erect, breast size 
increases, the areolae become engorged, and 
venous patterns on the breast are obvious. Some- 
times there is a "sex flush" in the form of a 
maculopapular rash that appears in the epigas- 
tric region and the breasts. The heart begins to 
beat faster and blood pressure increases as sex- 
ual tension mounts. There may also be an in- 
voluntary tensing of the intercostal and the ab- 
dominal muscles. A man may be sexually 
aroused as a result of mental or visual images, 
as well as by direct stimulation of the penis. 
The penis rapidly increases in size as blood 
vessels within the erectile tissue become en- 
gorged. The normally flaccid organ becomes 
erect and stiff. Valves in blood vessels located 
at the base of the penis close, thus preventing 
blood from leaving the vessels and keeping the 
penis erect. The scrotal sac becomes elevated 
and there is a tensing and thickening of the 
scrotal skin. Involuntary muscle tension occurs 
and the heart rate and blood pressure levels 
increase as sexual excitement mounts. 


Plateau Phase. During the plateau phase, a 
woman's uterus becomes fully elevated and the 
barrel of the »vagina becomes larger. Increased 
vasocongestion causes the labia minora and the 
outer third of the vagina to increase in size. The 
labia minora show a vivid color change from 
bright red to wine colored. The Bartholin glands 


SEXUAL NEEDS 641 


secrete a small amount of mucoid material and 
the clitoris retracts against the symphysis pubis. 
The muscles of the pelvic floor retract, produc- 
ing a tentlike effect to accommodate insertion of 
the penis. 

In a man, the penis increases in circumference 
and the testes become bigger and move closer to 
the perineum. Muscle tension is increased; the 
man experiences hyperventilation; his heart beat 
is greatly accelerated and his blood pressure 
becomes markedly elevated. These vascular 
changes are much more marked in a man than 
in a woman. At the height of his sexual excite- 
ment, and just prior to ejaculation, the urethra 
closes at the neck of the bladder, thus preventing 
urine from being discharged, and two or three 
drops of mucoid material are secreted from Cow- 
per’s glands to lubricate the passage of semen. 


Orgasm. In both men and women, orgasm is 
characterized by a series of strong muscular 
contractions. In the female, there are usually five 
to 12 contractions occurring at 0.8 second inter- 
vals. They occur in the uterus, beginning at the 
fundus and proceeding to the lower segments, 
and in the muscles of the pelvic floor where the 
muscles surround the lower third of the vagina. 
Contractions of the anal sphincter also occur. 

In a man, there are clonic contractions along 
the length of the urethra to expel the semen and 
force it beyond the glans penis. The epididymis, 
the vas deferens, the seminal vesicles, and the 
prostate gland also contract. The contractions 
usually begin at 0.8 second intervals, becoming 
less frequent as most of the semen is expelled. 
The ejaculatory process usually takes only a 
matter of seconds. 


Resolution. The resolution phase involves 
both a relaxation of the muscles and a loss of 
vasocongestion. The latter is called detumes- 
cence. [n the man the loss of vasocongestion is 
rapid at first. In the woman, the clitoris returf . 
to a normal position within 5 to 10 seconds afte::' 
orgasm. : 

While the woman can be sexually aroused' 
again almost immediately after orgasm, the man 
has a period of from 10 to 45 minutes during 
which he cannot be restimulated. This refractory 
period is usually shorter in younger men and 
increases with age, although not as much as was 
once suspected. 


FACTORS AFFECTING SEXUAL 
FUNCTIONING 


Probably there is no other area of human 
functioning that is affected by so many factors 
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as sexual functioning. Of primary importance 
are the changing sexual needs of the individual 
throughout his life span. These are affected by 
an individual's age and his stage of physical and 
psychosocial development. In addition to age, 
other biological influences, such as genetic fac- 
tors, injury, and disease, affect the development 
and functioning of the reproductive organs. 
Then, too, there are social, moral, and psycho- 
logical factors that must be taken into account 
in any discussion of sexual needs. 


Biological Factors 


Age and stage of physical development are 
very important considerations in sexual func- 
tioning. Although the primary sex characteris- 
tics, that is, the physical structures necessary for 
reproduction, are present at birth, it is not until 
adolescence that these organs mature and be- 
come capable of functioning. Normally, the re- 
productive period for women lasts about 30 to 
40 years and, with onset of the menopause, the 
female ovaries cease to function and the repro- 
ductive organs begin to atrophy. In men, the 
testes continue to produce spermatozoa until 
old age, but there is a slowing down of all 
aspects of sexual functioning and a gradual atro- 
phy of the organs of reproduction with the aging 
process. 

The primary biological agents controlling sex- 
ual functioning are the genes and the hormones. 
Initial differentiation of the sexual organs is 
determined in utero by the XX or XY chromo- 
some combination of the newly formed embryo. 
Subsequent development of these organs is con- 
trolled by hormonal secretions. Defects in the 
sex chromosomes or disturbances in balance of 
the hormones regulating sexual development 
and functioning, then, may give rise to problems 
in the growth and development of the sexual 
organs, or in their functioning. 

The human reproductive system, like other 
systems in the body, is also susceptible to both 
injury and disease. The breasts and the uterus 
in women and the prostate gland and testes in 
men are particularly prone to the development 
of tumors. The reproductive organs are also very 
vulnerable to infection. The intimacy of sexual 
contact between partners facilitates the transfer 
of infection from one partner to another, and the 
reproductive tract, in both men and women, 
provides an open passage for the conduct of 
infectious agents from the outside of the body 
to the internal organs of reproduction. Then, 
too, a person's general state of health will affect 
his sexual functioning. Under conditions of good 


health, a woman's sexual functioning is affected 
by the cyclic changes in hormone production 
that were discussed earlier in the chapter. Gen- 
eralized infections may affect the sexual organs. 
Mumps and liver disease, for example, are 
known to cause atrophy of the sex organs in 
males. In adult males, mumps may involve in- 
flammation of the testes (orchitis), which causes 
the damage. 

Sexual functioning may be disrupted because 
of pharmacologic agents, severe depression, 
medical disorders such as systemic, endocrine, 
and local genital and vascular diseases, and 
certain surgical procedures. 


Social, Moral, and Psychological Factors 


Every organized society from the beginning of 
time has exerted controls on sexual behaviors. 
Although the sexual drive is considered basic 
and instinctual for survival of the species, sexual 
behavior is primarily learned. Ethical norms 
regarding what is right and what is wrong in the 
way of sexual activity in a given society are 
taught early in childhood, and these exert a 
powerful controlling influence on behavior. 

Although the standards, or norms vary consid- 
erably from one culture to another, every society 
has certain sexual taboos. One of the most pow- 
erful of these, which anthropologists tell us is 
found in all cultures, is the prohibition of incest, 
that is, sexual intercourse between members of 
the same family—between father and daughter, 
between mother and son, or between siblings. 
Sexual taboos are frequently enforced by legal 
controls. Marriage is a legal institution estab- 
lished for protection of the family, and in most 
countries a legal age has been set below which 
an individual cannot enter into marriage without 
his or her parents' consent. Certain sexual acts 
are considered criminal. These include rape, 
which is the violent sexual attack of one person 
by another; child molesting, which involves sex- 
ual activity by an adult with a child; and inde- 
cent exposure, which is exposure of the genitalia 
in public or without the consent of those to 
whom the display is made. In many parts of the 
world, including some states in the United 
States, homosexual activity is still considered a 
crime. 

Religion has traditionally exerted an impor- 
tant influence on what is considered right and 
wrong in the way of sexual activity. The Judeo- 
Christian religions have traditionally sanctioned 
sexual intercourse only in monogamous mar- 
riages and taught that the principal objective of . 
marriage is the production of children. 


Psychological factors also have a tremendous 
bearing on sexual functioning. Ignorance about 
sexual matters, social attitudes toward sexual 
activity outside marriage, fear of unwanted preg- 
nancy, and numerous other factors have all con- 
tributed to shrouding this normal biologic func- 
tion with feelings of guilt, repression, and 
inadequacy. But social attitudes towards sexual 
functioning have undergone considerable 
change in Western cultures in the past two 
decades. There is increasing acceptance of ho- 
mosexuality and, in many states, the laws pro- 
hibiting it have been repealed. There is much 
openness about people engaging in sexual rela- 
tionships outside marriage, with people living 
together and being accepted by family and 
friends as a social unit in the absence of a 
marriage certificate. There has been much talk 
about the “new morality," and certainly many 
of the traditional social controls have been lifted. 
The right of women to sexual satisfaction in 
their relationships with men is recognized, as 
opposed to the woman's being regarded as the 
submissive partner, participating in sexual activ- 
ity only to fulfill the man's sexual needs. The 
widespread use of effective birth control agents 
has freed women from the fear of unwanted 
pregnancy. This development, increased knowl- 
edge about her own body's functioning, and the 
conciousness-raising about their rights by the 
women's liberation movement have all contrib- 
uted to a sexual revolution for women. 


SEXUAL NEEDS THROUGHOUT THE 
LIFE CYCLE 


The biological purpose of the sex drive is 
reproduction of the species, but human sexual 
needs include much more than just the physical 
need to propagate the race. Involved is a very 
complex set of interrelationships between peo- 
ple. These include the need to develop and live 
out one's life as a male or a female being in the 
society of which one is a part, the need to 
establish and maintain close, reciprocal relation- 
ships with other persons, and the need to mate 
and produce children. 

Sex differentiation begins in utero, as we have 
already mentioned, with the sex organs begin- 
ning to appear in the second month of gestation. 
They are all intact, albeit immature, by the time 
the infant is ready to be delivered. Just before 
birth the testes of the male infant descend from 
the abdomen into the scrotal sac. At birth, the 
genitals of both sexes are usually red, swollen, 
and painful, with girl babies sometimes having 
a small amount of bloody discharge as the hor- 
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mone levels adjust. Sometimes, problems occur 
at the time of conception, or later in utero, that 
affect the sex organs. These include: 


(1) abnormalities in the sex chromosomes, 
such as an extra X or Y chromosome 

(2) cryptorchidism, or undescended testicles, 
which may require surgery or treatment by hor- 
mones if they do not descend spontaneously 
during the first year of life 

(3) ambiguous genitalia, or hermaphroditism, 
when the external genitalia are not clearly of 
one sex or the other 


Freud postulated that an infant derives his 
first sexual pleasure from enjoying his own body 
and that of his mother. He likes to explore his 
mother’s body, and enjoys the warmth, taste, 
touch, and rhythm of it. If the relationship that 
develops between mother and infant is positive, 
as it is in most instances, the baby’s feelings of 
love, trust, and self as a sexual being are nur- 
tured. These are the feelings that furnish the 
basis for risk-taking and extending oneself to 
others in future relationships. 

One of the most important of the develop- 
mental tasks of childhood is gender identifica- 
tion. Gender identity refers to the self-concept 
of maleness and femaleness. Not only must the 
child learn his or her appropriate gender—that 
he is a “boy” or she is a "girl'—but he or she 
must learn the appropriate sex role. The term 
gender role includes all those things that a 
person does that indicate that he or she is a boy 
or man, or a girl or woman. It is indicated by a 
person’s mannerisms, deportment and de- 
meanor, and preferences in regard to play activ- 
ities and recreational interests, and it will be 
evident in daydreams and fantasies, perform- 
ance on projective tests, and responses to indi- 
rect questioning. It is said that gender role is 
imprinted during the first 3 years of life. By the 
time a child is 3 years old, the male child labels 
himself as a boy, and prefers associating with 
his father, while a female child labels herself a 
girl and associates herself with her mother. Close 
identification with the parent of the same sex 
(or a parent substitute) is important in early 
childhood. Children, however, need the role 
models of both mother and father (or substitutes) 
in order to develop their own sexual identity 
and later relationships with members of the 
opposite sex. 

Sex roles are well internalized during the early 
years of school. By the age of 9 to 10 years, 
segregation of the sexes is almost complete. Boys 
play mainly with other boys, and girls with other 
girls. Their play activities differ, with boys going 
in for more sports—soccer, baseball, football, 
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In developing gender identity, a boy often imitates his 
father. 


and the like—whereas girls tend to participate 
in activities like skipping rope, dancing, and 
skating. There are, of course, exceptions to prove 
the rule, and it is becoming more common to 
see boys and girls on the same baseball team. 
Children explore and derive pleasure from 


their own bodies, including the genital area. 
Masturbation (stroking and stimulating one’s 
own genital area) is quite common throughout 
childhood. Children are also usually very curi- 
ous about sexual matters. There is a need for 
them to learn facts and gain an understanding 
of the cooperative nature of sexuality. Sexual 
molestation within the family is a problem that 
can be difficult to deal with; school health 
nurses may come across victims of this among 
their students. 

The levels of sexual hormones in boys (andro- 
gens) are low until about the age of 8 years, and 
in girls estrogen begins to appear about the age 
of 9 years. Changes in sexual anatomy and phys- 
iology are more profound during adolescence 
than at any other time in the life cycle. The 
reproductive organs develop rapidly and the 
secondary sexual characteristics begin to appear. 
In boys the changes include: axillary sweating; 
increased testicular sensitivity to pressure; en- 
largement of the testes; reddening and stippling 
of the scrotum; increase in penis length; appear- 
ance of axillary, pubic, and facial hair; voice 
change; nocturnal emissions (‘‘wet dreams"); 
increase in height; and broadening of the shoul- 
ders. In girls the changes include: appearance of 
the breast bud, menarche, the appearance of 
pubic and axillary hair, broadening of the hips, 
and axillary sweating. 

The early ovarian cycles are usually anovula- 
tory; that is, the ovaries do not produce an ovum. 
During the early years of menstruation, some 
girls have problems, such as dysmenorrhea, 
which is difficult or painful menstruation, and 


In later childhood, play Is often segregated by 
sexes. 


an opportunity to prepare for the adult role of moth- 
erhood. 


menstrual irregularity. Amenorrhea is the ab- 
sence of menstruation. Often, girls have diffi- 
culty coping with the mood changes as their 
bodies adjust to the rhythm of the menstrual 
cycle; for example, premenstrual tension often 
gives rise to tears at the slightest provocation. 

Adolescents have to come to terms with the 
new physical appearance they acquire with de- 
velopment of the secondary sex characteristics— 
developments that are occurring at a younger 
age these days. The average age of physical 
maturation has decreased from 16 to 13 years 
over the past century. Adolescents, must also 
cope with the sexual stirrings they feel in their 
bodies.'By this age, sexual identity is usually 
firmly established, but the adolescent also has 
to achieve a satisfactory social role based on sex. 
This means essentially learning to be comforta- 
ble in heterosexual relationships as the individ- 
ual prepares for marriage and family life. 

Most adolescents have strong feelings about 
what activities are appropriate for each sex. Even 
today, with the changing adult male and female 
roles, teen-age girls and boys tend to be tradi- 
tional about sex roles. Baby-sitting is still con- 
sidered girls' work, whereas boys work at gas 
stations or other ‘‘male-image" work. 

In many primitive societies, the transition 
from childhood to adulthood is marked by for- 
mal rites of passage. Pubescent boys may be 
removed from the parental home and instructed 
in the manly arts of hunting, fishing, and self- 
defense, with bravery, endurance, and skill with 
weapons being encouraged. Return to the com- 
munity is marked by an elaborate ceremony. 
Geremonies also are often held for girls at the 
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onset of the menarche. Sometimes, slash marks 
are made on the face to signify physical matu- 
ration, or with girls, markings may be made on 
the skin between the breasts. With the encroach- 
ment of Western civilization into virtually every 
part of the world, many of these traditional 
ceremonies are disappearing. 

Many religious denorninations, too, have cer- 
emonies that mark the passage into adulthood, 
as for example, the Jewish bar mitzvah and the 
Roman Catholic and Episcopalian confirmation 
ceremonies. 

Adolescents tend to be sexually active, a de- 
velopment that appears to be taking place at an 
earlier age these days in all segments of society. 
Usually, the sexual drives can be channeled into 
sports, studies, or hobbies. However, teenagers 
today are exposed to a considerable amount of 
sexual information through television, movies, 
magazines, and other media. There has also been 
much more permissiveness about sexual activi- 
ties, so that many more teen-agers are experi- 
menting with sex at an earlier age. These trends 
have led to & marked increase in the incidence 
of venereal disease, with over half of the cases 
in the United States and Europe involving peo- 
ple in the 15- to 24-year-old group. There have 
also been alarming increases in pregnancies 
among teen-agers and in abortions performed on 
adolescent girls. These pregnancies are related 
in many cases fo ineffective contraceptive meth- 
ods. Surveys show that most teenage girls want 
more detailed and explicit information about 
sex. Although there seems to be an abundance 
of literature about sex available, the vital details 
are often missing. 


Marriage and starting a family are important goals for 
most young adults. 
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Early adulthood is the time when the biolog- 
ical urge for sexual satisfaction reaches its peak, 
with men usually having the stronger sex drive. 
For both men and women, there is a need to 
achieve a sense of intimacy in sexual relation- 
ships, and mating and beginning a family are 
major goals for most young adults. Living to- 
gether has gained increasing acceptance as a 
prelude to marriage, although the basic pattern 
is still marriage-oriented. The desire to have 
children prompts many couples to marry legally, 
even after living together. Indeed, there now 
seems to be a swing back to regarding marriage— 
and even virginity—as a desirable state of af- 
fairs. 

People who do not achieve sexual intimacy 
with others report a need for close relationships 
with others. Often, close reciprocal relationships 
with family, friends, or co-workers are devel- 
oped. 

Among the common problems in this age 
group are the sexually transmitted diseases and 
unwanted pregnancy. Also, with the increased 
permissiveness and open discussion about sex- 
uality, young adulis are often concerned about 
their sexual performance, and more are seeking 
professional advice about their sexual function- 
ing. 

A woman's reproductive life usually lasts less 
than half her life span. Although there is de- 
crease in fertility end a gradual decrease in 
sexual function in the middle years, this is often 
the time of greatest sexual drive and satisfaction 
for women. Menopause brings its attendant 
problems of “hot flashes” and "flushes" and, 
sometimes, mood swings due to decreased hor- 
monal levels. There is atrophy of the vagina, 
also due to decreases in hormones, that can 
cause irritability and increased susceptibility to 
infections. Women are also prone to tumors of 
the breast and the uterus. Many have problems 
with a prolapse oi the uterus, especially if the 
muscles of the pelvic floor have been weakened 
by childbirth. Fibroid growths are also common 
in the uterus, especially in unmarried women 
of middle age. 

Men are often very concerned about sexual 
.adequacy at this stage of life. As we mentioned 
Xn Chapter 13, they will often seek reassurance 
tin extramarital sex with younger partners. Be- 
nign or cancerous tumors in the prostate gland 
"are common among men in the late middle 
years. Older men and women must adjust to the 
physiological changes that have taken place in 
their bodies. Older men often worry about sexual 
potency. which is to many a symbol of mascu- 
linity and personal worth. Women worry about 
the loss of attractiveness, which may threaten 


Middle age can be an enjoyable time, when childrer: 
have left home and individuals reach career peaks. 


their marriage and their self-esteem. However. 
many couples who overcome their worries about 
these problems find middle age to be a most 
rewarding time of life, as they complete the task 
of raising their children to adulthood and as 
they reach career peaks. There is still a need for 
sexual satisfaction through physical sexual re- 
lationships, and a need for touching and caress- 
ing. 


PATTERNS OF SEXUAL ACTIVITY 


It has been suggested that "Any sex behavior 
that is mutually enjoyable, expresses affection. 
hurts no one and is not offensive to an unwilling 
observer could be considered normal.” Patterns 
include: 


1. Heterosexual activity, which may involve 
genital coitus, extragenital coitus, and noncoital 
contacts. Noncoital contacts include such phys- 
ical activities between a man and a woman as 
hand holding, kissing, petting, “heavy petting,” 
and mutual masturbation. 

2. Homosexual activity, which involves sex- 
ual contact between two persons of the same 
sex. Sexual gratification comes, in this case, from 
body contact, embraces, manual stimulation of 
genital areas by the partner, and orogenital or 
anogenital intercourse. It should be noted that 
homosexuality was quite widely practiced in 
ancient Greece. Although there are still laws 
against homosexuality in some states, repressive 
enforcement of these has been relaxed. 


3. Autosexual activity, which involves sexual 
activity with oneself. Masturbation is one form 
of autosexual activity. In men, it is usually 
accomplished by stroking the shaft of the penis. 
Masturbation in women may take the form of 
stimulation of the clitoris with the hand or 
fingers, rhythmic motion of the thighs, or inser- 
tion of a finger or a foreign body into the vagina 
with rhythmic motion. At one time, people 
thought that masturbation was wicked and 
would lead to mental illness. Now, however, it 
is widely considered a normal prelude to other 
forms of sexual activity. 

4. Nocturnal orgasm. Sexual dreams are ex- 
perienced by many people, particularly if other 
forms of sexual activity are not permitted, or if 
the need for sexual expression is great. Some- 
times, these dreams end with orgasm being ex- 
perienced. There may be an ejaculation of se- 
men, as in the ‘‘wet dreams" that are common 
with adolescent youths. 


ASSESSMENT 


Assessment of the patient's sexual status 
forms a part of the general assessment of an 
individual's health. In the adult, there are usu- 
ally three parts to sexual assessment. They in- 
clude: (1) history of sexual functioning, (2) phys- 
ical appraisal of the genital organs, and (3) 
laboratory tests and examinations. Because these 
are different for men and women, they will be 
discussed separately. 


Assessment of the Female Patient 


History. The female sexual history includes 
observations about the person's general body 
stature. While taking the history one can note 
whether the person has a feminine body build, 
that is, smaller, lighter, more curvaceous, and 
with less muscle mass than a man's. Information 
should be gathered about the occurrence of fe- 
male reproductive disorders, such as cancer of 
the breast or uterus, in the family, particularly 
in the individual's mother. The patient's obstet- 
ric history and record of surgical operations 
should. also be noted. Does she have children? 
Are they all living? What are their ages? How 
many pregnancies, and how many live births 
has she had? Has she had any abortions? Were 
they spontaneous or induced? Has she had any 
surgery involving the reproductive tract, as, for 
example, a hysterectomy (removal of the 
uterus)? Questions should be asked about the 
woman's menstrual pattern. What was the age 
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of menarche? Did she experience any problems 
at menarche? How long does the menstrual pe- 
riod last? What is the interval between menses? 
Does the woman have pain during her menses? 
If the woman is in the appropriate age group 
(over 40), information should be gathered about 
the menopause—whether it has taken place yet, 
the age at which it took place, and whether it 
was natural or brought about by surgery or 
radiation. Then, too, information should be ob- 
tained about the presence of abnormal vaginal 
discharges. 

The nurse should also be aware of the indi- 
vidual's marital status and sexual relationships 
with others. This is often a highly sensitive area, 
and the nurse should not probe if the patient 
does not want to give information about her 
sexual relationships. 

As part of the Sexual assessment, the nurse 
should also gather information about the pa- 
tient's knowledge of her own health care. Has 
she had a pelvic examination and a Papanico- 
laou test (Pap smear) done recently? Does she 
do a monthly breast self-examination? Is she 
using contraceptives? If so, what is she using? 
She should also, of course, ask the woman if she 
is having any problems now. 


Physical Appraisal. The female physical ap- 
praisal involves examination of the external gen- 
italia and an internal (pelvic) examination. To 
assure proper evaluation of vaginal discharges, 
the woman should be instructed not to have a 
douche in the 24-hour period prior to the ex- 
amination. It is wise to have the woman void 
immediately prior to the examination, since a 
full bladder distorts the position of the pelvic 
organs. This also makes palpation easier and 
eliminates the danger of incontinence. Several 
positions are suitable for the examination. These 
include the lithotomy position, the left lateral 
prone position (Sims's position), and the knee- 
chest position (see illustration on page 163). A 
standing position may also be used to evaluate 
hernias, uterine prolapse, relaxation of vaginal 
walls or pelvic supports, and stress inconti- 
nence. This is followed by inspection and pal- 
pation of the external genitalia—the pubic area, 
vulva, labia, clitoris, urinary meatus, and peri- 
neum. Normally, the vulva is darker in color 
than other skin areas, and the mucous mem- 
branes are dark, pink, and moist. Abnormalities 
that should be noted include tenderness, irrita- 
tions, or lesions of the skin, discoloration, lumps 
or swelling in any area, abnormal size or adhe- 
sions of the clitoris, and unusual discharges 
from the vagina. A small amount of clear or 
whitish discharge is normal. 
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A speculum is inserted into the vagina to 
enable the examiner to see the cervix and vaginal 
walls. If the speculum is metal it should be 
warmed prior to use. The speculum should be 
lubricated prior to insertion. The examiner is 
looking for lesions, discoloration, or unusual 
discharges from either the vaginal walls or the 
cervix, abnormalities in size or position of the 
cervix, and signs of infection, damage, or 
growths in either area. 

While the speculum is in place, the cervix 
may be scraped to obtain a sample of tissue for 
a Pap smear. At this time, too, a smear of vaginal 
discharge may be taken for microscopic exami- 
nation and for a culture to test for gonorrhea. If 
this procedure is to be undertaken, the speculum 
should be moistened only by water. 

Frequently, a bimanual vaginal examination 
is done to palpate the organs in the lower ab- 
domen. The examiner inserts the index and 
middle fingers of one hand into the vagina and 
uses the thumb on the lower abdominal wall. In 
this way, the uterus, fallopian tubes, and ovaries 
can be felt. They are checked for size, shape, 
consistency, mobility, and tenderness. Abnor- 
malities include unusual growths, pelvic pain, 
evidence of inflammation (pain or swelling), or 
abnormal placement. 

Sometimes a rectovaginal examination is done 
to get more information about the tone and 
alignment of the various pelvic organs. In this 
case, the examiner inserts one gloved finger into 
the vagina and one into the rectum. 

Women can do a self-examination of the cer- 
vix and vagina, using a speculum, a long-han- 
dled mirror, and a strong flashlight or other 
directional light. 


Laboratory Tests and Examinations. The most 
common laboratory tests performed in connec- 
tion with sexual functioning are the pregnancy 
tests, the cytology tests for cancer, the smears 
and cultures taken to identify infectious agents, 
and the blood tests for syphilis. X-ray proce- 
dures, body scans, and thermography are used 
;[p detect tumors. 


Pregnancy Tests. The two most commonly 
used tests for pregnancy today are the urine tests 
and the B scan. X-rays may be taken in certain 
cases, as when a multiple pregnancy is sus- 
pected, for example. A sensitive infrared ther- 
mometer may also be used to detect increases in 
the skin temperature over the breast, which 
becomes elevated very early in pregnancy, usu- 
ally by 4 weeks. A fetal electrocardiogram is 
also sometimes done. It can detect fetal heart 
tones by approximately 10 weeks gestation, but 
is not 100 per cent reliable until about 20 to 22 


weeks.* The most commonly used urine tests for 
pregnancy are the agglutination (or immunolog- 
ical) tests. These test for the presence of the 
gonadotrophic hormone, HCG, which is pro- 
duced from the trophoblast (embryonic cells) in 
the uterus. HCG is significantly raised by about 
4 weeks after conception (or 6 weeks after the 
last normal period). These tests are considered 
to be 98 per cent accurate, although a false 
positive or false negative result may occur if the 
reagents have deteriorated, the glassware is not 
clean, there are errors in technique, or the test 
is done too early. Menopause or drugs, such as 
chlorpromazine, may also affect the accuracy of 
the test, giving a false positive. An early morning 
urine specimen is collected for the test because 
the urine is more concentrated then. The speci- 
men should be free from blood and other debris. 

Fetal heart tones can be detected by ultra- 
sound machines such as the Doptone and Soni- 
caid from about the sixth week onward, but they 
are not completely reliable until about 10 weeks. 
Their use has largely been replaced by the B 
scan. With a compound B scanner, the outline 
of the fetal sac can be determined as early as the 
sixth week of pregnancy, and the embryo shortly 
afterwards. 


Papanicolaou Test. This test is used to detect 
changes in the cervix that indicate the presence 
of cancer or a condition that may lead to cancer. 
It is usually done routinely for women over the 
age of 18 years during a periodic physical ex- 
amination. Having the test done once a year is 
recommended for women after the age of 40 
years. A small amount of tissue is scraped from 
the cervix during the pelvic examination. The 
sample is placed on a sterile glass slide, covered 
with another slide, and sent to the laboratory. 


Serological Tests for Syphilis. Routine screen- 
ing of people for syphilis is done by means of a 
blood test, for which 5 ml. of venous blood are 
withdrawn from a vein in the antecubital space. 
A number of serological tests are now being 
used in place of the Wassermann test, which 
was used for so many years that people still call 
the test a "Wassermann." The most commonly 
used test today is the Venereal Disease Research 
Laboratories (VDRL) Test, which is easily quan- 
titated. 


Assessment of the Male Patient 


History. The male sexual history is usually 
combined with the history and examination of 
the urinary system. As the history is being taken, 
the examiner notes the general body stature. Is 


it that of a male, with broad shoulders and more 
muscle mass than a woman? He also notes the 
secondary sex characteristics, such as the distri- 
bution of facial and axillary hair, pitch of the 
voice, and development of the genitals. The 
family history of male genitourinary disorders 
is noted, as is the person's marital history or 
history of sexual relationships, as well as current 
relationships. Questions are asked about any 
discharges, or sores, the patient has noticed and 
any pain he has experienced in the genital area. 
The male physical appraisal includes an exam- 
ination of the penis and the scrotum, the in- 
guinal region (for hernias), and the rectum and 
the prostate gland. The penis and the scrotum 
are examined by inspection and palpation. To 
examine the penis, the prepuce of the uncircum- 
cised male is retracted around the head of the 
penis. The prepuce should retract easily; diffi- 
culties in retraction should be noted. A small 
amount of thick white secretion is normal from 
the urethral opening, which should be located 
at the tip of the penis. 

Abnormalities that may be noted include: Phi- 
mosis; in which the prepuce adheres to the 
penis; paraphimosis, which is inflammation of 
the prepuce; edema, which may indicate fluid 
retention; healed scars or active lesions on the 
penis—for example, an indurated painless ulcer 
may be indicative of syphilis; and excessive 
discharge—a thick, purulent discharge is often 
seen in gonorrhea, whereas a thin, mucoid one 
may indicate inflammation of the urethra. 

The scrotum is usually held in the palm of 
the hand for examination. Normally, the testes 
are asymmetrical, the left usually being slightly 
lower than the right. Their size varies; approxi- 
mately 2 cm. in diameter at the larger end is 
average. Normally the testes feel firm on palpa- 
tion. Abnormalities the examiner is looking for 
include: atrophy, which may be indicative of 
mumps orchitis or liver disease; scrotal cysts; 
and varicoceles, which are localized cystic en- 
largements of the spermatic cord or epididymis. 

An examination of the inguinal canal region 
is usually done with the patient standing. The 
examiner inserts a gloved finger into the rectum. 
An inguinal hernia may protrude into the anal 
canal. For an examination of the prostate and 
the rectum, several positions may be used. The 
patient may lie on his left side with the knees 
drawn up to the abdomen, or in a supine posi- 
tion with his legs spread apart. He may be in a 
standing position, bending forward so that his 
elbows rest on the bed or table. A knee-chest 
position may also be used, with the patient’s 
head turned to one side. 

Inspection of the external area is done and the 
internal organs are palpated through the rectum. 
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The examiner is looking for obstructions of the 
prostate gland, which may be caused by benign 
hypertrophy, or other masses, or he may be able 
to note atrophy of the gland. If infection is 
suspected, smears and cultures may be done. A 
smear may be taken from the urinary meatus, or 
a culture from an open lesion. 


COMMON PROBLEMS 


Now that there is more openness about all 
aspects of sexuality, including sexual problems, 
postgraduate courses in sex education and coun- 
seling are being offered for health professionals 
who wish to incorporate this aspect of health 
care into their practice. People are also being 
trained in sex therapy, which has rapidly be- 
come a specialized area of practice for profes- 
sional nurses, physicians, psychologists, and so- 
cial workers. The first level professional nurse, 
without the benefit of such additional training, 
has a responsibility in her general assessment of 
the patient to screen for sexual problems and 
dysfunctions. She may also be involved in lim- 
ited sex education. Indeed, the student nurse 
will probably find that she is looked upon as a 
source of information about sexual matters by 
her peers who are not nurses. 

Common problems in sexual functioning that 
a nurse is likely to encounter in practice and 
that she should be alert to in her general assess- 
ment of the patient include those affecting the 
structure or physiological functioning of the 
sexual organs, those involving sexual perform- 
ance, and those involving deviant sexual behav- 
ior. We have mentioned a number of these prob- 
lems in the section on sexual needs throughout 
the life cycle. Most will be covered in greater 
detail in more senior courses such as pediatric 
nursing, obstetric and gynecologic nursing, and 
urologic nursing. We will, therefore, concentrate 
here on two of the more common problems that 
first year nursing students may be expected to 
identify and do something about. These include: 
(1) a lack of basic information about sexue! 
functioning and the maturational and disease 
processes affecting it, and (2) sexual problems 
in the nurse-patient relationship, which include 
embarrassment in discussing sexual matters, and 
potentially embarrassing nursing procedures in- 
volving the urogenital tract.’ 


PRIORITIES FOR NURSING ACTION 


An acute vaginal infection that requires emer- 
gency treatment is the toxic shock syndrome, 
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which has been traced to the use of superabsor- 
bent tampons by women during the menstrual 
cycle. The causative agent of the infection has 
been identified as Staphylococcus aureus, 
which is the organism that has been responsible 
for many types of hospital infections (see Chap- 
ter 26). This particular vaginal infection appears 
to be very virulent, with affected women often 
showing a high fever, vomiting, and diarrhea. 
This may progress, with a rapid drop in blood 
pressure, to a loss of consciousness and clinical 
shock (see Chapter 17). The particular brand of 
tampons implicated in a number of cases of 
toxic shock has been removed from the market. 
Women are, however, urged to use all tampons 
with care and to change them frequently to 
minimize the possibility of infection. The va- 
gina, with its dark, warm, and moist interior, 
provides an excellent breeding ground for the 
growth of bacteria and, during menstruation, 
organisms are provided with a highly nutritive 
medium. 

Then too, if the nurse notes evidence sugges- 
tive of any of the venereal diseases in her clinical 
assessment of the patient, this observation 
should be reported without delay to the patient's 
physician so that further investigation can be 
done and treatment can be instituted as soon as 
possible if it is needed. Particular signs to be 
watchful for are a purulent discharge from the 
urethra in men or the vagina in women and open 
sores (lesions) on the genitals. 

Other priority situations that a nurse may 
encounter when working in the emergency de- 
partment of a hospital, or in the community, are 
rape and the sexual abuse of children. In both 
cases, the police will need to be notified (if the 
victim was not brought in by them), since both 
are criminal acts. The individuals will probably 


need treatment for shock and should be seen bx 
a social worker or some other person qualifiec 
in doing a psychiatric assessment. 

Hemorrhaging from the vagina is always z 
priority matter, and women can die from : 
vaginal hemorrhage if treatment is not institutec 
promptly. Prompt medical intervention, often o: 
a surgical nature, is imperative. 

Post-abortion infection has become a les: 
widespread problem since the legalization c 
abortion in the United States, but it is still az 
emergency when it occurs. In illegal abortions 
it is often caused by the use of unsterile equip- 
ment or poor technique by the person perform- 
ing the operation. Women with post-abortio- 
infection usually show all the signs of an acute 
infection, with a high temperature, severe paiz 
in the pelvic region, and a copious discharge œ 
purulent material. People with post-abortion in- 
fections require prompt medical interventior 
Again, surgery is frequently indicated, often iz 
addition to drug therapy. 


GOALS FOR NURSING ACTION 


The principal goals of nursing action in regarc 
to the sexuality of a patient are: 


1. To help the individual to gain the knowi- 
edge and skills needed to safeguard his owz 
sexual health 

2. To assist in the detection of illness, abno:- 
mality, or other disorder causing sexual dys 
functioning in the individual 

3. To carry out therapeutic measures relatec 
to the restoration of normal sexual functioninz 
in the individual 


PRINCIPLES RELEVANT TO SEXUALITY BEEN 


1. Human sexuality provides for reproduction of the human species. 
2. Sexual fulfiliment is a very basic human need. 


3. Sexuality pervades virtually every aspect of life from birth to death. 
4. All human cultures have sanctions, often legal as well as moral, controlling 


expression of the sexual drive. 


5. Individuals have strong cultural, religious, and esthetic convictions regarding 


the expression of human sexuality. 


6. Moral values concerning appropriate sexual behavior have undergone con- 
siderable liberalization in most Western cultures In recent years. 

7. Successful gender Identification in early childhood is important for an 
individual's health and well-being throughout life. 

8. Actual or potential damage to the integrity of an individual's sex organs 
poses a considerable threat to his self-esteem. 


SPECIFIC NURSING INTERVENTIONS 
Teaching 


Nurses, as knowledgeable and trusted health 
professionals, are often approached by friends 
and relatives, as well as patients, to explain 
sexual matters. Despite the blatant advertising 
about sex these days, there is still a considerable 
amount of ignorance on the part of the public in 
general regarding the basic anatomy and physi- 
ology of the reproductive tract, the sexually 
transmitted diseases, and effective contraceptive 
methods. We are not suggesting that the student 
nurse set herself up as a sex counselor for her 
friends, nor as a teacher to all on sexual matters. 
However, she should be able to give accurate 
information to people on the three topics men- 
tioned above. 

The specific learning needs of the patient, and 
the level at which information should be pre- 
sented, are highly dependent on the person's 
age, his developmental stage, and his social 
activity. Is the person dating, about to be mar- 
ried, or about to become a parent? Children 
usually want to know where they came from, 
and they are very curious about their own bodies 
and the differences between themselves and 
members of the opposite sex. Their questions 
should be dealt with truthfully, matter-of-factly, 
and at their level of understanding. Most young 
children are satisfied, for example, with an an- 
swer such as "You grew inside Mommy in a 
special place for babies" to their question of 
"Where did I come from?” Adolescents usually 
want to learn about the menstrual cycle and the 
changes that are taking place within their bodies, 
including the emergence of the secondary sex 
characteristics. They also usually want infor- 
mation about dating, petting, sexual intercourse, 
and contraception. Those who have become sex- 
ually active should also be aware of the common 
venereal diseases, how these are spread, the 
signs and symptoms of them, and how to protect 
themselves from these diseases. 

Some of this information is being taught in 
school classes in many parts of the country. The 
topic is still a highly controversial one, however, 
and the nurse should be aware of public opinion 
in the community and school policy before ex- 
plaining aspects of human sexuality, such as 
contraceptive methods, to high school students. 

Young adults who are about to marry or com- 
mence living together may also be in need of 
information about contraceptive methods. If 
they decide to have a family, they will need 
counseling in regard to parenthood—from preg- 
nancy through the infant's first year of life. 
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Young adults should be aware of the need for 
tests and examinations for disease processes 
involving the urogenital tract, such as a regular 
Pap test for women, and regular checkups for 
men. 

Women should be taught how to do their own 
breast examinations to discover nodules or tu- 
mors in the early stages, when they are still most 
amenable to treatment. The technique is illus- 
trated on page 652. 

Men shoula learn to examine their testes. The 
technique is ideally performed after a warm bath 
or shower, when the skin of the scrotum is most 
relaxed and the contents of the scrotal sac can 
be felt most easily. Each testicle should be ex- 
amined with the fingers of both hands gently 
probing the soft flesh. If any hard lumps are 
found, they should be brought to a physician’s 
attention promptly. It should be noted, however, 
that not all such lumps are cancerous. 

Women in their middle years often need coun- 
seling and reassurance during the menopause, 
as do men during their climacteric, so that they 
understand what is happening in their bodies. 
People in this age bracket should also be aware 
of the early warning signs of common health 
problems related to sexual functioning that af- 
fect people in the middle years, and what to do 
about these problems. Middle-aged and older 
people may need sexual counseling in regard to 
their specific health problems, for example, sex- 
ual activity following a heart attack or following 
removal of a breast. Although it is not likely that 
first year students using this book will become 
involved in teaching situations such as these, 
we have included some articles in the Suggested 
Readings at the end of this chapter for those 
who want to pursue these topics further. 


Birth Control Methods 


Oral Contraceptives. The widespread use of 
oral contraceptives, more commonly known as 
"the pill," has revolutionized birth control 
methods and, by and large, freed women from 
the fear of unwanted pregnancy. Two types of 
oral contraceptives are commonly used, a com- 
bination pill, which contains both estrogen and 
progestogen, and a tablet containing a progesto- 
gen only. The combination pills are taken on a 
cyclic basis; that is, the person takes the same 
dosage every day for 20 or 21 days, skips 7 days, 
then repeats the cycle. Basically, these pills 
suppress the hypothalamic-anterior pituitary— 
ovarian system. Thus, they prevent the normal 
cyclic ovarian production of hormones and sup- 
press ovulation. The pills also produce a thick 
cervical mucus that is hostile to sperm. They 
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Method for self-examination of the breasts. (Redrawn from Canadian Cancer Society pamphlet, "Breast Self- 


Examination," 1974.) 


Sit or stand in front of your 
mirror, with your arms relaxed al 
your sides, and examine your 
breasts carefully for any changes 
in size and shape. Look for any 
puckering or dimpling of the 
skin, and for any discharge or 
change in the nipples. 


Raise both your arms over your 
heod, and look for exactly the 
some things. See if there’s been 
any change since you last 
examined your breasts. 


Ue on your bed, put a pillow or 
o bath towel under your left 
shoulder and your left hand 
under your head. (From this 
Step through Step 8. you should 
feel for a lump or thickening.) 
With the fingers of your right 
hand held together flat, press 
gently but firmly with smoll 
circular motions to feel the inner, 
upper quarter of your left breast, 
storting at your breast-bone and 
going outward loword the nipple 
bine. Also feel the area around 
fhe nipple. 


With the same gentle pressure, 
feel the lower inner part of your 
breast. Incidentally, in this area 
you will feel a ridge of firm tissue 
or Hesh. Don't be alarmed. This 
ts perfectly normal. 


Now bring your left arm down to 
your side, and still using the flat 
part of your fingers, feel under 
your armpit. 


Use the same gentle pressure to 
feel the upper, outer quarter 
of your breast from the 

nipple line to where your 

arm is resling. 


And finally, feel the lower outer 
section of your breast, going 
from the outer part to the nipple. 


Repeat the entire procedure on 
the right breast. 


Your own doclor may want you 
1o use a slightly different method 
of examination. Ask him to teach 
you that method. Examine your 
breasts every month, jus! oer 
your period. Be sure to continue 
these checkups after your 

change of life. If you find a lump 
or thickening leave it alone until 
you see your doctor. Don't be 
frightened. Most breast lumps or 
changes are nol cancer, bul only 
your doctor can tell. 


I6: 


ay 


are considered 100 per cent effective if taken 
regularly. The progestogen-only tablets contain 
a low dosage of progestogen, and hence are often 
called the '*rnini-pill." Taken continuously, they 
do not suppress ovulation but produce changes 
in the cervical mucus and endometrium that 
inhibit implantation of the ovum. The pills do 
have some side effects. They may give rise to a 
pseudopregnancy, sometimes with nausea and 
vomiting. Fluid retention and headaches may 
also occur. Sometimes there are changes in the 
menstrual cycle, the usual change being that the 
duration is shortened. Dysmenorrhea is usually 
reduced. Women on the pill sometimes experi- 
ence breakthrough bleeding, or “spotting.” With 
the mini-pills there is often unpredictable bleed- 
ing. High oral doses or injections of estrogens 
may be used as postcoital contraceptives, often 
called the “morning after" pill. To be effective, 
they must be given within 72 hours of unpro- 
tected intercourse, and they can only be given 
once in a single menstrual cycle. 


Contraceptive Injections. Injectable progesto- 
gen products are available on the market and 
some are in fairly common use. They are very 
effective contraceptives, and only need to be 
administered two to four times a year. Unfortu- 
nately, they cause serious disruption in the men- 
strual cycle and, for this reason, have not 
achieved widespread use as yet. 


Mechanical Barriers and Spermicides. The 
condom (sheath, skin, safe, rubber, or prophy- 
lactic) is considered to be 80 per cent effective. 
It is applied to the erect penis before it is 
inserted into the vagina. In addition to its birth 
control function, the condom provides some 
prophylaxis against venereal disease. 

A diaphragm must be fitted by an experienced 
person, and the woman taught to insert and 
remove it herself. In order to be effective the 
diaphragm must cover the cervix and it has to 
fit snugly. A woman needs to be refitted for a 
diaphragm after a pregnancy or if her weight 
changes drastically. A diaphragm may be in- 
serted up to 2 hours before intercourse. It is 
used with contraceptive jelly or creams spread 
liberally on both sides of the barrier. Foams are 
not considered to be effective when used in 
conjunction with a diaphragm. The diaphragm 
should be left in place for 6 hours after inter- 
course. It can be cleaned with a mild soap and 
water after use, dusted with plain talcum pow- 
der, and kept in a container. 

Spermicides come in the form of cre ms, 
foams, or jellies. They may be used with the 
condom or diaphragm for up to 90 per cent 
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effectiveness. They are inserted into the vagina 
shortly before intercourse. The woman is ad- 
vised not to douche for 4 to 6 hours after inter- 
ae because douching removes the spermi- 
cide. 


Intrauterine Devices. The intrauterine device, 
or IUD, is also known as the loop. It consists of 
a small piece of plastic or metal and is inserted 
into the uterus by a trained professional. Most 
types have a tail, called “strings,” that protrudes 
out of the cervix. IUDs have been 95 to 98 per 
cent effective in all women who have used them. 
No one is quite sure why the IUD is effective. 
The currently accepted theory is that it initiates 
a foreign body reaction in the endometrium that 
renders it hostile to sperm and makes implan- 
tation impossible. Some types have a tiny copper 
coil, and it is known that low doses of copper 
are spermicidal. In most women, there is in- 
creased menstrual bleeding and cramping fol- 
lowing insertion of the loop. Some women using 
the IUD have had intermenstrual spotting. 


Rhythm Method. The rhythm method requires 
no mechanical or chemical aids. It is based on 
two well-known facts: (1) ovulation occurs 14 
days prior to the onset of menstruation; and (2) 
the length of viability of the sperm and of the 
ovum is 48 hours. A couple is therefore advised 
to abstain from intercourse for 3 days prior to 
the expected ovulation and for 3 days after—a 
total of 7 or 8 days in all. The pregnancy rate 
with the rhythm method is about 14 per cent. 


Sterilization. Sterilization may be accom- 
plished in the woman by tubal ligation or by the 
removal of either the uterus (hysteréctomy) or 
the ovaries (oophorectomy). In a man, the ductus 
(vas) deferens may be severed in a procedure 
known as a vasectomy. 


Unreliable Methods. A number of other meth- 
ods of birth control have been tried, but none 
are effective. Coitus interruptus, or withdrawal, 
is not a satisfying method for either the man or 
the woman and is not effective because there 
are sperm in the pre-ejaculate of the man. 
Douching immediately after intercourse is con- 
sidered to be a losing battle, because fertilization 
is likely to have already taken place. The inser- 
tion of tampons, sponges, deodorant supposito- 
ries, and lubricating jellies into the vagina is 
also ineffective. 

Breast. feeding sometimes inhibits the ovula- 
tory cycle, but this does not provide a .eliable 
method of contraception. Menstruation often re- 
sumes during lactation. In addition, women may 
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conceive during the first cycle after ovulation 
resumes, before the bleeding that would occur 
at the end of the cycle. Thus, the woman who 
is breast feeding may become pregnant before 
she realizes that the temporary period of infer- 
tility has ended. 


Venereal Diseases. Diseases that are transmit- 
ted by sexual contact are called venereal dis- 
eases, after Venus, the goddess of love in Roman 
mythology. In recent years, there has been an 
alarming increase in the incidence of venereal 
diseases, which has been blamed on such factors 
as increased permissiveness in regard to extra- 
marital sex and the rise in homosexuality. The 
most prevalent of the venereal diseases are 
syphilis and gonorrhea, with gonorrhea now 
ranked as the most common communicable dis- 
ease in North America. 

Syphilis is caused by the spirochete Trepo- 
nema pallidum, a corkscrew-shaped microor- 
ganism. It is passed from one person to another 
by intimate bodily contact, usually sexual. The 
incubation period is 10 days to 3 months, with 
an average of 3 weeks. Syphilis is an insidious 
disease which progresses through a number of 
stages. It may be so mild that it is overlooked 
until it reaches vital body tissues, such as the 
blood vessels, heart, brain, and nerves. The dis- 
ease begins with a sore, or chancre, which is 
most commonly seen in the genital area, al- 
though it may appear in any body orifice, for 
example, in the mouth or on the lips. A diag- 
nosis of syphilis is made on the basis of two 
laboratory tests. One is direct observation of the 
spirochetes on a slide made with a drop of fluid 
taken from the chancre. The other is the blood 
test. One of the unfortunate aspects of the dis- 
ease is that it may be passed from an infected 
mother to an infant in utero. However, this is 
preventable if the disease is diagnosed and 
treated early in pregnancy. In its early stages 
syphilis responds well to penicillin. Persons 
who have had sexual contact with the infected 
individual (contacts) are also treated with peni- 
cillin as a preventive measure. 

Gonorrhea is caused by the bacterium Neis- 
seria gonorrhoeae, a bean-shaped organism that 
is transmitted by direct mucous membrane con- 
tact, which is usually sexual. It can, however, 
be picked up from contaminated objects within 
24 hours after the object is infected. The orga- 
nism grows rapidly. It has an incubation period 
of 2 to 14 days, with an average of 3 to 5 days. 
In 90 per cent of women and 10 per cent of men, 
the disease is without symptoms in the early 
stages. An acute infection may, however, cause 
a thick, purulent, heavy discharge from the va- 


gina in women, from the urethra in men, or from 
the pharynx if the infection was transferred bv 
oral sex. 

Gonorrhea can often be diagnosed by micro- 
scopic visualization of the organisms in a drop 
of the purulent discharge. A culture may also be 
taken from the discharge and sent to the labo- 
ratory for growth of the gonococcal organism. In 
addition to the discharge, there may also be a 
burning pain on urination and frequency of 
urination. 

If the infection progresses, other genital organs 
may be affected and, if left untreated, systemic 
disease such as arthritis and endocarditis, as 
well as sterility in men, may result. During its 
passage through the birth canal, an infant may 
pick up organisms from an infected mother. The 
eyes are most commonly affected; therefore, sil- 
ver nitrate drops are instilled into the newborn’s 
eyes as a preventive measure. Gonorrhea re- 
sponds well to treatment by penicillin. Both the 
infected person and all known contacts should 
be treated at the same time to prevent reinfec- 
tions occurring. Research is currently in progress 
to develop a gonorrhea] vaccine but, so far, none 
has emerged. 

Another disease that is passed from person to 
person by sexual contact and can cause sores on 
the genital organs is genital herpes simplex. The 
virus causing this disease is related to the herpes 
virus that causes cold sores and fever blisters on 
the lips and the nostrils. Genital herpes gives 
rise to a similar type of blister, which erodes 
and leaves a small, shallow ulcer. In 90 per cent 
of the people who are infected, the disease does 
not give rise to symptoms; the remaining 10 per 
cent may have a mild to a severe attack. In 
vulnerable persons, the blisters usually appear 
within 3 to 7 days after exposure, with itching 
and an, extensive genital rash often being the 
first indication. The sores are itchy and painful. 
This discomfort may be accompanied by pain 
on urination and by generalized symptoms in 
some cases. Usually the ulcers will heal them- 
selves and the symptoms will disappear within 
2 to 6 weeks. There is no known cure for the 
herpes; treatment is directed at relief of the 
itching and pain, and keeping the sores dry and 
clean to prevent secondary infections from de- 
veloping. A person never gets completely rid of 
the organism from his system, and the blisters 
may reappear if the person is under physical or 
emotional stress. Antiviral agents are being de- 
veloped to combat the disease, which has 
reached epidemic proportions in North America. 

Other infectious agents may cause an inflam- 
mation of the urethra in men and of the vagina 
in women. In men, a causative agent is identified 


in only about 10 per cent of the cases, and the 
disease is usually classified as a non-gonococcal 
urethritis (NGU). In women, the most common 
cause of vaginitis is Trichomonas vaginalis, 
which is transferred through sexual contact from 
the man, who is usually asymptomatic. The 
resultant vaginal discharge has an offensive 
odor. In severe cases there may be a large amount 
of frothy, yellowish-green discharge. In pregnant 
women, women with diabetes, and those who 
have been taking some types of contraceptive 
pill, the fungus Candida albicans which is a 
normal inhabitant of the large intestine, may 
cause an infection in the vagina. The condition 
is called vaginal thrush. The discharge is usually 
watery and may have flecks of a white, curdlike 
material. Both Trichomonas infections and vag- 
inal thrush respond well to treatment with 
drugs, metronidazole and nystatin, respectively, 
which are available on prescription. 

Three other conditions that may affect the 
genital organs should also be mentioned, be- 
cause the nurse, in her clinical appraisal, may 
note them. One is genital warts, which are 
caused by a virus and may be transmitted by 
sexual contact from one person to another. The 
wart begins as a tiny swelling anywhere from 1 
to 6 months after contact, and develops into a 
cauliflower-like growth. The warts are usually 
treated with chemicals or with cautery (the use 
of a caustic substance or a hot instrument to 
destroy tissue). Crab (pubic) lice are small in- 
sects that resemble crabs and are found most 
profusely in the pubic hairs around the genitals. 
They may spread to other hairy areas of the 
body, but do not normally invade the hair on 
the head. Lice can be picked up from a toilet 
seat where one or more may have dropped from 
the pubic hair of an infested person. Scabies is 
caused by the female itch mite, a tiny insect that 
passes rapidly from one individual to another 
when people are in crowded unsanitary condi- 
tions without facilities for washing themselves 
or their clothes adequately. The female itch mite 
burrows a tunnel under the skin in order to lay 
her eggs. It is this burrowing that causes the 
individual to itch and scratch. The burrows may 
be found in the skin between the fingers, the 
wrist area, the armpits, and the genital areas. 
The condition is usually treated with benzyl 
benzoate or another organic sulfur compound. 


Reporting. The venereal diseases, like other 
communicable diseases, are reportable. A phy- 
sician in private practice or in a public clinic 
who diagnoses a person as having a venereal 
disease is required by law to report the case to 
the local Department of Health. Treatment may 


SEXUAL NEEDS 655 


be given by a private physician or by public 
clinic. Treatment is given free of charge in public 
clinics. The local health department has a re- 
sponsibility to follow up persons named as sex- 
ual contacts by the person with a diagnosed 
infection, in order to control spread of the dis- 
ease. 


Dealing with Male-Female Problems in 
the Nurse-Patient Relationship 


The open knowledge and acceptance of sexual 
needs as an integral part of a person's health 
needs is still fairly recent in North American 
society. It is no wonder, then, that the topic is 
still fraught with much embarrassment. When it 
comes to asking questions about sexual matters 
during the nursing history, it may be the student, 
the patient, or sometirnes both who are uncom- 
fortable. Sexual needs are now being discussed 
openly in nursing school classes (they were not 
only a decade ago) and this helps to put students 
more at ease with the topic. Students who still 
have difficulty should discuss the matter with 
their teacher. 

Older people who were brought up in an era 
when the discussion of sexual matters was ta- 
boo, except as a confidential matter between 
husband and wife or between themselves and 
their physician, are often acutely uncomfortable 
if a nurse attempts any discussion about sexual 
relationships. People of cultures that differ from 
that of North America are also often affronted 
by it, for example, those from Oriental cultures, 
especially if they have been brought up in tra- 
ditional families. In India, a great many women 
will still not go to a male doctor, nor will the 
husbands permit their wives to be examined by 
a male physician. It is important, often, that 
patient and nurse (or doctor) be of the same sex 
in order to promote an open climate for the 
discussion of sexual problems. A guiding rule 
for the nurse is that if the patient does not want 
to discuss the subject, he should not be pressed. 
The nurse should recognize the patient's right 
to privacy and leave the topic. The person may 
feel more comfortable about discussing it later, 
or he may not. 

Nursing procedures involving the male or fe- 
male urogenital tract, or causing exposure of the 
genital organs (even the bed bath), are potential 
sources of embarrassment for both nurse and 
patient. It is important to acknowledge the pa- 
tient's feelings and respect his dignity in order 
to maintain his feelings of self-esteem. Unnec- 
essary exposure shoud be avoided in all in- 
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stances. A good idea is to try to think of yourself 
in the patient's place. What would you want 
done by the nurse to protect your own privacy, 
or that of your father or mother? 

Another problem female nurses often encoun- 
ter is.the male patient who makes sexual ad- 
vances towards them. A male patient may ex- 
pose himself unnecessarily or he may not try to 
conceal an erection, or try to pinch the nurse's 
bottom as she goes by. The problem arises par- 
ticularly with patients who are in hospital for a 
long period of time. Older patients who are 
resident in long-term care facilities may have no 
other opportunity for sexual contacts and may 
make advances to a nurse. Young men who are 
hospitalized for a lengthy period are likely to 
feel sexually aroused at times by nurses of the 
opposite sex. It is important for nurses to accept 
the need for sexuality in their patients, and to 
try to channel it into socially acceptable forms 
of behavior. A calm, professional manner and 
matter-of-fact dealing with situations will help 
to restore a balance between overfriendliness on 
the one hand and cold impersonality on the 
other in the nurse-patient relationship. 


Irrigation 


Irrigation is the washing out of a body opening 
by letting liquid flow in and out of the opening. 
The douche, or vaginal irrigation, is a washing 
out of the vagina. Douches for general cleansing 
purposes may be purchased on the consumer 
market, or they may be made up in the home by 
combining a tablespoon or two of vinegar in a 
quart of warm water. Some women prefer to 
douche routinely after intercourse, although 
postcoital douching is not a method of birth 
control. Douches cleanse the vaginal area of 
normal bacterial flora, removing any offensive 
or irritating discharge. Douching may be done 
to apply heat or cold, as in the treatment of 
inflammation or hemorrhage, to treat vaginal 
infections, or to cleanse preoperatively. 

Douching is not advised more often than twice 
a week unless ordered by a physician. because 


the vagina is normally self-cleansing and se&- 
lubricating. It should not be done during mez 
struation, the late stage of pregnancy, or tte 
postpartum period. There is a danger in using « 
solution that is too hot, because delicate mucous 
membrane tissue can be easily burned. For puz- 
poses of cleanliness, other deodorants or sup- 
positories may be used. Most authorities rec- 
ommend not douching for 24 to 48 hours before 
a vaginal examination, because it will remove 
secretions and specimens of discharges that may 
be necessary for diagnostic procedure. 

The preferred method for douching at home 
is to use a bag with tubing and douche tip or 
catheter. While lying in the bathtub, the woman 
gently inserts the catheter or tip, the bag being 
held 2 or 3 feet above the level of the hips. The 
fluid enters, distending the vaginal area and 
cleansing it, and escapes. The woman continues 
filling and emptying the vagina until all the 
solution is used. Using force during douching 
with an appliance such as a bulb syringe is 
contraindicated because of the danger of intro- 
ducing microorganisms into the cervix. 


Administering a Douche to a Patient. The pa- 
tient should be asked to void before the douche 
is begun, to reduce pressure of the bladder on 
the vagina. The patient lies on her back in bed, 
on a bedpan, or in a bathtub using a waterproof 
support. The irrigating container is placed at a 
level just above the patient's hips so that the 
solution flows easily, assisted by gravity. It 
should be noted that increasing the distance 
from the level of the fluid to the outlet in the 
tubing increases the force of the irrigating fluid: 
undue pressure may drive the solution, and any 
contaminants that are present, into the cervical 
opening. The vulva is cleansed, with the labia 
being separated to allow the solution to wash 
the area. The nozzle is inserted gently into the 
vagina and directed down and back. The nozzle 
is rotated in the vagina, cleansing all surfaces. 
The tube is then removed, and the perineal area 
is washed and dried, with care being taken to 
remove any debris displaced by the douche. 
which may cause odor and irritation. 


GUIDE TO ASSESSING THE STATUS OF SEXUAL FUNCTIONING 


13 
1. Is the individual male or female? How old is he or she? 


2. If the patient is a child; arejall of the primary sexual characteristics, i.e., recessed 
vagina in the case of à girl, penis ¿nd testes in a boy, intact? Are there any 


abnormalities that you can see, or 


iat have been noted? Does the child show 
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characteristic feminine traits or masculine traits? Which parent does the child 
associate with or prefer? Does the child identify himself or herself as a “girl” or 
"boy"? 


. If the person is an adolescent, what changes of sexual maturation have occurred? 
If the patient is a girl, consider budding breasts, pubic and axillary hair, and 
onset of the menstrual cycle. In a boy, consider facial, pubic, and axillary hair; 
voice change; broad shoulders; developed genitals (penis and scrotum); and 
nocturnal emissions (wet dreams). 


. If the person is an adult, what is the body build like—masculine or feminine? 


. If the person is a woman, what was the age of menarche? Were there any 
problems? What is the interval between periods? Is the period painful? If 
applicable, what was the age of menopause? Was it natural or induced? Does she 
have children? How many? What are their ages? Were there problems with any 
deliveries? How many pregnancies has she had? Were there any miscarriages or 
abortions? Has she had surgery on the reproductive tract? Is there a family history 
of disorders of the reproductive tract? What is her marital status and the current 
status of her sexual relationships? 


. If the person is a man, is there a family history of genitourinary disorders? What 
is his marital status and the current status of his sexual relationships? 


. Has the individual noticed, or can the nurse observe, discharges or sores in the 
genital area? tenderness? redness? pain? swelling? abnormal lumps or masses? 


. Have laboratory tests or examinations been done for this patient, such as sero- 
logical tests for syphilis, smear or culture for gonorrhea, or pregnancy tests? If so, 
are the reports back yet? What do they indicate? 


. What problems does the person have now in regard to sexual functioning? 


. How much knowledge does the patient have now in regard to such matters as 
anatomy and physiological functioning of the reproductive system? venereal 
diseases? contraceptive methods? 


. Does the individual undertake a regular breast self-examination or examination 
of the testes? 


GUIDE TO EVALUATING THE EFFECTIVENESS 
OF NURSING INTERVENTION 


. Has the patient gained the knowledge and skills necessary to promote healthy 
sexual functioning? to prevent unwanted pregnancy? to protect against venereal 
diseases? to identify the early signs and symptoms of commonly occurring disorders 
of the reproductive tract and take appropriate steps to obtain treatment? 


. Are you comfortable in asking patients questions pertaining to their sexual func- 
tioning? in teaching matters related to sexual functioning? Does the patient show 
embarrassment or distress at the questions? If so, what action did you take to put 
him or her at ease? Did you feel that it was appr opr‘ate? 


. If the patient is a woman, has she learned hov to carry out a breast self- 
examination? administer a douche? insert a vag nal ;uppository? If the patient is a 
man, has he learned how to examine is testes ‘or aonormal lumps or masses? 
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STUDY SITUATION (1) 


Mr. Ivanovitch, a 70-year-old patient in extended care with a leg injury, complains to 
you constantly that he is lonely, demanding your attention. He is a divorced alcoholic 
who likes to play cribbage. He starts to make overtures, then makes direct passes at 
you, saying “I just want a woman." Apparently, it is fairly typical of his cultural 
background to be direct. 


1. How do you deal with his behavior? 
2. What are some of the ways to redirect his attention? 


3. Are there community resource groups you can call on? 


STUDY SITUATION (2) 


Miss Lyons, 18, is a very unkempt girl who shows up repeatedly in the outpatient 
department for treatment of venereal disease. Her records indicate she is slightly 
retarded and has a fifth-grade education. She lives with her family. Her seven brothers 
and sisters have various learning disabilities. Her father is an occasional laborer; her 
mother stays at home. Both parents are alcoholics. Apparently she is engaged in 
prostitution. 


1. What can be done to assist her in improving her situation and breaking out of the 


rut she is apparently in? 


2. Who are some of the resource people who could be contacted? 


3. What are some of the factors affecting her case? 


4. Do you think she should be sterilized? 


5. Do you think prostitution should be legalized? Why? 
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The Nurse Should Be Able to: 


e Discuss the importance of security and self-esteem to the well- 
being of an individual during his lifetime 

e Describe the main tasks in maintaining security and self-esteem 

at different stages of the life cycle 

Identify factors contributing to security and self-esteem 

Assess the patient's status in regard to security and self-esteem 

e Identify actual or potential problems of anxiety and depression in 
patients 

e Identify situations requiring immediate nursing and/or medical 
intervention and take appropriate action 

e Apply relevant principles in planning and implementing 
a. to promote the patient's security and self-esteem 
b. to prevent potential problems of anxiety or depression 
c. to assist patients in coping with anxiety and depression 
d. to assist patients to meet their spiritual needs 

e Evaluate the effectiveness of nursing interventions 


SECURITY AND SELF- 
ESTEEM NEEDS 


INTRODUCTION 


Maslow believed that many problems people 
have today in our impersonal society are the 
result of failure to fulfill their very basic needs 
for security and self-esteem! Man is a social 
being who needs the company of other people 
to feel at home in this world. His security is 
very much a cultural need, then, being depend- 
ent on his feeling safe and comfortable in his 
relationships with other people as well as phys- 
ically safe from harmful factors in the environ- 
ment. 

A person's sense of security is derived from a 
number of different elements. An individual has 
to have his physiological needs met, first of all. 
A person does not feel very secure if his stomach 
is empty and he does not know where his next 
meal is coming from or if he is constantly in 
pain. In addition to having his physiological 
needs met, a person also has to feel that he can 
go about his daily activities without fear, that 
he is safe in his home at night, and that his 


Pets provide their owners with 
love and companionship. 


CHAPTER 


children can play safely in the neighborhood in 
which he lives. These are very basic components 
of a safe physical environment that are essential 
for a person's security. 

But physical safety is not enough. A person 
also needs a sense of belonging to the human 
race and a feeling that he is part of a particular 
segment of it. He also needs the love and com- 
panship of other people, although sometimes a 
pet will provide his owner with the love and 
affection he needs. An individual also needs 
attention and recognition from others—an ac- 
knowledgement that he is an accepted member 
of society. Communication is, therefore, an es- 
sential element of security, whether expressed 
in words or nonverbally, for without communi- 
cation a person is not aware of his status in 
relation to others. One last essential element in 
a person's security is a realistic concept of him- 
self. In the final analysis, an individual's secu- 
rity—or lack of it—stems primarily from how 
he sees himself in relation to others as being 
superior, inferior, or equal to them, liked or not 
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liked, respected or not respected, wanted or 
unwanted, and accepted or rejected. Self-esteem, 
the feeling one has about oneself, involves a 
critical evaluation of oneself. How do I measure 
up physically, socially, psychologically, and in 
my behavior to the standards and values I have 
chosen for myself? A person is constantly judg- 
ing himself in relation to the standards he him- 
self has established. Although he may not be 
aware of his self-evaluation on a conscious, 
verbalized level, he experiences it as a feeling 
about himself. He feels "good" about himself if, 
in his opinion, he has done something well, or 
he may feel small and miserable because he 
never seems to be able to do things right. 

It has been said that a person's self-esteem is 
the key to his behavior. It influences his thinking 
processes, his emotions, his desires, his values, 
and his goals. Self-esteem has two interrelated 
aspects. One is self-confidence, that is, the feel- 
ing that he is a competent person and has the 
ability to do things. The other is self-respect, the 
feeling that what he is doing. or has done, is 
"right" according to his values. Cheating on an 
examination, for example. is not acceptable be- 
havior in most people's value system; therefore, 
even if you manage to obtain a high grade on a 
paper by cheating. vou will probably never feel 
good about if because you will have lost some 
of your self-respect * 

Part of a person's self-esteem is derived from 
how he perceives his physical being. This is 
called his “body image” and reflects both the 
mental picture a person bes of himself, and his 
attitudes towards his body and its various parts 
and functions. A person develops a conception 
of his physical appearsnee from sensory input 
over the years. As an infant, he begins to notice 
his hands and his feet snd other parts of his 
body that he can see, «nd he explores his own 
body and that of his mother using touch, smell, 
taste, sight, and hearing As he gets a little older, 
he begins to associate the zellection he sees in 
the mirror with himself, and then he hears other 
people telling him that he & a "good looking 
boy" or perhaps “the spitting image of his grand- 
father." He also looks at other people and he 
thinks, "Perhaps I look a bit like that," and he 
gradually builds up a menta! image of himself, 
Because the bony prominences of his body, such 
as the elbows and the knees, and the body 
openings are most in cantact with other objects, 
they serve as the most immediate points of 
reference in orienting a person to his environ- 
ment and are particularly important in body 
image. A person's attitudes toward his body and 
its parts and functions are largely a product of 
his socialization. A child absorbs without ques- 
tion the attitudes of his parents regarding 


» € | 
By looking after a patient's grooming needs, the nurse 
shows that she recognizes the patient as a person. 


"clean" and “unclean” parts of the body, the 
appropriate state of cleanliness of his body gen- 
erally, and whether it is good to be fat or lean. 

People who are ill or, for one reason or an- 
other, have sought the help of health profession- 
als, are always at least a little insecure and 
sometimes very much so, particularly if their 
world has been turned upside down by a sudden 
illness or accident that requires hospitalization. 
In health agencies, personnel sometimes are so 
busy taking care of the technical aspects when 
the patient is seriously ill that they tend to forget 
that there is a person attached to all the tubes 
and wires. A primary responsibility of the nurse 
is to look after the person—to help him to feel 
secure, and to support both his confidence in 
himself and his respect for himself as a person. 
These are part of the caring aspects of the nurse's 
role and, many would say, the most important 
part of all. "It may well be that nursing, in 
particular, holds the key to maintenance of hu- 
mane, individualistic care for people and their 
health problems. And this capacity must be 
zealously enlarged.’ 


DEVELOPMENT OF SECURITY AND 
SELF-ESTEEM THROUGHOUT THE LIFE 
CYCLE 


During pregancy many women say that they 
have never looked or felt better, and they feel a 
sense of satisfaction and completion that they 
have not known before—a new appreciation of 
being a woman. They feel a responsibility to 
care for the child within. This experience usu- 
ally unifies a man and a woman. She is carrying 


his child—together they have created this new 
life. 

The woman's needs now may become secon- 
dary to those of her unborn child. She is plan- 
ning more and more for the coming birth. During 
this period some men feel excluded from the 
attention they are used to receiving. Both men 
and women need reassurance at this time. 
Women have to deal with clumsiness and un- 
gainly proportions and a sense that their earlier 
self-image has béen distorted and their equilib- 
rium disturbed. They need to know that they 
are still attractive and that the changes in ap- 
pearance are normal. They should be encour- 
aged to see the beauty of the body during preg- 
nancy, as exemplified by the many paintings 
and sculptures focusing on the subject of moth- 
erhood. A woman can invest her emotions in 
the care of the fetus better when she feels secure 
and protected by her husband. There is a desire 
for deeper intimacy during this period of life, 
and a new sense of family develops. 

Some single women have children on their 
own, because of a desire to be close to someone 
and to have someone with whom they can share 
love. Single pregnant women need a supportive 
environment such as a nuclear family, a coop- 
erative housing arrangement, or an extended 
family environment. 

Prenatal classes are invaluable for both the 
mother and her partner; the latter also needs the 
reassurance and support of his peers. The birth 
of a child causes a major change in the lives of 
a man and woman. Some couples are deciding 
to have home births these days, with a midwife* 
present to deliver, because they feel it is impor- 
tant to be surrounded by their natural environ- 
ment at the time of birth. Complications in the 
process of childbirth may, however, require 
medical intervention or an emergency trip to the 
hospital ward for surgical intervention or other 
specialized services. Home birth is a rather con- 
troversial matter at present. Many hospitals, 
however, now have a “birthing room" that is 
furnished like a home bedroom rather than the 
former delivery room. The atmosphere is more 
informal and fathers are welcome to attend the 
birth. After birth, the family must be reorganized 
to accommodate the new member; the roles of 
husband and wife alter in respect to each other. 
There are new responsibilities, additional finan- 
cial considerations, and the well-being of the 
helpless infant to take into account. The first 
few weeks are usually anxious ones, often frus- 
trating for both mother and father as they adopt 
new roles and adjust to the new arrival. One 


*The practice of midwifery is not legal in Canada. 
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danger for a couple is that they will direct all 
their attention to the newborn, and none to each 
other. 

The individual’s feelings of security and sense 
of self-esteem develop from the moment of birth. 
Considerable emphasis is now put on the im- 
portance of parental bonding during the first few 
hours after birth, and throughout the first week, 
to give the infant a sense of security. No longer 
is the father barred from the delivery room in 
most North American hospitals. If there is no 
“birthing room,” a separate room is usually set 
aside where the mother, father, and baby can get 
to know each other immediately after birth. The 
quality of the contact—with an emphasis on 
touching and caressing—is considered more im- 


.portant than the quantity of interaction. The 


voice of the mother is very important, giving 
positive reassurance to the infant of her pres- 
ence. 

Erikson felt that one of the major develop- 
mental tasks of infancy is the development of 
trust—in oneself, the environment, and the peo- 
ple in it. At first, the infant does not distinguish 
between himself and his environment. He can, 
however, sense and respond to feelings of ap- 
proval or disapproval on the part of his mother 
or nurse. Approval leads to a sense of well- 
being, and disapproval causes discomfort; psy- 
chologists feel that these experiences are im- 
planted forever in the human personality. At 3 
months, the child begins to explore his sense of 
self. He watches his hands and his feet with 
great interest and he examines other areas of his 
body. At 4 months, he is aware of himself as 
distinct from the rest of the world and also 
begins to explore this world, using mother as a 
security base. Infants who have developed se- 
curity in their attachment to mother are more 
likely to actively explore the world around them, 
although they will cry and fuss if she leaves 
them and show happiness when she returns. 

Anxious infants may be more passive, show- 
ing less curiosity and less interest in exploring 
their environment than secure ones. ‘‘Stranger 
anxiety” is a common trait at 6 to 10 months, 
the time when infants distinguish between 
mother and others. 

An infant’s emotional security rests to a con- 
siderable extent on the relationship that devel- 
ops between mother and baby. If it is a positive 
relationship, a rapport is established that per- 
mits interaction on a nonverbal basis, with the 
mother responding empathetically to her in- 
fant’s needs. If the mother-infant relationship is 
cold, inconsistent, or rejecting, mistrust and in- 
security are built into the personality of the 
infant. Parents who respond promptly to their 
infant’s cries have happier, calmer, and more 
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outgoing children as a general rule. Inconsis- 
tency or lack of response to the infant's needs 
leads to infant anxiety, which is manifested by 
crying and clinging behavior. 

During the toddler stage, a child gains new 
motor skills, learns to walk, and extends his 
range of activities to investigate different aspects 
of his surroundings. His verbal and intellectual 
abilities develop at a rapid rate. He begins to 
comprehend and test out the meaning of the 
word “no.” For the first time he learns that there 
are restrictions and limitations on his behavior. 
This is a time when the house needs to be 
childproofed, so that the restrictions and limi- 
tations can be kept to the minimum needed for 
his safety. Some mothers tend to overprotect 
their children and want to control their behavior 
too much. During the toddler stage and until 
about age 4, the principal developmental task is 
to gain a sense of autonomy without developing 
doubt or a sense of shame. Thus, the child needs 
to learn to negotiate the stairs (under Mother or 
Father's watchful eye) when he is ready to do 
so, without too many admonishments about 
being careful. A sense of the positive will greatly 
enhance the situation. The toddler's burgeoning 
communication skills enhance the development 
of self. His first and most deeply learned percep- 
tion of himself is a composite reflection of how 
significant persons around him—his parents (or 
others taking a parental role), siblings, and 
grandparents—perceive him. 

The preschooler needs to learn initiative and 
to develop skills that build self-confidence. It is 
important for him to be given the opportunity 
to try new things and to receive the support of 
his parents while doing so. The self-confidence 
that is gained is reflected in the child's sense of 
eagerness, his spontaneity, and the "bounce" in 
his step. The development of routine times for 
meals, bedtime, and outings helps to provide 
security for the child because it develops a sense 
of expectation with reinforcement. During the 
preschool stage the child is beginning to develop 
a conscience. Until appraximately age 7, how- 
ever, children are still very egocentric in 
thought. As they mature, they begin to think 
more about other people's needs and wishes. 

When the child enters school, he is suddenly 
confronted with an expanding circle of people 
and new activities. He must learn how to interact 
and cooperate with others. He also has a wider 
range of roles to emulate as teachers and older 
students provide models to choose from. He 
learns how others, i.e., teachers, students, and 


principal, evaluate his strengths and how they. 


care for him as a person. He learns the difference 
between work and play and to enjoy work for 


the rewards it brings. If he feels a sense of. 


inferiority or mediocrity, he may tend to with- 
draw and be discouraged. The school may pro- 
vide reinforcement for his self-esteem through 
recognition of his achievements, which can 
often offset an adverse atmosphere at home. On 
the other hand, problems at school may coun- 
teract the benefits of a supportive home environ- 
ment. The chief task of this age group is to 
develop a sense of industry rather than inferi- 
ority to others. 

The adolescent stage begins at approximately 
12 years and lasts until about 18. During the 
rather self-conscious time of puberty, the indi- 
vidual gradually achieves a sense of identity and 
belonging, usually through the stabilizing influ- 
ence of his peer group. Adolescence is a period 
of great ambivalence in Western society, with 
both the desire to be free of authority forms, 
most importantly parents and school, and the 
need to be dependent upon them for emotional 
and financial support. The adolescent is dealing 
with who he is and what he wants to work at 
and do with his life. His major task is to gain a 
sense of identity. Failure to resolve this may 
lead to confusion, depression, or an identifica- 
tion with a group or cult that supplies an iden- 
tity. It may also lead the individual to seize the 
first job or mate that offers him a sense of 
identity, or else to opt out through the use of 
alcohol and drugs to ease the difficult transition 
from adolescence to adulthood. 

Positive reinforcement is vital during this pe- 
riod. One goal of education is to reinforce the 
adolescent's identity through teamwork and the 
development of skills that can support him 
through his life. In order to achieve a secure 
identity, young people need a sense of commu- 
nity in which they can exchange learning skills 
and support each other, especially since a vast 
number are now being raised in single-parent 
homes. Parents today are tending not to put high 
expectations on young people to achieve mate- 
rial success (as defined by the last generation), 
recognizing that life is much more complicated 
than it used to be and that other values are 
important, such as a sense of purpose in life. 

The young adult is mainly concerned with 
developing more intimate relationships with 
others. Without these he experiences a feeling 
of isolation. Intimacy has usually centered on 
marriage, although many now accept extramar- 
ital relationships or a career and close friends 
as alternatives. It is necessary for the individual 
to have a firm sense of identity at this point, 
although in this rapidly changing world, people 
often have a strong sense of isolation and feel 
insecure. Rapid changes in our institutions and 
in our economic situation have an effect on 
human roles and greatly affect a person's sense 


How well a person looks after her appearance 
is often a good indication of how she feels 
about herself. 


of security. “The feeling that our lives 'count' 
comes from healthy relationships with the sur- 
rounding society—family, corporation, church, 
or political movement. It also depends on being 
able to see ourselves as part of a larger, even 
cosmic, scheme of things." 

There is a tendency to view oneself during 
young adulthood as being "indestructible" and 
able to burn the candle at both ends. This atti- 
tude often leads to accidents and to the physical 
and mental state colorfully called “burn out." 
These in turn may alter the self-image and ad- 
versely affect self-esteem. Damaged self-esteem 
and feelings of helplessness contribute to many 
of the suicides and homicides committed by 
people in this age group. The more stabilized 
young adult, however, who is married or in an 
intimate relationship with another and has a 
career under way tends to see his life as more 
secure, productive, and self-actualized. 

Erikson felt that during middle age, there is a 
need to focus on a sense of generativity as 
opposed to stagnation in one's life, socially, at 
work, and in the community He felt emphasis 
should be placed on a person's ability to pass 
on wisdom to the young and on innovation, 
rather than simply going through life in a me- 
chanical routine. Men often tend to become 
more concerned with feelings and less aggres- 
sive in their middle years; women feel more free 
as their children become less dependent. A per- 
son's sense of security comes from the "home" 
one has created and the abilities one has devel- 
oped. Men may be concerned with loss of phys- 
ical prowess, and some may engage in extramar- 
ital affairs to try to dispel this concern. Women 
may experience doubt about their appearance 
and continued attractiveness, particularly if 
their husbands stray. Somatic disorders fre- 
quently develop in response to psychic stress 
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and anxiety, Gastric ulcers, diarrhea, colitis, 
bronchial asthma, hyperventilation, and diabe- 
tes insipidus are among the health problems that 
are thought to have a strong psychosomatic com- 
ponent. 

The middle years focus on a new type of 
freedom: freedom from the obligations of child- 
raising, one of the most difficult jobs in the 
world. As someone was overheard saying: 
"When my youngest child finally gets married 
and leaves home, I’m going to be standing in the 
last row of the church, celebrating!" Essentially, 
middle age is a time for stock-taking and re- 
evaluation. One has developed a sense of order 
in this world and a sense of how one's life is an 
aspect of history. 

During the older years, there is increased at- 
tention to the maintenance of dignity to preserve 
the sense of self-esteem. Emphasis is being put 
on people's need to remain in their homes sur- 
rounded by their friends, relatives, and belong- 
ings until they reach a point where this is no 
longer possible. Homemakers, home care nurses, 
and other community services are beginning to 
make this easier 

During old age, security is ensured partially 
through financial means such as pensions, sav- 
ings, and retirement plans and partially through 
the ability to adapt, often to the situation of 
being dependent upon others. Many older peo- 
ple retain an ability to enjoy things without 
much money, a skill they developed from earlier 
experiences during the depression years of the 
1930's or the war years of the 1940's when 
people had to entertain themselves. 

The main task during this period, according 
to Erikson, is the maintenance of integrity as 
opposed to despair: accepting what has been, 
feeling useful, and receiving respect. Old age is 
a period for looking back; the self-concept is 
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related to past experience. When the future has 
little to offer, the mind tends to focus on earlier 
years. 

The problem of dependency upon others for 
support and assistance may weigh heavily upon 
a person's sense of integrity. Depression may 
follow the loss of spouse, friends, home, and 
income coupled with a feeling of rejection of 
society. Help in dealing with daily situations is 
usually welcome, along with visits from friends 
and relatives. The problem of decreased mobility 
may create more of a sense of isolation, although 
many communities have transportation systems 
geared to the elderly. Our society has been 
chiefly concerned with cultivation of the sense 
of independence rather than group effort, with 
a resultant selfishness as opposed to selflessness. 
This has contributed to the alienation of the 
elderly and is reflected in the high percentage 
of suicides among the older population. In many 
cultures, older people are regarded as the ven- 
erable generation; to live longer is to be re- 
spected and to share your wisdom with others. 
Many recommendations on improving the lot of 
the elderly in North America are made in the 
book Toward Healthy Aging; the book recom- 
mends reemploying the elderly in service areas 
such as "recreational counselling, paraprofes- 
sional legal advice, health and social service, 
cottage industry and handicraft production.” 

According to Fromm: “The development of 
the self is never completed; even under best 
conditions only part of man's potentialities is 
realized.''* 

According to one Texan, there are basically 
three things everyone needs during growth and 
development: "Everyone needs someone to love, 
something to do, and something to look forward 
to." 


FACTORS AFFECTING SECURITY AND 
SELF-ESTEEM 


Of primary importance in both the develop- 
ment and the maintenance of a person's security 
and self-esteem are the significant people who 
inhabit his social world. You will have noticed 
in the previous section the importance of the 
family in helping an individual to grow up 
comfortable and secure with his environment 
and with himself. One of the roles of the family 
is to provide help and support to its members 
in times of trouble. The strong shoulder of a 
grown-up son is very comforting for the grieving 
widow, and many a young mother has been 
relieved to see grandmother, with her years of 
experience in child-raising, arrive to assist when 
the new baby is brought home from the hospital. 


It is a nice, secure feeling to know that there is 
a brother, sister, cousin, or close friend who will 
answer a call for help. It is the family, or signif- 
icant others, who provide an individual with 
the support he needs to make his way in the 
outside world. 

In the early, formative years, it is usually 
mother or father who bolsters the child's confi- 
dence in himself with words of encouragement 
like “You can do it" or "We know you can” and 
who pick up the shattered ego when the child's 
team does not win by saying, "Never mind— 
you played well anyway." Later, it is the girl 
friend or boy friend or the wife or husband who 
provides the support that encourages a person 
to reach his maximum potential. Everyone needs 
someone to praise and admire the thing he does, 
to believe in him, and to minimize his faults. 
An understanding friend often provides this 
type of support, sometimes more than the fam- 
ily. A close network of friends who provide 
support and companionship for each other often 
develops among older women in a community 
who have been widowed or who, for one reason 
or another, are living out their life alone. In our 
highly mobile North American society today, 
the predominant family pattern is the nuclear 
family of mother, father, and children. Grand- 
parents, uncles, and aunts are often far away, 
and hence the friendship network becomes more 
important. 

In many parts of India, and in some other 
Eastern countries, the extended family still pre- 
vails, with young couples usually returning to 
the parental home of the groom after marriage 
to start their new life. Their children, then, are 
brought up among cousins, uncles, and aunts as 
well as parents and grandparents. This arrange- 
ment provides a built-in system for the security 
of all family members and works well as long as 
relationships are good. One's place in the family 
is well understood in the hierarchical scheme 
of the extended family. The father is supreme, 
and he expects and receives symbolic deference 
from his wife and children. He is served first at 
mealtime, and often the wife will eat her meal 
afterwards. The young son's wife is expected to 
assist her mother-in-law in household chores. 
For young women who want to work outside 
the home, child care is provided by grandmother 
or by aunts and cousins who share the house- 
hold. Children are loved and petted by all. The 
traditional extended family provides the older 
woman with protection from loneliness, and 
gives her a sense of purpose and a respected 
position within the family. She also may wield 
a considerable amount of power in the house- 
hold, since she is often the one who carries the 
keys to the larder and other supplies, frequently 


on a ring at her waist. Increasingly, however, 
young couples are wanting their autonomy, as 
well as privacy and freedom from the control of 
parents— even in traditional cultures such as the 
Indian one. There is also an economic necessity 
to keep the family small these days, and this 
fact, combined with the increasing migration of 
young people to the cities, is contributing to the 
demise of the extended family in most parts of 
the world: 

Fortunately, many traditional customs and 
mores are surviving, and these help an individ- 
ual to maintain a sense of the continuity of life. 
There is an order that is reassuring, for example, 
in the fact that Thanksgiving comes at the same 
time every year, a few weeks before Christmas, 
and that Easter is celebrated in the spring at a 
time that was decreed centuries ago. The cere- 
monies that mark life events, starting, for ex- 
ample, with the circumcision of the male Jewish 
child a few days after birth and the baptism of 
the Roman Catholic infant, and continuing 
through the marriage ceremony and the death 
service, are all important in that they help family 
members to develop a sense of continuity. The 
ceremonies also contribute to meeting self-es- 
teem needs for the participants and their fami- 
lies, since the event is being marked in the 
approved manner, according to one's cultural 
group. We are indeed fortunate in Canada and 
in the United States to have a mosaic in which 
ethnic groups have maintained their own cul- 
tural identity, with many of their traditional 
customs being passed down from generation to 
generation. We celebrate the Chinese New Year 
and Ukrainian Christmas and enjoy the German 
Oktoberfest in different parts of the country. 
These events all help people whose roots are 
elsewhere to feel more at home in a land that is 
far from their native land. 

Many of the ceremonies and traditional events 
are religious in nature, as you may have noted. 
Religion has always provided man with a refuge 
from the uncertainties and vicissitudes of life. It 
is reassuring to feel that there is an order to the 
universe and that a Supreme Being is in charge 
to whom an individual can go for comfort, sup- 
port, and guidance. The stress of living in to- 
day's fast-paced world, with all of the uncertain- 
ties brought about by rapid change, has no doubt 
contributed to the remarkable return of people 
to the churches that we have been witnessing in 
recent years. People seem to be looking for a 
semblance of order and a meaning to life to 
renew their faith and sense of safety and security 
in the world. Many people say they want some- 
thing to "hang onto”; many find it in their 
religion. 

Other factors in a person's lifestyle besides 
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religion also contribute to his security. These 
include his educational attainment, his employ- 
ment, and his socioeconomic status. Today, a 
person usually has to have a minimum of a high 
school education to even begin to compete in 
the job market. To enter most professions and 
occupations requires post-secondary school 
training (as with nursing, for which a 2-year 
community college course is a minimum re- 
quirement). A high school diploma, then, pro- 
vides a certain amount of security for a person 
in regard to obtaining a job; a certificate or 
diploma from a college program or a university 
degree provides more. The attainment of a cer- 
tificate, diploma, or degree also adds immeas- 
urable to a person's self-esteem. It is a significant 
achievement and rightly deserves recognition. 

A person's job, how he feels about it, the 
pleasure he receives from it, and the compan- 
ionship and respect he obtains from his co- 
workers make a difference in whether an indi- 
vidual feels comfortable and secure in his daily 
living. A warm, supportive atmosphere at home 
can often nullify the damaging effects of a work 
environment that is filled with stress. More and 
more, however, employers are finding it advan- 
tageous to make the workplace more conducive 
to developing their employees' self-esteem. They 
are fostering a cooperative team spirit that gives 
people the feeling that they are an important 
part of the organization, and not just a cog in 
the machinery. It has been demonstrated in 
numerous studies that these factors are often 
more important than money in attracting and 
retaining good workers and in increasing pro- 
ductivity. 

Money, or the lack of it, is important, however, 
to a person's security. Hence, pension funds and 
retirement savings plans have been developed 
so that a person can put away a certain amount 
of income for the time when he can no longer 
work. An economic recession puts untold 
stresses and strains on family life, especially if 
there is not enough money to pay the mortgage 
and all the other bills and buy shoes for the 
children for school. The uncertainty of not 
knowing whether there will be a job tomorrow 
can be very devastating to an individual's secu- 
rity. 

Changes of any sort in a person's life will 
upset his equilibrium, and some may produce 
stress that can lead to illness (see Chapter 2). 
Situations may arise, too, that cause a person to 
experience doubt and uncertainty. These in- 
clude both the maturational crises (or passages, . 
to use Sheehy's term) that we talked about in 
Chapter 13, and the hazardous events that hap- 
pen in the course of a lifetime, such as accidents 
and illness. Accidents are a likely occurrence at 
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least once in a person's life. A person may fall 
and break an arm, for example, or he may be 
involved in a motor vehicle accident. We have 
mentioned that being hospitalized is an event 
that makes almost everyone fearful and insecure. 

Often, these hazardous events will cause 
changes in a person's appearance. A scar on the 
face may result from an accident, or a woman 
may have a breast removed in an operation to 
remove a cancerous growth. An illness may also 
result in alterations of body functioning. A per- 
son who has had a myocardial infarction may 
not be able to carry on with his favorite recrea- 
tional activities for a while, especially if these 
are active sports. He will be disturbed by the 
changes in his body. Alterations in body image 
can seriously upset a person's equilibrium. 


COMMON PROBLEMS 


Human beings have a variety of adaptation 
mechanisms that help them to maintain equilib- 
rium in all areas of functioning. In the case of 
emotional functioning, specifically for fear and 
insecurity, there are mechanisms both within 
the body and in a person's mental processes that 
help him to cope with threats of real or imagined 
danger. In Chapter 2 we discussed the flight- 
fight reaction; this is the body's physiological 
response that prepares a person to contend with 
fear by either removing himself from the cause 
(flight), or by overcoming it by standing his 
ground and fighting it. Tbe defense mechanisms 
we discussed in Chapter 2 also help an individ- 
ual to deal with real or imagined threats to his 
self-concept by adjusting his thinking to cope 
with these dangers. 

When the fear extends over a long period of 
time, or is sufficiently intense, the normal mech- 
anisms are unable to restore a balance, and 

.problems arise in the individual's physical, 
. mental, or social functioning. 

The two most common problems that arise are 
anxiety and depression. Anxiety is considered 
to be a modified form of fear. Almost everyone 
has experienced it. Nurses, as well as patients, 
have anxieties. Depression is a morbid sadness 
or melancholy. A person whose security is 
threatened and who feels helpless in the situa- 
tion may react with depression rather than anx- 
iety. Thus, often the same stressors that cause 
anxiety in some people may give rise to sadness 
and melancholy in others. When the depression 
is caused by a situation or event that would 
normally cause a person to be sad, for example, 
the death of a spouse or a good friend, it is 
called a “reactive depression." Sometimes the 


term ‘‘situational depression" is used instead of 
"reactive depression." 


Sources of Stress for the Sick 


Many insecurities that patients experience 
could be prevented if potential sources of fear 
were eliminated. Others, if not preventable, can 
often be minimized by nursing intervention. 
Some of the most common sources of stress are: 
interference with the fulfillment of basic needs, 
developmental crises, and other life changes. 


Interference with the Fulfillment of Basic 
Needs. A basic source of stress is actual, poten- 
tial, or imagined interference with a person's 
ability to satisfy his basic needs. Physiological 
needs, as we have mentioned several times, take 
precedence over all other needs because they 
are essential for survival. Hence, people who are 
physically ill are usually frightened; something 
is wrong with their physiological functioning. 
Among the most frequently cited causes of anx- 
iety in this regard are fear of pain, death, or 
disfigurement; loss of an organ or of strength; 
and inability to return to a normal life. Another 
source of anxiety that has been found among 
many hospitalized patients is fear of a bad re- 
action to medications." , 

When people are ill, their basic body proc- 
esses become a source of major worry. A healthy 
person takes for granted his breathing, the func- 
tioning of his heart and circulatory system, his 
intake of food and fluids, his elimination of 
wastes, and his ability to perform a multitude of 
activities using his motor abilities. When he is 
ill, the fact that something is interfering with 
these vital processes causes them to assume 
major importance. The sick person becomes very 
anxious and wants to know what his tempera- 
ture, pulse rate; and blood pressure are, the 
results of his physical examination, laboratory, 
x-ray and other tests, what they found when he 
was operated on and so forth. His meals, his 
urinary output, and his bowel movements cause 
him daily concern. 

Fear of the unknown is one of the principal 
sources of stress for people who come to a health 
agency. This would seem to bear out Kalish's 
suggestion that the need for knowledge, as ex- 
emplified by man's curiosity, is the second most 
important of the basic needs. Health practition- 
ers have not always been fully aware of the 
patient's need for information, but it has come 
through in a loud, clear voice in the Patients' 
Bills of Rights (see Chapter 7). The iné: "poration 
of teaching plans in the POMR initial and sub- 


sequent care plans for patients acknowledges 
the importance of giving the patient adequate 
information, and helps to ensure that he receives 
it. 

Boredom and inactivity, or a lack of sufficient 
sensory stimulation in the environment, will 
also cause a person to be anxious. Kalish in- 
cluded the need for stimulation as one of the 
items in his discussion of basic human needs 
(see Chapter 13). The bored individual becomes 
restless; he wonders what to do, feels he should 
be doing something, and becomes anxious that 
he is not. If boredom or inactivity persists too 
long, the individual will become apathetic. This 
aspect of boredom was discussed more fully in 
Chapter 22. 

Safety and security are next on the hierachy 
of human needs, and threats to these constitute 
a very real source of stress for sick people. They 
worry about their physical safety. Will they fall 
from the high bed? roll off the stretcher? receive 
the wrong medication? experience more pain 
than they can tolerate? They also worry about 
how hospital staff are going to react to them. For 
example will the nurse be angry at them? They 
may also worry that they won't be able to control 
their emotions. 

Threats may also exist with respect to a per- 
son's financial security. People worry about hav- 
ing sufficient money to cover health expenses. 
A person may fear that a health problem will 
interfere with his ability to earn a living. The 
possibility of altered family structures, or 
changes in social relationships caused by illness, 
also threaten the security a person has in know- 
ing who he is and his place in the scheme of 
things. 

If the individual is hospitalized, he usually 
experiences stress because of the change in his 
environment. When people are in unfamiliar 
surroundings, they become anxious. The patient 
will worry until he knows where to find things, 
how to operate the various mechanical devices 
attached to his bed, and why the other things in 
his immediate environment are there. The pa- 
tient is accustomed to routines, which provide 
him with security in his normal existence. These 
are disrupted, and he must adjust to changes in 
his sleeping habits, meal and bath times, and 
other aspects of daily living. The presence of 
strangers and the lack of familiar faces will also 
contribute to his anxiety until he knows that he 
can safely trust the people who are giving him 
care. 

A lack of fulfillment of the basic need for love 
and belonging was discussed in Chapter 2 as a 
factor contributing to illness. Among hospital- 
ized patients, the need to feel part of a group, to 
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feel that people like them and accept them and 
their illness, has been cited as one of their most 
common concerns. People often find com- 
panionship and acceptance in a group with other 
people with the same health problem. Common 
fears and anxieties can be shared and somehow 
do not seem as bad. New knowledge and skills 
can also be shared, and the group members can 
support each other. 

Nor should we forget that threats to a person's 
self-esteem interfere with another of man's basic 
human needs. The loss, or potential loss, of 
independence, for example, poses a very real 
threat to a person with a health problem. It can 
cause him to lose his self-esteem and to think 
that other people will not respect him. It is 
important therefore to make sure that nothing 
the nurse does or says causes the patient to think 
that he is any less a person because of his health 
problem. 

Potential or actual interference with achieve- 
ment of self-actualization is another frequent 
cause of worry among people who are ill or 
think they have a health problem. Illness can 
interfere with a person's career, or with fulfill- 
ment of his need to make the best of his poten- 
tialities in any sphere. The loss or threatened 
loss of the ability to use one's hands, for in- 
stance, would be a major blow to a pianist or 
the person who uses his hand(s) in pursuing one 
of his principal interests in life. Similarly, the 
person whose hobbies are mainly outdoor ones 
that require motor skills, such as skiing or riding, 
would be very anxious about being able to con- 
tinue with these activities if his health problem, 
actual, potential, or imagined, threatens the loss 
of his motor functioning abilities. Z 


Developmental Crises. At certain times in a 
person's lifespan, major changes take place as 
he makes a transition from one developmental 
stage to another. We discussed these extensively 
in Chapter 13. Often referred to as "develop. 
mental crises," they cause the person to experi 
ence a considerable degree of insecurity as he’ 
wonders if he can cope with the demands that 
will be made upon him in the next stage of his 
development. 


Other Life Changes. In addition to those linked 
to particular stages in a person's development, 
other changes in a person's life also cause stress. 
In one study assessing patients' perceptions of 
stressful life events, the most common situations 
causing stress were grouped as follows: 


Changes at work zn 
Changes in the health of self or family 
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Moving 

Financial changes 

Births (in addition to birth of the first child) 
Arguments 

Death (of a family member or close friend) 
Involvement with law authorities 

Marital situations 

Changes regarding children 

Changes at school 

Other? 


The results of this study indicated that the 
patients, all of whom were receiving care in an 
emergency unit, had had a greater number of 
life changes in the 6 months prior to their 
admission to the unit than are usually found in 
normally, “healthy” individuals. This finding 
would tend to lend support to the theory that 
change, and the anxieties associated with it, can 
be a major factor contributing to illness. 


ASSESSMENT 


In order to identify actual or potential prob- 
lems of anxiety or depression, the nurse needs 
information about the individual's health status, 
information about him as a person, his stage of 
physical and psychosocial development, and 
about his lifestyle. 

In regard to his health status, she considers 
such questions as: Does this person have a rec- 
ognized health problem, or does he think that 
he has a health problem? If so, is it one in which 
pain is a factor? Is death a possible consequence 
of the problem? Is disfigurement or loss of an 
organ a possibility? Is there a possibility that the 
person thinks these may occur? Does he perhaps 
perceive his health problem (actual or imagined) 
as leading to a loss of strength, or interfering 
with his ability to pursue his normal lifestyle? 
Is there a possibility of surgery or might he think 
there is? (Surgery, even the most minor, usually 
brings on anxiety.) 

The nurse also needs to know something about 
the person as an individual. What are his per- 
sonality characteristics? How has he coped with 
stress in the past? Where does he stand in 
relation to fulfillment of his basic needs? Is he 
concerned with self-actualization at this point 
in his life, or is he struggling to make enough 
money to provide himself (and, if he is married, 
his family) with the basic essentials of food, 
shelter, and security? Is his career the most 
important thing in his life? his home? his wife? 
his children? his outside interests? 

The nurse considers also his age and his stage 
of physical and psychosocial development. Is 
there a possibility that he is going through a 
crisis time in his life? The nurse should also be 


aware of the individual's marital and fami- 
status. Who are the members of the family coz- 
stellation? Where does this person fit into tte 
family structure? Is he the head or a dominax 
member of the household? Is he in a depende= 
role in the family? Who are the other membe-: 
of the family? If the patient does not live wiz 
his family, does he live with someone else? Wn: 
are the significant others in his life? What is thx 
individual's occupation? What is his socioec:- 
nomic status? What are his hobbies and i: 
interests? What are his immediate concerns 
Another matter to consider is whether there hav: 
been any major changes in the person's lii 
recently. If so, how many changes has he unde- 
gone? What sort of changes were they? Did the- 
necessitate major readjustments in his life? 

Some of this information will be available -- 
the nurse from data she or other persons hav: 
gathered about the patient in the initial asses: 
ment interview and observations. Some she mar 
learn from the physician's notations on the pè 
tient's records and his plans for diagnostic anc 
therapeutic care, as well as other informatio- 
that is on the patient's progress record. Th: 
social worker, if he or she has been called iz 
usually writes a lengthy social history on th: 
patient, which is often helpful to the nurse i- 
identifying actual or potential sources of anxieti 
or depression. The nurse supplements the info:- 
mation she has gathered from other sources b: 
talking with the patient. As we noted in Chapte- 
10, most people will talk quite freely abou: 
things that are concerning them if the nurse ha: 
established a climate in which the patient feel: 
free to communicate, and if she takes the time 
to be an attentive listener. In trying to identify 
sources of anxiety or depression, it is sometimes 
helpful to 'ask direct questions, such as abou: 
changes that have occurred in a patient's life, oz 
other matters she feels are significant in relatior 
to this particular individual. 


Identifying the Problem of Anxiety 


The threat of danger causes certain physiolog- 
ical reactions to take place within the body. 
These vary to a certain extent in different indi- 
viduals according to their physical makeup, al- 
though many are commonly seen in the majority 
of anxious people. Anxiety also brings abou: 
changes in a person's behavior. The nature o: 
these behavioral changes depends on a numbe: 
of factors, such as the severity of the anxiety. 
the individual's basic personality structure, anc 
the ways in which he has learned to cope witk 
anxiety in the past. The physical condition o: 
the patient affects his ability to tolerate anxiety. 


Something that may constitute only a minor 
worry when one is well may create an over- 
whelming anxiety when the body's defenses are 
lowered. 

Through her observations of an individual, 
the nurse can often tell if he is anxious. The 
individual's verbalizations of his feelings, and 
statements he makes in regard to physical or 
mental symptoms he is having, also help the 
nurse to identify anxiety as a problem this per- 
son is having. 


Physiological Manifestations. The principal 
physiological mechanism operating in anxiety 
is the fundamental "alarm reaction" as the body 
attempts to protect itself from harm (see Chapter 
2). It was originally believed that the reaction 
was due to the outpouring of epinephrine into 
the blood stream in response to strong emotion. 
However, this theory does not account for all 
the physical signs and symptoms that occur in 
people with anxiety. It is believed that these are 
the result of stimulation of the autonomic nerv- 
ous system. The sympathetic portion of the sys- 
tem is most usually affected, although, if the 
stimulus is sufficiently intense, the parasym- 
pathetic portion will be affected as well. Thus, 
the anxious individual may show evidence of 
muscular tension, which is a result of sympa- 
thetic nervous system stimulation, and, at the 
same time, have diarrhea due to increased gas- 
tric motility resulting from overactivity of the 
parasympathetic system.” 

Almost everyone has had experience with 
some of the physical signs and symptoms of 
anxiety. There are varying degrees of anxiety, 
ranging from a mild apprehension to over- 
whelming panic. In its mild form, anxiety may 
be beneficial in that it has the effect of putting 
the body into an alert state and motivating the 
individual to take some action to alleviate it. 
Few people would study or get assignments 
completed on time if there were not a certain 
amount of anxiety involved. Unresolved anxiety, 
however, or anxiety in more than mild degree 
can be harmful. 

Among the most easily observable physical 
signs of anxiety in an individual are the circu- 
latory changes that take place. The action of the 
heart is strengthened and accelerated. The per- 
son’s blood pressure may be elevated by 10 mm. 
of mercury or more above normal. The nurse 
may find that his pulse rate may be as much as 
30 per cent above normal. A person’s respiratory 
pattern is often disturbed as well. It may be 
increased in rate and depth, or may become 
irregular. There may be a marked pallor of the 
skin or sometimes a flushing of the face. Often 
the skin surfaces are cold. 
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Muscular tension is almost invariably present. 
In some people this may be observed in a taut 
expression of the face or in a clenching of the 
fists. Some people assume a very rigid posture. 
At times muscular tension is revealed by a 
tremor of the hands; in a facial, arm, or shoulder 
tic; or in a generalized shivering or trembling of 
the body. The tightening of the abdominal mus- 
cles and the “butterflies” in the stomach that 
one commonly experiences with anxiety are the 
result of muscular tension. The tension head- 
ache is another common symptom of anxiety. 

People seek relief from muscular tension in a 
number of ways: by biting their nails, drumming 
their fingers on the table, or pacing up and down, 
for example. Restlessness and overactivity are 
usually fairly reliable indications that the indi- 
vidual is anxious. 

Many people perspire excessively when they 
are in anxiety-provoking situations. It may be 
the palms of the hands or the soles of the feet 
that are most affected. This increased perspira- 
tion combined with a coldness and pallor of the 
skin (due to lessened peripheral circulation) 
results in the typical cold and damp hand of the 
very anxious individual. 

Changes in the patient's voice and speech 
patterns should be noted as possible indications 
of anxiety. Some people talk very rapidly or 
constantly when they. are anxious and some- 
times the voice becomes very loud or high- 
pitched. The voice may quaver. In other persons 
there may be a hesitancy of speech; they may 
appear to be having difficulty finding the words 
they want to use. Stammering and stuttering are 
not uncommon in people with anxiety. 

In anxiety, mental activity is usually in- 
creased. When the anxiety is mild, this may 
mean that the individual is simply more alert 
and better able to think clearly. As anxiety 
mounts, however, a person's perceptual aware- 
ness decreases. He becomes unaware of things 
in his immediate surroundings, except possibly 
a single thing on which his attention focuses. 
The anxious person often has difficulty concen- 
trating on anything outside that one thing. His 
attention span is usually short and he may be 
unable to answer even simple questions. The 
very worried parents who bring a sick child into 
the emergency unit are sometimes so distraught 
that they cannot remember their own address. 

With increasing anxiety, the heightened men- 
tal activity may hinder a person from getting 
rest, and insomnia (inability to get to sleep) 
frequently results. If the anxious person does 
manage to get to sleep, he is often troubled by 
nightmares. 

Gastrointestinal symptoms often accompany 
anxiety also. The “knot” or "butterflies" in the 
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stomach may progress to nausea and vomiting. 
Often people say they cannot face the thought 
of food when they are going to take an exam or 
have an important interview. Some people vomit 
before every exam they take. Diarrhea, as we 
mentioned above, is also a common symptom in 
anxiety. Often people have urinary frequency as 
well, as many a nervous traveler waiting for his 
plane to depart has found. 


Behavioral Manifestations of Anxiety. People 
react to threatening situations in a variety of 
ways. The behavioral manifestations of anxiety 
in people who are sick usually reflect the ways 
in which they have learned to cope with life's 
dangers in the past. While some people can talk 
easily about their fears, and openly express these 
to the nurse, others may be saying, “I am fright- 
ened" in less easily recognizable forms. Some 
people attempt to deny the existence of anxiety. 
They ask no questions and frequently make a 
point of keeping conversation off the subject of 
their illness. In our culture, many men feel that 
it is unmanly to say that one is afraid, particu- 
larly to a woman. Men not infrequently (and 
sometimes women too) cover up their feelings 
of anxiety with loud assurances that they are 
not frightened, and they may joke and laugh in 
their attempts to minimize the seriousness of 
their condition. 

Some people react to the threat of danger with 
anger and hostility. They may criticize the care 
they are receiving and be loud and insistent in 
their demands for special treatment. People who 
react in this way often engender hostility on the 
part of the staff, who label them consciously or 
unconsciously as “difficult” patients. There is 
an old saying that goes, "When in danger, when 
in doubt, run in circles, scream and shout." It is 
perhaps well for the murse to remember this 
when she encounters a patient who is being very 
"difficult." If she can accept this type of behav- 
ior as being indicative of the patient's anxiety 
and not take it as a persomal attack on herself, 
she will be in a better position to take positive 
measures to help the patient. 

Crying is another way in which some people 
react to anxiety. Many nurses are embarrassed 
to find a patient in tears and find it difficult to 
know what they should say or do. Attempts to 
reassure the patient that everything is going to 
be all right are not usually effective in helping 
the patient to cope with his feelings. Crying 
often denotes a feeling of helplessness and in- 
ability tc handle one's problems. The tears serve 
to relieve tension, and the nurse can perhaps be 
most helpful by staying with the patient and 
being ready to listen when the crying episode is 
over. 


The Patient's Subjective Perceptions. As al- 
ready mentioned, some people can verbalize 
their anxieties, others cannot. The nurse may 
find, however, that the patient may tell her about 
some symptoms he is having which, put together 
with her own observations, may confirm her 
suspicions that the individual is anxious. Perti- 
nent observations which the patient may make 
relate to the physiological manifestations of anx- 
iety described above. He may say, for example, 
that he has a headache that starts at the base of 
his neck (frequently caused by tension in the 
shoulder and neck muscles). He may complain 
that he just can't sit still, or that he can’t con- 
centrate on anything. He may describe a knot or 
butterflies in his stomach, or complain that he 
has a cramping pain, accompanied by frequent 
loose stools. He may tell her that he has to 
urinate frequently. The nurse must be careful 
not to jump to conclusions about these symp- 
toms. Of course, they could very well be caused 
by something other than anxiety. They should, 
however, be reported in her observations about 
the patient in conjunction with her objective 
findings. 


Identifying the Problem of Depression 


Depression and anxiety both cause certain 
physiological reactions to occur within the body. 
They also both give rise to specific behavioral 
manifestations. The two sets of responses are 
quite different, however. The observant nurse 
should be able to distinguish between these 
problems in her patients in most cases. Some- 
times, however, a person will show manifesta- 
tions of both anxiety and depression, in what is 
called an “agitated depression.” It is as if every- 
thing were in slow motion. The person is less 
active, his movements are slow, and his reaction 
time is longer. He is less responsive to any form 
of stimulation and he talks less; his speech is 
slower than normal. The severely depressed per- 
son may be totally unresponsive. 

Gastrointestinal functioning also slows down, 
and he tends to become constipated. The indi- 
vidual loses interest in food. He usually has no 
appetite and will tell you that he just does not 
enjoy food any more. As a result, he will prob- 
ably lose weight. A loss of anywhere from 5 to 
20 pounds is not unusual. Men tend to lose their 
sex drive when they are depressed, and women 
may bave a cessation of menses. 

b. 


Behavioral Manifestations of Depression. There 
are three basic feelings that depressed persons 
experience as part of their depression. They do 
not want to socialize, and in fact do not really 


want to do anything. They have feelings of 
worthlessness and loss of self-esteem. They also 
want to hurt themselves and even destroy them- 
selves because they feel they are not worthy to 
live. 

Depression is so prevalent among the popu- 
lation that it is said to be the “common cold” of 
mental illness. It is often hidden by the individ- 
ual who may wear a mask of joviality to cover 
his sadness, or it may masquerade as physical 
illness. Negative emotions have a deleterious 
effect on body functioning, and anger, hostility, 
and depression can all cause physical changes 
that give rise to disease processes. Nurses will 
encounter people who are depressed on all units 
of an inpatient facility, and among the people 
who are living in the community. She should 
be particularly watchful for it in young people 
who are having difficulty finding themselves 
during the teen years and early adulthood, in 
people who are going through the middle-age 
turmoil, and in old people. 

Even if he has accomplished a great deal in 
his lifetime, the depressed individual often 
speaks of his achievements as meaningless. He 
never did anything that really amounted to 
much, he is likely to say. The depressed indi- 
vidual usually finds it difficult to concentrate 
and hard to remember things. He may forget his 
appointment at the clinic, or he may feel that it 
is too much effort to go. Often, activities are 
begun but not completed. The person either 
loses interest or just does not have the energy to 
finish. 

The depressed individual usually walks with 
a stooped, slouching gait, his head down near 
his chest, often shuffling along. He usually wants 
to make himself as small as possible because he 
feels miserable within himself. He is also not 
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much concerned about what he wears. It is such 
an effort just to get out of bed in the morning. 
He may begin to neglect his appearance, and not 
bother to take a bath or shave. A depressed 
woman may not bother with makeup. Most de- 
pressed people find that the worst time of the 
day is when they are waking up from sleep. 
They may describe their feelings in terms such 
as "blue," "down," "low," “sad,” or even "de- 
pressed." Others may complain of being irrita- 
ble. Often, people say they feel “hopeless,” 
“worthless,” or “no good." Or, they may say, “I 
can never do anything right!” 

The table below lists several comparative ob- 
servations that are helpful in distinguishing be- 
tween anxiety and depression. 


ESTABLISHING PRIORITIES FOR 
NURSING ACTION 


Dealing with the Anxious Patient 


Anxiety may be mild, moderate, or severe, or 
it may turn into panic. In establishing priorities, 
the nurse assesses the level of the patient's 
anxiety by observing the degree of severity of 
the physiological and behavioral manifestations 
he is showing. It has been suggested that nurses 
sometimes project their own anxieties onto the 
patient, and thus may assess that the patient is 
experiencing more severe anxiety than he ac- 
tually is. It is wise, therefore, to use objective 
criteria in assessment. Particular observations to 
note are: evidences of greatly increased muscu- 
lar tension, as seen in trembling hands and 
frequent position changes; increased perspira- 
tion, and a cold, clammy feeling of the hands; 
markedly decreased perceptual awareness and 


DISTINGUISHING BETWEEN ANXIETY AND DEPRESSION 


Anxious Patient 


1. Talk and movements at normal speed or 
faster than normal 

2. Readily discusses his symptoms or other 
topics; animated in discussion; discussing 
his problems frequently leads to improve- 
ment or change in behavior 

3. Retains interest in some things 

4. Able to enjoy some things, such as watching 
television or talking with others 

5. Likely to feel worse in the evening, and bet- 
ter after sleep or rest 

6. No weight loss (except in patients with ano- 
rexia nervosa); eats constantly or intermit- 
tently; usually enjoys at least some foo.' 

7. Diarrhea or loosening of bowel m sveme.ats is 
common 


Depressed Patient 


1. Talk and movements slower than normal 


2. Reluctant to discuss his emotional, social, or 
physical problems; talks in monotone and 
repetitively; discussion does not lead to 
changes in behavior 

3. Marked decrease or loss of interests 

4. Difficulty in enjoying things 


5. Usually feels worse in the morning, or after 
any sleep 

6. Decreased appetite for and enjoyment of 
food, often with loss of weight 


c 
7. Usually constipated 


Adapted from Crary, W. G., and Crary, G. C.: Depression. American Journal of Nursing, 73(3):472—475, 


March, 1973. 
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PRINCIPLES RELEVANT TO ANXIETY M 


1. It Is easler to allay a known fear than anxiety from an unknown source. 
2. People generally feel less anxious when they know what is going to happen 


to them. 


3. Anxiety is lessened when people feel they have some control over their 


situation. 
4. Loneliness aggravates anxiety. 


5. A feeling of depersonalization contributes to anxiety. 
6. Physical activity helps to relieve muscular tension. 
7. Anxiety can often be relleved by diversional activity. 


inability to concentrate; marked increases in 
pulse rate and disturbances in breathing; and 
disturbances in sleep patterns." 

Severe anxiety may become panic, in which 
the person is unable to say or do anything that 
is meaningful. His behavior may be completely 
out of context —he may laugh when he should 
be crying—and his thoughts and speech become 
incoherent. The person who has “panicked” 
needs someone who is calm to stay with him, 
to take charge of the situation, and to tell him 
what do do. He cannot think for himself at this 
point. 

The nurse often encounters people in a state 
of panic in the emergency room unit. A calm, 
reassuring manner. simple directions on what to 
do, and, often, the familiar routine of offering a 
cup of tea or coffee will help to calm the person. 
Calming a person who is in a panic is always a 
matter of immediate priority. Severe anxiety is 
something that needs to be dealt with on a 
priority basis also. 

In determining measures that will allay anxi- 
ety, the nurse must take into account the fact 
that her plan of care has to be individualized to 
suit each patient. No two people are alike in 
regard to the nature of their anxieties, their 
reactions to these, or the tvpe of help they need 
in overcoming them. There is therefore no easy 
set of rules for the nurse to follow. The guiding 


principles given below, may, however, be help- 
ful. 


Dealing with the Depressed Patient 


The subject of depression will be treated in 
more detail in psychiatric nursing courses. The 
beginning student, however, should be alert to 
the possibility that a depressed patient may try 
to injure himself, or to commit suicide. Some- 
times, a person will actually signal his intention. 
He may say, "I wish I could do away with 
myself" or "I'd like to kill myself," and may 
even discuss ways of doing so. The nurse should 
always be watchful of any patient who seems to 
be getting more depressed. She may notice that 
the physiological and behavioral manifestations 
are becoming more pronounced. It is important 
to remember that the depressed patient is not 
always on a psychiatric unit—he may be on a 
surgical or a medical ward. The patient's phy- 
sician should be alerted if the nurse suspects 
that the patient is becoming more depressed, so 
that psychiatric counseling and appropriate 
therapy can be instituted promptly. Often. 
mood-elevating drugs are given. Meanwhile, the 
nurse should make sure that the environment is 
safe from objects that the patient might use to 
injure himself or take his own life. Sharp instru- 


PRINCIPLES RELEVANT TO DEPRESSION " EBEN 


1. A person who is depressed will show changes In his physiological function- 
Ing, in his feeling state, and in his behavior. 

2. Depression alters a person's cognitive functioning. 

3. Prolonged or deep depression may cause general metabolic retardation, 


mental confusion and/or dullness. 
. Emotions tend to be contagious. 


MAW Aa 


. Emotions are influenced by a person's physiological state. 
. A depressed person usually has very low self-esteem. 
. A depressed person may not want to live because he feels unworthy. 


ments and drugs, for example, should not be left 
out. It is also a good idea to check frequently to 
make sure the patient is all right. 


GOALS FOR NURSING ACTION 
Dealing with the Anxious Patient 


Nursing action for the individual who may 
develop anxiety is directed toward preventing 
it. For the person who is already anxious, nurs- 
ing action may aim at one of three things: (1) 
alleviating his anxiety, (2) minimizing it, or (3) 
helping him cope with it. 


Dealing with the Depressed Patient 


Nursing interventions for the depressed pa- 
tient are directed toward three principal goals: 
(1) preventing the patient from injuring himself 
or taking his own life, (2) supporting and main- 
taining the patient's basic physiological proc- 
esses, such as nutrition and elimination, and (3) 
helping the person to overcome his depression. 


SPECIFIC NURSING INTERVENTIONS 
Dealing with the Anxious Patient 


In deciding on specific nursing interventions 
to prevent anxiety, to minimize or alleviate it, 


Often the comforting presence of someone who is 
sympathetic can help to allay some of the anxiety a 
patient feels in a stressful situation. 
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or to help the person to cope with anxieties that 
cannot be eliminated, the nurse is guided by her 
assessment of the individual patient, his partic- 
ular problems, and her understanding of poten- 
tial or actual sources of anxiety he may have. 
She also considers whether she can do some- 
thing to help this person herself, or whether he 
needs the help of another member of the health 
team. If we review some of the interventions the 
nurse may undertake in applying the principles 
noted above, we will find some that she might 
consider in the care of specific patients: 


1. It is easier to allay a known fear than 
anxiety from an unknown source. We have al- 
ready discussed some of the ways the nurse can 
gather information to help her to identify the 
sources of a patient's potential or actual problem 
of anxiety. The nurse always verifies with the 
patient that her interpretation of the source of 
his anxieties is consistent with his perceptions 
in this regard. The nurse may think that the 
patient is very worried about the treatment he 
is going to have tomorrow, for example, when 
in actual fact he is not worried about that at all; 
he may instead be anxious about his daughter, 
who has not come in to see him as she had 
promised. 

it is important to remember, too, that talking 
with the patient can also be therapeutic. It gives 
the patient an opportunity to explore the causes 
of his anxieties, to discuss them with someone 
and perhaps to work out his own solutions to 
some of the things that are worrying him. 

The beginning nurse, however, should not feel 
that she can be à skilled counselor at this stage 
in her career. If the nurse does not feel comfort- 
able in dealing with a patient's anxieties, or feels 
he needs more highly skilled counseling than 
she is able to provide, she should not hesitate 
to call in someone else. Nor should she feel 
guilty in doing so. Her instructor, or the head 
nurse on the ward, may be able to help the 
patient, If a psychiatric nursing specialist is 
available, this person is often able to help people 
with their anxieties more effectively than some- 
one without that orientation. She may also be 
able to provide that nurse with help in her 
approach to the patient. Some patients need the 
counseling services of a psychologist or psychi- 
atrist, and the patient should be referred for 
these services. 

2. People generally feel less anxious when 
they know what is going to happen to them. 
Providing information is important both in pre- 
venting and in allaying anxiety. If a patient 
knows what is going to be done during a labo- 
ratory test, he usually is less apprehensive about 
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it. Similarly, the patient who has been told that 
a certain procedure may hurt a little is better 
able to face the pain. Teaching plans that iden- 
tify information the patient needs should form 


a part of every nursing care plan. 

3. Anxiety is lessened when people feel they 
have some control over their situation. Enlisting 
the patient's cooperation end having him partic- 
ipate in his care whenever possible help to give 
him this feeling. Giving the patient a voice in 
the scheduling of his activities, or the way some 
procedure should be done, is one way of helping 
him to feel he still has some control over events. 
The nurse might confer with him about the time 
for his bath, for example, or the time he prefers 
to have treatments done. When would be the 
best time to change his dressing, for example? 

4. Loneliness aggravates anxiety. People need 
someone to whom they cs talk and with whom 
they can share their feelings. A large part of the 
nurse's role is providing this kind of emotional 
support for patients. Talking with the patient is 
important, but feelings can also be shared with- 
out words, and sometimes words are not neces- 
sary. It is helpful to the patient simply to have 
someone who is sympathetic present. Some peo- 
ple feel more comfortable in talking over their 
anxieties with non-medically oriented person- 
nel. Tbe nurse should not overlook the contri- 
butions that such members as the chaplain and 
the secial worker can make ir ~ "oing patients 
with 1aeir anxieties. 

5. À feeling of depersonal Jn contributes 
to anxiety, When the persor - sels that he has 
lost his identity, that he is just a health agency 
number or an interesting “case,” his confidence 
in the care he is receiving is diminished. It is 
important to help the patient to retain the feeling 


Anxiety is a common problem for both 
patients and their families. Here, a nurse 
comforts a woman being admitted to the 
hospital for diagnostic tests. 


that he is a respected person in his own right. 
Referring to the patient by name, not by bed 
number, and taking an interest in him as an 
individual are among the many things a nurse 
can do to reassure him that he is in good hands. 

6. Physical activity helps to relieve muscular 
tension. Exercise within the patient's limits of 
tolerance is a good way of relieving the muscular 
tension accompanying anxiety. Relaxation ex- 
ercises also help. The assistance of the physical 
therapist is often helpful in teaching patients 
relaxing exercises or suggesting other measures 
to reduce muscular tension. 

Two simple exercises from. Yoga, which the 
nurse may find useful herself, are the sponge 
and eye exercises. 


SPONGE* 
I. Benefits: 


The Sponge— 

* promotes deep muscular relaxation. 

* deeply relaxes the nervous system. 

* restores peace of mind. 

* results in a reduction of anxiety of "nerves" 
through the release of tension. 

* is a marvellous energy-recharger. 


Il. Technique: 
1. Lie on the floor, legs slightly apart, arms 
limply by your side. (A) 
2. Point your toes away from you and hold for 
;' * 5 seconds. Relax. 
: 3. Pull the toes up towards the body, bending 
at the ankle. Hold. Relax 
. Pull your haei: 31: twes inches on the floor 
—— LE 25 L^ 
*Re, ‘nted from Kareen Zébrofí: The ABC of Yoga. Van- 
couver 7.C., Fforbez Enterprises, Ltd., 1971. 
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A, Sponge. B—E, Eye exer- 
cises. (From Zebroff, K: The 
ABC of Yoga. Vancouver, B. 
C., Fforbez Enterprises, Ltd., 


1971.) D E 
and then straighten the legs, pushing the . ick 7. Pulls; '* domen in and up as far s pos- 
of the knees firmly against the floor. ;|. !d. sible. Hi relax. 
Relax. EFF ge 8. Arch the : ne back, pushing the chest out. 
5. Point the tœ s tov. d;3ach other and p |; the Hold. Relax , 
heels under, nd úp, Keeping the legs s. ight. 9. With arms straight by your side, palms down, 
Hold. Relax. bend the fingers up and back toward the arm, 


6. Pinch your buttocks together. Hold. ` .iax. bending at the wrist. Hold. Relax. 
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10. Bend the elbows and repeat step 9, bending 
the hands back toward the shoulders. Hold. 
Relax. 

11. Make a tight fist of your hands, bring the arms 
out to the sides and move the arms up per- 
pendicular to the floor. Move very slowly, 
resisting the movement all the while to make 
the pectoral muscles of the bust stand out. 

12. Pull the shoulderblades of the back together. 
Hold. Relax. 

13. Pull the shoulders up beside the ears. Hold. 
Relax. 

15. Bring the tongue to the back of the roof of the 
mouth. Hold. Relax. 

16. Purse your lips, wrinkle the nose and squeeze 
the eyes tightly shut. Hold. Relax. 

17. Smile with the lips closed and stretch the 
face. Hold. Relax. 

18. Yawn very slowly, resisting the movement. 

19. Press the back of the head against the floor. 
Hold. Relax. 

20. Frown, moving the scalp forward. Hold. Re- 
lax. 

21. Go through the eye exercises. 

22. Pull your head under and against the shoul- 
ders without moving anything else. 

23. Relax, melting into the floor, for up to 10 
minutes. (A) 


IIl. Dos and Don'ts- 
DO hold each bolding position for at least 5 
seconds. 


DO relax after each holding position, by flopping 
back into place after each flexing position. 

DO NOT worry or think of unpleasant things as 
you relax at the end of the Sponge. Rather, keep 
your thoughts to a minimum, on pleasant 
things, and dispassiomately watch them wander 
past without trying to become involved. 

The Sponge is called the Dead Man's Pose or 
Corpse in the Sanskrit language. Really, it is a 
deep relaxation pose where your body has a 
chance to assimilate wrhat it has learned, at its 
leisure. Seldom do we take the time simply to 
relax. We may read, watch TV or sleep. Just 
because we lie dowm does not at all mean we are 
relaxing our deep-sested meuromuscular tensions. 
The body has to relearm how to do that. After 
some weeks of the deliberate Sponge technique 
you will find that you cam relax without going 
through all the steps. 


EYE EXERCISES* 
I. Benefits: 


The Eye Exercises— 

* relieve tension, fatigue, and strain of the eyes. 
* strengthen the eye muscles. 

* relieve headaches. 


*Reprinted from Zebroff, K.: The ABC of Yoga. 
Vancouver, B.C., Fforbez Enterprises, Ltd., 1971. 


* give eyes a clear, shiny look. 
* give a general feeling of relaxation. 


IL. Technique: 


1. Sit in a comfortably cross-legged position: 
look straight ahead. 

2. Look as far to the right as is possible without 

moving the head. Hold 5 seconds. 

Look to the left. Hold. (B.) 

Look up under the eyebrows. Hold. (C.) 

Look down past nose. Hold. (D.) 

Now imagine a giant clock with the 12 just 

under the eyebrows and the 6 on the floor 

immediately in front of you. 

7. Look at each digit of this clock for one second, 
so that your eyes are moving jerkily. 

B. Repeat, moving counterclockwise. 

9. Cover your eyes with the palms of both hands 
for 30 seconds, to rest them. (E.) 


e moie co 


Variations: 


1. a. Look far away out the windows. Try to look 
miles toward the horizon. Hold. 
b. Slowly bring your gaze back and look cross- 
eyed at your nose. Hold. 
2. Use your imagination: e.g., describe semi-cir- 
cles or diagonals with your eyes. 


IIl. Dos and Don'ts: 


DO these exercises any time you are very tired 
or feel that your eyes have been strained, 
instead of just squeezing the eyes up in the 
customary fashion. 

DO rest the eyes by closing them between each 
set of exercises. 


The eyes are our most important sense and 
yet people neglect them greatly by taking them 
for granted. Eye strain and resulting headaches 
can be greatly reduced through exercising the 
eye muscles. 


If exercise is not feasible or permissible, nurs- 
ing interventions, such as a soothing backrub or 
massage, can frequently help to relieve tense 
muscles. 

7. Anxiety can often be relieved by diversional 
activity. If a person has nothing to occupy his 
time or attention, he tends to become introspec- 
tive and to brood on his troubles. Reading, 
watching television, and playing cards are activ- 
ities that are usually available in hospitals to 
divert patients from a constant preoccupation 
with their illnesses. Women often like to knit, 
crochet, or do embroidery, and people of both 
sexes seem to like macramé; these activities 
should be encouraged. Frequently, the occupa- 
tional therapist can make suggestions and help 


to interest patients in activities that divert their 
attention from themselves. 


Tranquilizers. Drugs of the tranquilizer group 
frequently are ordered to help to reduce anxiety. 
Among those most commonly used are Valium, 
Stelazine, Librium, and Mellaril. These are given 
as directed. The nurse should be alert to the 
possible side effects of tranquilizers in her pa- 
tients. The most common side effect is drowsi- 
ness, but patients may show other reactions as 
well, such as headache, dizziness, nausea and 
vomiting, constipation, or mental disturbance. 
Because the side effects are usually specific for 
each drug, the nurse should acquaint herself 
with those associated with the drug ordered for 
her patient. 

Particularly vulnerable are elderly patients, 
who sometimes experience a marked decrease 
in blood pressure after the administration of 
these drugs. It is not uncommon for elderly 
patients to develop symptoms of excitement or 
mental confusion when they are receiving tran- 
quilizers. 


Dealing with the Depressed Patient 


Protecting the Patient from Self-injury. Constant 
vigilance is needed to protect the severely de- 
pressed patient from injuring himself or com- 
mitting suicide. Patients who are seriously de- 
pressed are usually placed on a psychiatric 
nursing unit so that the specialized care they 
require is available. If they are on a general 
ward, often a private duty nurse or one staff 
nurse may be assigned to care for the patient. 
The nurse who has a depressed patient among 
her regular caseload should be particularly care- 
ful to make sure that the patient takes all of his 
medications under her watchful eye. There 
should be no opportunity for him to collect a 
large number of sleeping pills or other drugs. In 
tidying up the drawer of the bedside table each 
day, it is important to make sure that medica- 
tions are not collecting there. Sharp instruments, 
and glass articles that could be broken to provide 
the person with an instrument with which to 
hurt himself, should not be left where the de- 
pressed patient can get them. The medication 
cupboard on the ward should be kept locked at 
all times, unless a nurse is actually in the proc- 
ess of dispensing medicines. This is a good 
general rule, in any case. One should not go off 
to answer a patient's signal light and leave the 
medication cupboard keys dangling from the 
door or leave the door open. If the person is 
known to be suicidal, all potential sources of 
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self-injury, such as belts and shoe laces with 
which a person could strangle himself, are re- 
moved. There should also be a check on the 
patient at irregular but frequent intervals. De- 
pressed patients who wake up in the early morn- 
ing hours (when a person's body processes are 
at their lowest ebb) often need someone to talk 
to, and the nurse should take time to stop and 
chat for a few minutes with them. Occasionally, 
an individual will need to be physically re- 
strained to keep him from injuring himself. This 
is most likely to be seen in the Emergency Unit, 
where a person may be coming out of the effects 
of a drug; LSD, for example, is noted for causing 
suicidal tendencies in people as they are re- 
covering from its effects. 


Maintenance of Physiological Processes. Be- 
cause of his inactivity, the depressed person's 
nutritional status may suffer. He often has no 
appetite and must be tempted to eat. It is amaz- 
ing how appetite will perk up in mildly de- 
pressed people if they have company to share 
their meals. The nurse should be alert to the 
problem of constipation in depressed people 
because of the slowing down of gastrointestinal 
functioning and the inactivity (see Chapter 16). 
These people need to be encouraged to take a 
sufficient amount of fluids. The slowing down 
of physiological functioning also causes a tend- 
ency for urine to be retained in the bladder 
overly long, and bladder infections could result 
from a combination of inadequate intake of 
fluids and stasis of urine. Because the person 
tends to sit a lot, he may develop edema in the 
dependent limbs, or in the sacral area (see Chap- 
ter 17). 

A depressed person often needs help with 
hygiene and grooming, since it is too much effort 
for him alone. Often, assisting a person in im- 
proving his personal appearance will help to lift 
a mild depression. A new article of clothing may 
also stimulate an individual, helping with mild 
depression. 


Helping the Patient to Overcome Depression. 
People who are lonely often get depressed. 
Everyone needs the stimulation of other people 
(or a pet) to keep him alert and responsive. One 
of the things the nurse can do for a lonely person 
is to encourage him to participate in group 
activities. Loneliness is a common accompani- 
ment of old age, particularly if a person outlives 
his contemporaries. Community centers have a 
wide variety of activities for seniors, as do the 
Young Men's and Young Women's Christian or 
Hebrew Associations in most communities. In- 
deed, these places have become the “drop-in 
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centers” for older people in many places. Many 
long-term care facilities now employ activity 
aides who help to get residents interested in 
doing things with other people. Often, there are 
also transportation aides, so that patients who 
are not mobile on their own can be taken by 
wheelchair to activities or special programs. We 
discussed types of interventions to counteract 
loneliness earlier in this chapter. 

Unlike the anxious patient, the person who is 
depressed may not like to talk over-his problems 
with the nurse—or with anyone—because talk- 
ing really does not help him. Still, the presence 
of the nurse, with her touch on his arm or her 
arm around his shoulder, often goes a long way 
towards making a person feel that someone still 
cares for him. Many times depression will lift, 
however, when a companion who shares his 
interests can be found for him. It pays to dis- 
cover your patient's interests, and to try to match 
him with someone else who is interested in the 
same things, such as finding a cribbage partner 
for an old gentleman. Music therapy is being 
used quite extensively now to assist in overcom- 
ing depression. Happy lively music will, as you 
are aware yourself, lift your spirits. Many people 
come out of depressed moods when they start 
to pick out a tune on a musical instrument. 
Activity is one of the best antidotes for depres- 
sion, if you can get the person to take part in 
things again. 

However, one should not try to force the 
severly depressed patient into activities to 
“cheer him up." Sitting beside the person and 
giving him quiet companionship is often helpful 
in gradually drawing the individual into re- 
sponding. Very often the person needs to work 
through a problem, as in the case of a woman 
who has had a mastectomy and must adjust to 
her altered figure. Many patients need the help 
of a psychiatric nursing specialist or a psychia- 
trist to help them to overcome their depression. 

One should not forget the vital role of good 
nutrition and regular exercise both in helping to 
prevent depression and in helping people over- 
come it. Some of the most enthusiastic marathon 
runners took up the sport to overcome the effects 
of depression. All report that a person feels a 
real “high” when he is reaching his maximum 
potential in running. You very seldom see de- 
pressed athletes. Vigorous exercise also helps to 
promote sleep, so that a person rests better. It 
encourages good nutrition and promotes a more 
regulas;aily schedule. There is something to be 
said for the old adage of a "healthy mind in a 
healthy body." 

Some persons who are depressed may need 
stronger therapy to lift their moods, however. 
Electroconvulsive therapy (electric shock) is 
sometimes used as a treatment for depressed 


patients. This therapy produces a grand mal 
seizure in the patient such as a person with 
epilepsy might have. Often a sedative is given 
about a half hour before the treatment, and 
usually an intravenous injection of a muscular 
relaxant, such as suxamethonium chloride, is 
given just a little while before the treatment. 
The muscular relaxant lessens the severity of 
the contractions the person has during the con- 
vulsion. The sudden jolt of electricity passing 
through a person's brain has the effect of lifting 
a depression. This is believed to result because 
the treatment increases the level of norépineph- 
rine in the brain; a deficiency of this substance 
has been correlated with the symptoms of 
depression. Electroconvulsive therapy has 
proved to be an effective therapy in combination 
with psychotherapy for many depressed pa- 
tients. The person usually sleeps immediately 
after the treatment, and he may be confused for 
a few hours afterward. The therapy is given up 
to three times a week for a period of a few 
weeks," 

Also, some drugs are used as antidepressants. 
The rationale for their use, as with electric shock 
treatment, is an increase in the level of norepi- 
nephrine in the brain. Drugs such as Marplan 
(isocarboxazid), Nardil (phenelzine sulfate), and 
Tofranil (imipramine hydrochloride) are among 
the commonly used antidepressants. Some of 
these drugs may cause untoward symptoms. 
such as restlessness, insomnia, headache, jaun- 
dice, and postural hypotension. The nurse 
should be aware of the possible side effects of 
the particular drug that is being used. 


PROVIDING SPIRITUAL COUNSEL 


Most people have some type of religious phi- 
losophy. In spite of the highly publicized trend 
toward secularism in the twentieth century, var- 
ious studies show that from two thirds to nine 
tenths of the population of the United States 
profess a belief in a Supreme Being. Moreover. 
at a time of illness many nonprofessing persons 
look for spiritual guidance and consolation. 

The spiritual needs of patients involve an- 
swers to such questions as: Who am I? What am 
I like? What kind of world is this? These highly 
personal questions often become urgent at a time 
of illness, when the patient finds himself with 
time to think about himself and the world about 
him. Shut off from everday concerns, some pa- 
tients tend to question their entire system of 
values. 

Some people look for an answer to why they 
are ill. They may look for moral significance to 
their illness and hope that religious doctrine 
will provide the solution. Other patients look 


for spiritual guidance to assist them in accepting 
their new role in the family. For example, the 
husband who normally supports his family but 
has become dependent upon his wife's earnings 
while he is ill may face a severe test. The 
acceptance of such changes in established roles 
and life patterns can be one of the most difficult 
adjustments a person must make. 

Sometimes a persori’s values in life change 
with illness; often his horizons grow smaller, 
and his bed becomes his domain. Spiritual be- 
liefs can help such a patient to accept his illness 
and plan for the future. They can help him 
maintain a realistic perspective of himself and 
his relationship to the world about him. They 
can give him that inner strength which is closely 
interwoven with emotional health and physical 
well-being. 

Religion is a social as well as a spiritual 
institution within society. Most societies have 
developed some form of religion, which then 
serves as an integrative force within the society. 
Traditionally, the established religions have 
been concerned with ethics and moral behavior. 
Many established religions, however, have 
broadened their activities to include other areas, 
such as recreation centers for all age groups. 
Such centers offer the people of the community 
opportunities to find new interests and to join 
groups with which they can identify and in 
which they feel accepted. 

Most churches have special programs for 
youth groups designed to help adolescents and 
young people with their particular problems as 
well as programs for older people to help them 
with their special problems. “Drop-in centers" 
and other variously named gathering places are 
operated by a number of denominations. Some 
of these are intended to cater to the needs of 
young people, and others are designed to serve 
people of all ages. 


Spiritual Beliefs and IlIness 


Spiritual beliefs, then, often help a patient at 
a time of stress. Some patients look to religious 
philosophy to explain illness; others look upon 
illness as a test of faith. Viewed in this light, 
illness and injury are usually accepted with 
forbearance and pose little threat to religious 
belief. 

Still others interpret disease as God's punish- 
ment. “What have I done to deserve this?” they 
may ask. People who believe this interpretation 
attach a moral significance to disease, and they 
reason that because they have sinned they are 
being punished. They often believe that through 
prayers, promises, and penance the cause of the 
disease will be treated. To them the physician 
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treats only the symptoms. When a patient who 
believes this gets well, therefore, it is an indi- 
cation that as a sinner he has been forgiven. On 
the other hand, should he die, his family either 
accepts his death as God's punishment or finds 
it to be unacceptable and unjust. 

There are situations in which religious beliefs 
can be a hindrance to therapy and to helath. 
Some religious groups tend to exalt faith and to 
disregard science. For example, many practicing 
Jehovah's Witnesses are by doctirne not permit- 
ted to have blood transfusions. The Church of 
Christ, Scientist, teaches spiritual healing; thus, 
when a practicing Christian Scientist seeks a 
physician's help, he may feel guilty because the 
prayers to relieve his symptoms were inade- 
quate. He rarely blames his beliefs for the lack 
of cure, even when these beliefs may have 
caused him to delay his visit to a physician and 
his condition has worsened considerably during 
this time. 

Generally speaking, religion helps people to 
accept illness and plan for the future. It can help 
a person to prepare for death, and it can also 
strengthen him during life. For example, the 
Christian belief of eternal life can help a patient 
face death more serenely. On the other hand, 
the Christian religion offers an interpretation of 
life that is based upon love and thus can also 
strengthen a person in his daily life. 

A discussion of illness and religious philoso- 
phy would not be complete without mentioning 
faith healing. This is an area that has received 
considerable publicity and research. There are 
religious organizations that are active in faith 
healing, for example, some evangelical groups. 
Although claims that support divine healing as 
the sole factor in any reported cure are difficult 
to prove, one cannot rule out religion as an 
integral part of patient therapy. 

Generally nurses and physicians recognize the 
importance of spiritual counsel as a part of a 
patient’s therapy, and pastors recognize the 
close relationship between spiritual, emotional, 
and physical needs. 


Identifying the Spiritual Needs of the 
Patient 


Spiritual needs, as we have noted, often be- 
come particularly apparent during a time of 
illness. In the hospital, it is usually the nurse 
who recognizes patients who would |. * spirit- 
ual guidance, and it is also the nurse's respon- 
sibility to make availble to the patient the 
sources of spiritual help. 

Some patients bring articles with them that 
have a religious significance, and from these a 
nurse often can gain some idea of the importance 
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that religious belief holds for a particular pa- 
tient. For example, a Roman Catholic patient 
might have a rosary or a medal; an Episcopalian 
might have a prayer book. 

Nurses should remember that there are pa- 
tients who are not associated with any particular 
religious group. To them, spiritual need and 
spiritual belief are highly personal matters. Oth- 
ers are frankly agnostic, and for them any reli- 
gious appeal would probably have a negative 
effect. Still others find the visits of a religious 
representative to be a source of discomfort rather 
than comfort; for example, a person might not 
like the particular hospital chaplain or the reli- 
gious denomination that he (or she) represents. 
A nurse should cautiously assess the patient's 
attitude toward religion and his spiritual needs 
before she proffers suggestions or help. 

Some patients who may want spiritual coun- 
seling include: 


1. Those who are lonely and have few visitors. 
The perceptive nurse will hear a patient express 
loneliness in obscure ways as well as in obvious 
terms. The patient who continually has his sig- 
nal light on to call the nurse may really be 
saying “I am lonely. Please stay with me." The 
nurse can also identify the lonely patient by 
making her rounds of the nursing unit during 
visiting hours. At this time she has an opportu- 
nity to meet patients’ families and she can note 
those who do not have visitors. Patients whose 
homes are in distant communities may be lonely 
because their families and friends are far away. 

2. Those who express fear and anxiety. Some 
people will state frankly that they are afraid. 
Others express their fears by their questions, 
silence, body tension, ar facial expression. The 
taut, pale face and the anxious eyes often express 
fear as emphatically as words. 

3. Those whose illnesses are directly related 
to emotions or to religious attitudes. Because of 
guilt feelings, occasionally related directly or 
indirectly to religious doctrine, some people 
might develop physical symptoms of illness. An 
example is the single woman who becomes preg- 
nant and, as a result, feels that she faces religious 
and social condemnation. 

4. Those who are undergoing surgery. People 
who face operations are often afraid, and their 
fear is not necessarily related to the seriousness 
of the operation. Many people fear anesthesia, 
body disfigurement, pain, or even body expo- 
sure, but above all they fear death during sur- 
gery. 

5. Those who may have to change their pat- 
tern of life as a result of illness or injury. Some 
people take great pride in their independence, 
and the prospect of any degree of dependence 
upon others is frightening. Some people worry 


about their changing roles within their families 
or their ability to earn a living. Illness and injury 
often necessitate abrupt changes in established 
living patterns that must be met by both the 
patient and his family. 

6. Those who seem to be preoccupied with 
the relationship of religion and their health. 
Such patients may be seeking the reason for 
their illness in religious doctrine or may be 
trying to explain their illness in terms of reli- 
gious philosophy. 

7. Those who are unable to have a clergyman 
visit or who would not normally receive pastoral 
care. People who come from distant communi- 
ties may not know a pastor in the immediate 
area. Other patients may not belong to religious 
groups in the community, but at a time of illness 
they may want spiritual counsel. 

8. Those whose illnesses have social impli- 
cations. For example, the person who has had 
disfiguring surgery may feel that the hospital 
chaplain represents social acceptance or social 
rejection, and acceptance by the community may 
be important to his future plans. 

9. Those who are dying. Facing death, the 
patient may be filled with uncertainty and worry 
about his family. Spiritual guidance can often 
help him to meet death, and it can help his 
family accept his death and plan for the future. 


The Nurse and Spiritual Guidance in 
the Hospital 


The nurse can play an important role in pro- 
viding the patient with spiritual support. One 
of her most important activities is identifying 
people's spiritual needs. To do this effectively 
the nurse must take time to listen to the patient 
and to ascertain his emotional status. Usually a 
patient is not looking for answers from the nurse; 
he is looking for acceptance and help while he 
thinks out answers for himself. 

Pastors appreciate referrals from nursing per- 
sonnel and usually welcome the nurse's obser- 
vations regarding the patient's spiritual needs. 
Most members of clergy prefer to look after these 
needs themselves, however, and nursing respon- 
sibilities are usually limited in this regard. 

If the nurse feels competent and comfortable 
in helping to meet the patient's spiritual needs, 
she can assist him by helping him to read from 
the Bible, if he so desires. For example, if the 
patient is unable to read himself, the nurse can 
read to him. If the patient can do his own 
reading, the nurse can arrange privacy for him. 
Most hospitals provide Bibles, either at each 
bedside or at the nursing station or hospital 
library. 

In addition to the Bible and prayer books, a 


great deal of religious literature is available. 
Religious tracts, for instance, are published by 
many groups. Since tracts are often designed to 
meet specific needs, particular tracts can be 
selected to meet particular circumstances. 

Prayers are the fourth area in which the nurse 
can help patients. Prayer takes many forms; to 
many it is a means of reaching God. However, 
prayer does not always involve a sense of mu- 
tuality; for example, in Buddhism, Gautama is 
regarded as unconscious and inaccessible. 

One patient may prefer to pray silently, and 
to him prayer is a highly personal activity. 
Another may like the nurse to say a prayer for 
him, and this becomes a source of considerable 
comíort. Prayers need not be long; a simple, 
sincerely stated prayer can be as comforting as 
a lengthy one.'*^ A simple evening prayer that 
can be readily learned by the nurse is: 


O Lord, support us every hour of our lives until the 
evening comes and our work is done. Then grant us 
your mercy, holy rest, and peace at last, through Jesus 
Christ our Lord. Amen. 


If the nurse does not feel comfortable praying 
with the patient or reading to him from the 
Bible, it is quite acceptable for her to suggest 
that someone else do this. Most clergymen are 
happy to assist the patient in these matters, and 
the nurse may refer the patient to the pastor of 
his faith. 

There are many people in the United States 
and Canada who subscribe to faiths other than 
the ones we have mentioned, for example, per- 
sons from Viet Nam or the Middle Eastern coun- 
tries. It is helpful to have on file the name of 
someone who is familiar with the individual's 
religion, e.g., a social worker or a resident in the 
community from the same country or region 
who is willing to make hospital visits to provide 
spiritual comfort. 


The Hospital Chaplain 


The hospital chaplain may be a minister, 
priest, rabbi, or other member whose chief 
charges are the patients in a hospital. Large 
hospitals frequently have full-time chaplains 
representing several faiths. The Protestant faith 
is usually represented by ministers of various 
denominations, for example, Episcopalian, 
Methodist, Baptist, and Congregationalist. The 
Roman Catholic faith is represented by the 
priest, the Jewish faith by the rabbi. Small hos- 
pitals may not have chaplains but, like their 
larger counterparts, they extend liberal visiting 
privileges to the representatives of the estab- 
lished religions in the community. 

When the hospital chaplain or pastor comes 
to see a patient, he or she usually checks with 
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The chaplain's visit is a source of comfort to many 
patients. 


the nurse to make sure the visit is convenient 
for the patient. At this time the nurse is afforded 
an opportunity to give him information that may 
help him in counseling the patient. She can also 
tell him the names of other patients who want 
him to visit. Hospital chaplains and community 
pastors are generally available day or night, and 
they often leave their telephone numbers with 
the nurse so that they can be called at any time. 
It could be imperative, for example, to call a 
priest quickly for a dying Roman Catholic pa- 
tient. 

Some hospitals have chapels in which reli- 
gious services are held regularly for the patients 
and their families. The services are usually con- 
ducted by the hospital chaplain or by the pastors 
from the community. Patients who would like 
to attend these services should be helped to do 
so if it is possible. They may involve rearranging 
nursing care activities. 

The hospital chaplain is an important member 
of the health team. He is often described as a 
physician of the soul. His knowledge and his 
spiritual guidance are important adjuncts to 
medical care. The hospital chaplain can help 
people clarify their anxieties and accept illness 
The community pastor often maintains Liaise= 
between the hospital patient and his family ==- 
can lend his support when the patient rez-—: 
home. He can also assist sometimes 5v i--—- 
preting medical instructions for the pe=+=7 
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tbe health team. For example, his knowledge of 
religious dietary preferences can be helpful to 
tbe dietitian when she plans a patient's menu. 
The importance of baptism in Roman Catholic 
doctrine is particularly relevant for nurses in 
the delivery room. The hospital chaplain can 
also provide spiritual advice to members of the 
hospital staff. Counsel at a time of stress can 
often help a nurse to be more effective in helping 
patients and their families. 

The hospital chaplain also administers the 
sacraments to patients in the hospital. Through 
the sacraments, both the patient and his family 
receive spiritual strength and solace. The spe- 
cific sacraments of the Roman Catholic, Hebrew, 
and Protestant faiths are discussed in the follow- 
ing section. 


Specific Religious Customs 


The Jewish Faith. Most patients who belong to 
the Jewish faith belong to the reform, conserva- 
tive, or orthodox groups. Not all Jewish people 
follow the same practices, so the nurse will need 
to be sensitive to the patient's individual wishes. 
Generally the Jewish patient who follows ortho- 
dox doctrine will adhere most closely to certain 
dietary and religious customs. The patient him- 
self, his family, or the rabbi will assist the nurse 
regarding doctrinal customs. 

The rabbi is the pastor of the Jewish congre- 
gation. Many Jewish patients like to have their 
own rabbi visit them when they are ill. He 
provides spiritual counsel to the patient and his 
family. 

To the Hebrew people the act of circumcision 
is a religious rite. It marks the entrance of the 
male child as a potential citizen to the commu- 
nity. It should take place on the eighth day after 
birth of a male child; at the conclusion of the 
geremony the child is named. Circumcision is 
called Brith Milah in Hebrew. The elaborateness 
af the ceremony depends on the preferences of 
the family. Ten Jewish men must always be 
present, including all the male members of the 
infant’s family. Following the circumcision 
there may be a reception for the members of the 
family and their friends. The nurse will be 
instruc əd in advance by the rabbi or the mohel 
(one w q performs the circumcision) as to what 
equip. t will be required for the ceremony. 

Upon he death of a Jewish patient, the rabbi 
should i : notified if the family is not present. 
He w ll arrange for the patient's burial. There is 
no need to be concerne? about baptism, since 
the Jewish faith does no. practice this rite. 

The orthodox Hebrew patient may follow cer- 
tain dietary regulations. Jewish doctrine forbids 


te 


the eating of certain foods, including any part of 
the pig. In addition, certain other foods may be 
eaten only when they are specially prepared. 
The permitted foods are called kosher. They 
include the meat of animals that are ruminants 
and have divided hoofs, such as cows and sheep. 
Kosher fowl are fowl that are not birds of prey, 
and kosher fish are fish with scales. Example of 
kosher fowl are chicken and duck; salmon and 
sardines can be classed as kosher fish. All shell- 
fish, such as clams, oysters, and lobster, are 
prohibited. Meat dishes may not be eaten at the 
same meal with dishes containing milk, cream, 
or butter. 

In order for meat to be considered kosher the 
animals must be slaughtered and the meat pre- 
pared in a special manner. No special precau- 
tions are required for vegetables. If a hospital is 
not prepared to provide kosher meat, other pro- 
tein foods such as vegetable protein products 
can be substituted. Often a patient’s family will 
arrange to provide kosher food if the patient is 
anxious about this. The nurse will need to in- 
struct the family regarding any special dietary 
requirements for the patient. 

There are other dietary regulations that apply 
at the time of the Passover. At this time a Jewish 
patient may refrain from eating leavened food, 
for example, bread. The rabbi can arrange to 
have special Passover matzo (unleavened bread) 
brought to the patient. Any Hebrew patient can 
be excused from strict dietary customs when he 
is ill. If the patient is concerned about this, the 
nurse can notify the rabbi and he will explain 
this to the patient. 


The Roman Catholic Faith. The Roman Cath- 
olic faith recognizes several sacraments that 
have particular importance for nurses. In the 
Roman Catholic Church, God is conceived to be 
a God of mercy and grace, which are mediated 
through the church. The sacraments are signs 
and seals of God’s expression to His people, and 
through them a person attains a state of grace, 
which is necessary for salvation. Baptism is the 
first of the sacraments to be administered to an 
individual. Because it is necessary for an infant 
to be baptized in order to receive salvation, it is 
very important to see to it that an infant in 
danger of death is baptized. According to Roman 
Catholic doctrine, an infant has a soul from the 
minute of conception; therefore a fetus at any 
stage of development must be baptized if it is 
born. 

A nurse can perform a baptism by pouring 
water on the head of the child aad at the same 
time saying, “I baptize thee in the name of the 
Father and of the Son and of the Holy Spirit." 
There are forms used in hospitals to recora 


baptism of an infant, one of which is integrated 
into or attached to the patient's record; the 
duplicate is sent to the pastor of the family. 

Holy Communion is another sacrament of the 
Roman Catholic Church. Patients are allowed 
water and medications prior to communion, as 
well as essential medical procedures up to the 
time of receiving communion. The patient 
should not take solid food or liquids other than 
water for an hour before receiving communion. 

When Holy Communion is requested by the 
patient, the Catholic chaplain of the hospital is 
called, or a priest from the church which serves 
the hospital. In either instance, a clean towel is 
used as a cover on top of the bedside table, on 
which the nurse places a glass of water and a 
spoon. Hospitals usually have a communion set 
on each floor which is taken into the patient's 
room and left for the use of the chaplain or 
visiting priest. Privacy is to be observed for the 
patient and the priest during the communion 
service. 

The Anointing of the Sick is a sacrament that 
is performed for many patients. Formerly known 
as Extreme Unction or last rites, it used to be 
given only to the person who was in danger of 
dying. Now, however, it is interpreted as an aid 
to healing and a source of strength. It may 
therefore be received by a patient one or more 
times for each illness, and may be received 
several times in a lifetime. 

It is felt that this sacrament should be admin- 
istered when the patient is conscious, although 
it can be administered to the unconscious pa- 
tient. It can be performed any time of the day or 
night. The priest anoints the eyes, ears, nostrils, 
lips, hands, and feet with oil, for which cotton 
balls should be provided. Hospitals have a form 
for the priest to sign after he has administered 
this sacrament; the form is then attached to or 
integrated into the patient's record. 

Even if a patient of the Roman Catholic faith 
dies without receiving the Anointing of the Sick, 
a priest should be called. He can administer the 
sacrament immediately following death, thus 
providing a source of comfort to the patient's 
family. 

With the revisions in dietary practices for 
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Roman Catholics, meat may be eaten on Friday, 
except during the season of Lent. Hospitals usu- 
ally have a choice of meat or fish on the Friday 
menu and, during Lent, on the Wednesday menu 
also. The patient is free to select- whichever he 
or she wishes, unless there is a special diet 
prescription. 


The Protestant Faith. The Protestant faith in- 
cludes many denominations; Methodists, Bap- 
tists, Presbyterians, Episcopalians (Anglicans), 
and Congregationalists are but a few of the larger 
groups. Most Protestant patients prefer the chap- 
lain of their own church, but in an ernergency 
the chaplain of another denomination can often 
help. 

The sacrament of baptism is performed in 
most Protestant denominations. Some denomi- 
nations practice baptism in infancy; others bap- 
tize at the age of understanding, often when a 
child is 12 years old. For a few Protestants, 
baptism is a necessity before death. 

Some Protestant denominations hold Holy 
Communion, and for many patients this can be 
a strengthening spiritual food. For this sacra- 
ment the clergyman requires a table in the pa- 
tient's room to be cleared and furnished with a 
clean white cloth. It is preferable if the patient 
can assume a sitting position and, of course, 
privacy should be provided during the service. 
In communion the patient partakes of wine and 
bread; the wine represents the blood of Christ 
and the bread represents the body of Christ. 
Some Protestants consider this rite to be a 
cleansing of the soul from sin. 

A few Protestant churches, the Episcopal 
Church for example, are placing increasing em- 
phasis upon anointing, and for this rite privacy 
is important. 

Some Protestants have dietary customs. Some 
are vegetarians and some do not drink tea o: 
coffee—for example, members of the Mormo. 
Church. Other people do not smoke or drink 
alcoholic beverages because of religious doc 
trine. During Lent, some Protestants practice . 
variety of dietary restrictions. Generally spea - 
ing, however, most Protestant's eating habits ave 
not restricted by religious doctrine. 


ie 


GUIDE TO ASSESSING ANXIETY AND DEP "ÉSSION 


1. What do you know about this patient as an individual? How old is he? What does 
he do for a living? What family does he have? 


2. What is tlle patient's health problem? 


x 


3. What are some of the possible sources of stress this patient may have? 


^4. Does the patient express any fears or worries verbally? 
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5. 


Does the patient appear to treat his illness very lightly? That is, does he laugh 
and joke a lot about his condition? 


. Is there evidence that the patient has been crying? 
. Is the patient demanding, complaining, or hostile toward the staff? 


. Does the patient show physical signs or symptoms of anxiety or depression? For 


example, is his pulse rate above normal in the absence of a known physical cause 
for it? Is there evidence of muscular tension? What is the patient's appetite like? 
Is he constipated? Does he have diarrhea? What is his appearance like? his gait? 
his posture? 


. Are his talk and movements slowed down? speeded up? 
. Does he talk easily about his social or emotional problems and physical symptoms, 


or is he reluctant to talk? Does he talk in a monotone? 


. Does talking seem to help him? 

. Is he interested in a variety of topics? 

. Can he enjoy reading a book or watching television? 

. Is his mood better in the morning? in the evening? 

. Is the patient lonely? 

. Does the patient have activities to occupy his time? 

. What resource people might be able to help this patient? 
. Is religion important in the patient's system of values? 


. Does the patient feel spiritual counsel would help his health and well-being? Or 


does the patient indicate that he does not want assistance with spiritual needs? 


20. Does the patient have specific spiritual needs with which members of the health 


team can be of assistance? 


GUIDE TO EVALUATING THE EFFECTIVENESS OF NURSING 
INTERVENTIONS 


1. 


0 a 4^» co N 


N 


Have the physical and behavioral manifestations of anxiety or depression lessened, 
or disappeared? For example, is the anxious patient's facial expression more calm 
and relaxed? Is his muscular tension reduced? Is his agitation less? Is the depressed 
patient more animated? Does he take more interest in his appearance? Does he 
socialize more with others? 


. Are the person's speech and voice patterns more normal? 


. Does he sleep well at night? 


. Does he say that he is feeling better? 


. Is he eating well? Has he gained weight? 


. Have distressing symptoms that he has had, such as diarrhea, constipation, urinary 


frequency, urinary retention, or headache, disappeared? 


. Has the chaplain, rabbi, or priest been notified if he is needed? 


8. Does the patient have access to the Bible or other religious literature in accordance 


with his wishes? 


. Is the patient accorded the privacy and facilities required to fulfill his religious 


needs? 
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STUDY SITUATION 


Julie Allen is an attractive, 22-year-old airline stewardess. She thoroughly enjoys her 
job and the benefits she receives through working for an airline. Although planning 
to be married next month, Julie intends to continue working for another few years 
before raising a family. In a routine physical examination, Julie’s physician detected 
some evidence of tissue changes which could be indicative of early cervical cancer. 
He has suggested that she be admitted to hospital for further diagnostic tests. Julie is 


very upset. 


1. For what reasons would Julie be upset? 


2. What physical manifestations of anxiety might the nurse observe in Julie? 


3. When Julie is admitted to the nursing unit in the afternoon before surgery, she is 
very restless and talks constantly. She follows the nurse around and laughs and 
jokes about her work as an airline stewardess. She tells the nurse she just cannot 
sit in her room and it is too early to go to bed. What can the nurse do to help 


Julie? 
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The Nurse Should Be Able to: 


€ Discuss the five stages of dying 

* Discuss her own reactions to death and dying 

© Assess the needs of the dying patient and his family 

* plan and implement appropriate nursing interventions to assist 
the patient and his family to meet their needs 

Evaluate the effectiveness of nursing interventions 


TERMINAL ILLNESS 


INTRODUCTION 


Inextricably involved in nursing is the pres- 
ervation of life, the alleviation of suffering, and 
the restoration of health. Our society exalts 
health, life, and youth. Death is a subject that 
generally is avoided; even when it is imminent, 
it is frequently denied. Yet death is a not infre- 
quent occurrence on hospital wards or among 
the sick in the community. Nurses and physi- 
cians, by the very nature of their work, encoun- 
ter the presence of death more often than most 
people do in the normal course of their lives. 

The frequency of the encounter does not, how- 
ever, make it easy to deal with. The care of the 
terminally ill patient and the comforting and 
consoling of the patient's family, whether death 
is sudden or follows a lengthy illness, presents 
one of the most difficult situations in nursing 
practice. It is particularly distressing for the 
young student who has possibly never been face 
to face with the realities of death before in her 
life. However, the five stages of dying (described 
below) are typical stages of individual or group 
adjustment to any calamity. Flunking a test, auto 
accidents, divorce, breaking up with a loved 
one, environmental disasters, and loss of a limb 
or a vital body part are a few examples of 
common occurrences "handled" in the same 
way as physical death. Thus, the student's own 
natural feelings of grief over the loss of the 
patient are something she has to work through 
in much the same way as the patient and his 
family do. It is helpful, then, if she understands 
the nature of the process of grieving so that she 
is better able to handle her own reactions and 
to help the patient and his family to meet their 
needs. 


THE STAGES OF DYING 


In her book, On Death and Dying, Elisabeth 
Kübler-Ross suggests that there are five stages 
that most people go through when they learn 
that they are going to die. These are: denial, 
anger, bargaining, depression. and acceptance.’ 


CHAPTER 


The first stage is one of nonacceptance. This 
is not happening to them! Surely, there must be 
some mistake. Often the patient seeks reassur- 
ance from the nurse and questions her regarding 
what the doctor has said. While the decision of 
what to tell the patient belongs to the physician, 
and the nurse accepts his guidance in this area, 
she should know what the patient and his family 
have been told so that she can provide support. 
Throughout the denial state, the nurse must 
accept the fact that the patient is not yet ready 
to acknowledge the seriousness of his illness. 
Some patients maintain this denial up to the 
point of impending death, and continue to talk 
optimistically of future plans and of what they 
are going to do when they get better. Nursing 
personnel often mistakenly admire this type of 
behavior, considering that the patient is being 
“very brave,” although in fact, it is usually more 
difficult for this patient when the time comes 
when he can no longer deny that death is near. 
Many patients, however, are aware of their prog- 
nosis, even though they have never been told in 
words, and yet they may pretend not to know. 
Often, they maintain a facade of cheerfulness for 
the benefit of their families, whom they sense 
are uncomfortable talking about death, or be- 
cause they feel that they are expected to behave 
in this manner by the hospital staff. For these 
patients, it is frequently a relief to drop the 
fagade in the presence of someone who under- 
stands what they are going through. It should be 
pointed out, however, that most patients appear 
to prefer to hold onto some hope—that a new 
cure may be found or a miracle happen, even 
though they do not rationally expect onr 

Once the person has passed the stage of denial, 
he usually goes through an understar ble pe- 
riod of anger and hostility. Why shoulu this be 
happening to him? What did he do to deserve 
this punishment? At this point, the patient often 
lashes out at those nearest to him—the physi- 
cians, the nurses, the hospital, his family. He 
may be highly critical of the care he is receiving. 
If the nurse is aware that there is nothing per- 
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sonal in his attack, that he is in reality angry at 
God and whatever fates there be rather than at 
those who are caring for him, it is easier for her 
to have patience and tolerate his behavior. The 
patient's family will usually go through this 
stage of anger and hostility also, and may take 
out their feelings on the staff. It is helpful to 
remember that this too is a normal reaction and 
one that the nurse should not counter with 
defensiveness or hostility. 

The third stage of dying is often one of bar- 
gaining. From early childhood, one is taught 
that good behavior is rewarded and bad actions 
are punished. Therefore, promising to be very 
good may bring about a reversal of the decision 
that death is due. The nurse may hear the patient 
say that he would do anything—repent his sins, 
make up for previous errors — if he can just live 
a little longer or, perhaps, have a day free of 
pain. The nurse is probably personally familiar 
with the bargaining process; she has perhaps 
stated to herself or prayed that if she could just 
pass this exam she would faithfully study every 
night in the future. 

When the patient realizes that his bargaining 
efforts are of no avail, he usually enters into a 
depressed phase. This again is a normal reaction, 
as the individual contemplates all that he has 
held dear in life and mourns its loss. During 
this stage the patient may be very concerned 
about how his family is going to manage when 
he is gone, and he may be anxious to “put his 
affairs in order." Sometimes it is difficult for 
him to discuss these matters with members of 
his family, who frequently react very emotion- 
ally to any talk of death. In this case, a third 
party such as the chaplain, a social worker, or a 
close friend of the patient may be the best person 
to deal with these practical concerns. During 
this stage of depression, the patient may not 
want to talk a great deal. He may wish to see 
only those nearest and dearest to him. Because 
of his withdrawal, however, the nurse should 
not take it for granted that he wishes to be left 
entirely alone. The presence of someone who 
sympathetically cares for him is reassuring. 
Many hospitals permit a member of the family 
to stay with a patient who is seriously ill, or 
family members to visit as often as they wish. A 
terminally ill patient is often placed in a single 
room so that the patient and his family may 
have privacy. Yet often this contributes to the 
patient's sense of isolation. By stopping in to 
see the patient at frequent intervals, if he has no 
family members with him, or spending time 
with him as her schedule permits, the nurse can 
help to overcome the patient's feelings of isola- 
tion. 


The final stage of the dying process comes 
when the patient has accepted that he is going 
to die soon and he is prepared for it. By this 
time, the patient is usually tired but at peace. 
At this stage, it is the patient's family who 
usually require the most support. Patients' fam- 
ilies react to death and dying in a variety of 
ways. They too go through the same stages as 
the patient does, but not always at the same 
time. When relatives are with a terminally ill 
person, they are often at a loss as to what to say 
and how to act. It is not uncommon to see even 
imminent death denied by a family. The nurse 
can often help the family by such actions as 
ensuring them privacy, permitting them access 
to the patient, and showing them small kind- 
nesses in ministering to their comfort as well as 
to the patient's. 

It is important to the family that they feel the 
patient is receiving the best care possible. Help- 
ing the patient to die in a dignified and peaceful 
manner is perhaps one of the most valuable 
contributions the nurse can make to the comfort 
of both the patient and the members of his 
family. 

At times, it is up to the nurse to tell the family 
that a patient has died. It is best told to the 
family group in privacy. The nurse should an- 
ticipate that they will be upset and will look to 
her for supportive understanding. Many agen- 
cies have a small prayer room or a chapel where 
the nurse may take grieving families so that they 
can be alone for a while. With all cultural 
groups, there are certain rituals that are per- 
formed at the time of death, and these help the 
family to work through their grief. The nurse 
should be aware of these rituals and make pro- 
visions to ensure that they can be carried out. 
Often, family members will want to go in and 
pay their last respects to the dead person, and 
this should be permitted. Some ethnic groups 
expect that members of the immediate family 
will be very vocal in their outpouring of grief. 
With others, a more stoical behavior is expected. 
Regardless of the cultural background, however, 
the death of an immediate family member is one 
situation in which crying is considered not only 
permissible but helpful in the grieving process. 

The Dying Person's Bill of Rights, shown on 
page 691, summarizes the needs of the termi- 
nally ill patient. 


THE EXPERIENCE OF DEATH AND 
DYING 


Kübler-Ross, after considerable experience in 
counseling patients on death and dying, decided 


THE DYING PERSON'S BILL OF RIGHTS* 


I have the right to be treated as a living human 
being until I die. 


I have the right to maintain a sense of hopefulness, 
however changing its focus may be. 


I have the right to be cared for by those who can 
maintain a sense of hopefulness, however chang- 
ing this might be. ` 


I have the right to express my feelings and emo- 
tions about my approaching death in my own 
, Way. 


I have the right not be deccived. 


I have the right to have help from and for my 
family in accepting my death. 


I have the right to die in peace and dignity. 


I have the right to retain my individuality and not 
be judged for my decisions which may be con- 
trary to beliefs of others. 


I have the right to participate in decisions concern- 
ing my care. 


I have the right to expect continuing medical and 
nursing attention even though "cure" goals must 
be changed to “comfort” goals. 


I have the right not to die alone. 
I have the right to be free from pain. 


I have the right to have my questions answered 
honestly. 


I have the right to discuss and enlarge my religious 
and/or spiritual experiences, whatever these may 
mean to others. 


I have the right to expect that the sanctity of the 
human body will be respected after death. 


I have the right to be cared for by caring, sensitive, 
knowledgeable people who will attempt to un- 
derstand my needs and will be able to gain some 
satisfaction in helping me face my death. 


*This Bill of Rights was created at a workshop on “The 


Terminally Ill Patient and the Helping Person," in Lansing, 
Mich., sponsored by the Southwestern Michigan Inservice 
Education Council and conducted by Amelia J. Barbus, 
associate professor of nursing, Wayne State University, 
Detroit. 


to record her patients' experiences in a book she 
called On Death and Dying. Another author, 
Raymond Moody, also organized the testimony 
of many people who had technically died and 
come back to life. The title of his book is Life 
after Life.’ 

Testimony regarding the death experience fol- 
lows a similar pattern. The person describes the 
accident or hospital scene: he has had the heart 
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attack or other injury, leaves his body, and can 
see himself below (as if he were floating on an 
astral plane). He can see people working trying 
to revive him, and he experiences their concern. 
Often at this point he returns to his body and 
comes to consciousness. He may have already 
been pronounced dead. Many report that while 
they were unconscious they were moving 
through a tunnel toward a light; there were 
figures around them that they could recognize 
and even communicate with. Sometimes they 
were told that it was not time for them to die, 
and they returned to life. This type of experience 
seems to have an effect on the type of life the 
individual leads afterward. He appears to have 
a renewed vitality and a sense of purposefulness 
in living. One man reported that during a heart 
attack, when he was under surveillance in an 
intensive care unit, he died and returned to his 
body 16 times. 

There may be an accompanying feeling of 
regret on waking up in this life. One person 
reports of her experience: “I only recall that I 
moved through a space which was all light and 
love, toward the source of it. I received the 
message "There's something you have to finish; 
you're going back.' I really didn't want to go 
back—but I felt myself coming down to my body 
again."* Records of this type of experience are 
not new. There is a book called The Tibetan 
Book of the Dead that was written to guide the 
dying through the passage of death hundreds of 
years ago. 

Some Western critics attribute the experience 
of floating above the body while unconscious to 
the effects of anesthetic drugs. However, there 
is no adequate physiological explanation of why 
each person experiences the same effects or 
pattern of events. There seems to be a direct 
continuity between what a person experiences 
during lifetime and experiences in the next di- 
mension (upon death). 


COUNSELING CHILDREN AND 
RELATIVES 


Dr. Ross's first experiences with death came 
from her early visits to the Nazi concentration 
camps. As a young woman traveling in Europe 
after the war, she saw the inscriptions made by 
children on the walls of the buildings where 
they were imprisoned. They drew butterflies. . . . 
It was their simple statement about death and 
the freedom of the spirit. Ross resolved to be- 
come a doctor. Many years later, while working 


*Recounted personally to the author. 
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in the United States, she received calls asking 
her to counsel dying children and their relatives. 
She became a specialist in this area, setting up 
an office in her kitchen, where children would 
feel most at ease. During appointments, she 
talked with the children over a cup of hot 
chocolate, with a fire going in the background. 
They talked about death, and the children drew 
pictures of the form they felt they were going to 
take. She used the analogy of the children from 
the camps, the butterfly leaving its cocoon, to 
explain the process of dying. The children 
seemed to accept the concept of dying easily; 
their main concern was for the relatives they 
were going to leave-—how would they cope with- 
out them? In such a manner, Dr. Ross was able 
to facilitate greater understanding on the subject 
of death for both patients and professionals. 
Many have gone on to work in the same area of 
counseling. 


THE SPIRITUAL NEEDS OF THE 
TERMINALLY ILL PATIENT 


Terminally ill patients have many needs: emo- 
tional, spiritual, and physical. Perhaps the need 
that can best guide the nurse is the need of a 
patient to die gracefully. In describing a way to 
acquire a positive approach to death, Cicely 
Saunders advises us “to look continually at the 
patients, not at their need but at their courage, 
not at their dependence but at their dignity.” 

In gaining the strength and courage to face 
death with dignity many people find their reli- 
gious beliefs of inestimable assistance. Often 
patients and their families seek support from 
representatives of their religious faith. Even pa- 
tients who profess not to believe in a Superior 
Being may find the visits af a chaplain comfort- 
ing. The nurse is frequently the person who first 
tdentifies the spiritual needs of the patient, and 
she may be called upon to act as a liaison 
between the patient and the chaplain. Many 
hospitals maintain a list of clergyman of the 
different faiths who may be called if the patient 
does not have his own spiritual counselor, or 
the habpital may have its own chaplain. Nurses 
too maj feel the need to talk over their feelings 
about leath and the dying patient with someone 
and of én find the chaplain a helpful person in 
this regard. 


THE PHYSICAL NEEDS OF THE 
TERMINALLY ILL PATIENT 


The physical needs of the dying person are 
similar to the needs of any seriously ill patient. 


Unless death occurs suddenly, there is usually 
a progressive failure of the body’s homeostatic 
mechanisms as the individual becomes weaker. 
The following changes take place: 


1. Loss of muscle tone 

2. Progressive cessation of peristalsis 
3. Slowing of blood circulation 

4. Labored respirations 

5. Loss of the senses 


Loss of muscle tone is usually manifested in 
the patient’s inability to control defecation and 
urination. The sphincter muscles of the rectum 
and bladder relax, and as a result there is invol- 
untary micturition and defecation. A retention 
catheter may be required, and absorbent pads 
can be used to help the patient keep dry and 
comfortable. Since patients are often embar- 
rassed about their inability to control these func- 
tions, it is important that the nurse be discreet 
and understanding in her care. Deodorants are 
frequently used to keep the air in the patient’s 
room fresh and free from unpleasant odors. 

Involuntary micturition and defecation pre- 
dispose the patient to decubitus ulcers. By help- 
ing the patient to keep dry and clean and to 
change his position regularly, the nurse can 
usually prevent these complications. 

Because of the progressive loss of muscle tone 
the dying patient finds it increasingly difficult 
to maintain his position in bed without support. 
If the patient is conscious, Fowler’s position is 
usually indicated in order to increase the depth 
of ventilation of the lungs. If he is unconscious, 
a semiprone position promotes the drainage of 
mucus from his mouth. Family members may 
become anxious when they see the patient po- 
sitioned in this manner, and ‘it is wise to explain 
to them the reasons for it. Regardless of the 
position that the nurse judges to be most bene- 
ficial, the patient will need supportive measures, 
such as pillows, to maintain it (see Chapter 20). 
If possible, the various parts of the body should 
be kept out of dependent positions to prevent 
the pooling of blood. 

The inability to swallow (dysphagia) is also 
characteristic of the loss of muscle tone in the 
dying patient. Mucus tends to accumulate in the 
patient's throat, and as a result the air passing 
through it causes a typical gurgling sound, “the 
death rattle.” Throat suctioning usually helps to 
keep his airway patent. 

There is a progressive diminution in peristal- 
sis of the gastrointestinal tract of the dying 
patient. His desire for food is usually minimal, 
but he may want frequent sips of water. His 
mouth may be dry, owing to dehydration and 
perhaps to a slight fever, which sometimes pre- 
cedes death. Good oral hygiene is essential. 


Because of the reduced peristalsis, flatus accu- 
mulates in the stomach and intestines, often 
distending the patient's abdomen and causing 
nausea. More than a few sips of water at a time 
can, as a consequence, cause vomiting. Dying 
patients are often given nourishment and fluids 
parenterally, but rarely are sips of fluid contrain- 
dicated. 

As blood circulation slows, the patient's ex- 
tremities appear cyanosed or mottled and feel 
cold and clammy to the touch, although he 
probably perceives warmth and his temperature 
is above normal. When circulation is consider- 
ably decreased, the effectiveness of the admin- 
istration of analgesics, intramuscularly or hy- 
podermically, is decreased. As a consequence, 
the patient may require analgesics in an intra- 
venous solution. 

Respiratory embarrassment is alleviated by 
throat suctioning, by positioning (such as Fowl- 
er's position), and by the administration of ox- 
ygen. Aside from its effect on the patient, res- 
piratory difficulty is one of the most distressing 
signs that his family has to witness. 

There are also alterations in the senses of the 
dying patient. His vision frequently becomes 
blurred, and as a result the patient prefers a 
lighted room, rather than the darkened room 
that so often comes to mind. His eyes may need 
special attention also. Frequently secretions 
tend to gather, and these should be removed 
with absorbent cotton dipped in normal saline 
to prevent crusting. Sometimes, however, the 
eyes become dry and it may be necessary to 
instill some sterile ophthalmic ointment onto 
the lower conjunctivae to keep them lubricated. 

Hearing is considered to be the last sense to 
leave the body; hence the patient who cannot 
respond verbally often understands what people 
are saying. When people talk to a dying person, 
they should take care to speak distinctly in a 
normal voice. Whispering is to be avoided, be- 
cause it may disturb the patient to realize that 
people are talking and yet he is unable to un- 
derstand what they are saying. 

Varying degrees of consciousness precede 
death: Drowsiness is a state of sleepiness, stupor 
is a state of unconsciousness from which one 
can be aroused, and coma is an unconscious 
state from which one cannot be aroused. The 
patient may remain conscious and rational until 
the moment of death, or he may become uncon- 
scious or confused several days or even weeks 
prior to death. 

For the comfort of the dying patient and his 
family, the patient's room is kept clear and tidy. 
As mentioned, frequently the dying patient is 
given a private room on the nursing unit of the 
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hospital so that he and his family may have 
privacy. 

Some patients experience pain while they are 
critically ill. Generally in such cases the physi- 
cian orders an analgesic to prevent discomfort. 
Analgesic drugs are generally considered to be 
more effective if they are given regularly every 
3 to 4 hours rather than only when pain becomes 
unbearable and the patient requests them. Some 
analgesics have the unfortunate side effect of 
clouding the consciousness. Consequently the 
patient may ask that they be withheld near the 
time of death so that he can think and talk 
clearly. The nurse is guided by the physician's 
orders, but in most instances, the physician and 
the nurse follow the patient's wishes in this 
respect. 


HOSPICES AND HOME CARE FOR THE 
DYING 


In Chapter 5, we talked a little about the 
hospice as a new type of health agency that has 
been rapidly developing in recent years. The 
hospice provides palliative care for people who 
are dying. It includes the provision of both 
physical care and emotional support for patients 
and their families, including both inpatient care 
and home care services. The hospice has devel- 
oped in response to a need on the part of patients 
and their families for an alternative to the hos- 
pital, to help people to die with dignity. More 
and more people are deciding that they want to 
stay at home during their last illness; many want 
to die at home. The hospice provides the serv- 
ices needed to help people to stay in their own 
homes as long as possible. These services in- 
clude nursing care in the home and counseling 
for the individual and his family as well as the 
opportunity to move into the hospice facility if 
necessary to control symptoms or to wait for 
death. 


The general goals of hospice care include: 

1. Control of physical symptoms, primarily the 
contro] of pain 

2. Reduction of the sense of isolation " 

3. Maintenance and control of decisions thet influ- 
ence treatments, care provided and lifestyle prefer- 
ences 

4. Contined contact with the family thre ‘gh the 
bereavement period‘ 


Primary nursing care is usually practiced in a 
hospice (see Chapter 6), and patients are en- 
couraged to participate as much as possible in 
their own care. The hospice movement's goals 
are to promote peacefulness and serenity in 
dying. Although it is a fairly recent development 
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in health care, it has already contributed a great 
deal toward helping people to die with dignity 
and grace. 


EUTHANASIA AND "LIVING WILLS" 


Euthanasia mesns an essy or painless death, 
the word being derived from the Greek words 
meaning "good death” The term is often used 
synonymously with "mercy killing," a concept 
that has caused s considerable amount of con- 
troversy over the years There are, basically, two 
forms of euthanasia. Passive, or negative, eu- 
thanasia means the withholding of life-preserv- 
ing techniques. It involves an omission (or fail- 
ure to do something) Active, or positive, 
euthanasia is the initismon of life-shortening 
measures and involves “king deliberate action 
to end the person's life. or » commission (in the 
words of the Anglican church]. 

The issue is an ethics! one which has not been 
fully resolved as yet. j| revolves around two 
fundamental beliefs, the right of an individual 
to decide his own time and means of dying and 
the equally strongly argued premise that all 
measures must be tried before death is accepted 
as inevitable. Often, it becomes a matter of “to 
treat or not to treat.” Passive euthanasia is much 
more widely accepted than active life-shortening 
measures and, often, in hospitals and long-term 
facilities, directions will be left for care that 
prolongs life, particularly of an older person, 
only if the individual and/or his family wish it. 

In the past 10 years or so, there has been a 
strong "grass roots" movement to guarantee the 
right of an individual to determine the nature of 
his own death, insofar as this is possible. The 
movement has been successful to the extent that, 


Listening to patients warmly and affec- 
tionately is important for palliative care 
*team members Sister Judith Souliére, left, 
and Sister Linda Lazarus, right. (Photo by 
M. L. van Schaik. Reprinted from RNAO 
News, 37(1):9, March-April, 1981.) 


beginning in January 1977 with California, sev- 
eral states have passed legislation that enables 
people to express in writing their wishes regard- 
ing care during terminal illness. These laws are 
variously known as "Living Will," "Natural 
Death," or “Right-to-Die" legislation. Basically, 
they protect the right of the individual to die 
and not be kept alive by medications, artificial 
means, or "heroic measures." The person must 
make his wishes known while he is still in full 
command of his senses ("of sound mind,” in 
legal terminology). In the case of a person who 
is incompetent—for example, because he is in a 
coma or in a vegetative state—a "''decision- 
maker" may try to determine what the individ- 
ual would have wanted, and act for him. The 
traditional decision-makers in cases such as 
these are the family and the patient's physician. 

Some of the laws incorporate the format for a 
document that must be used by persons wishing 
to express their directives regarding care during 
terminal illness; some "suggest" a form, while 
others leave that matter up to the health agency 
or the individual. The organization Concern for 
Dying has prepared a “Living Will" that can be 
used for this purpose. A copy of their form is 
shown on page 696. 


SIGNS OF IMMINENT DEATH 


Certain signs are indicative of the imminence 
of death. The patient's reflexes gradually disap- 
pear and he is unable to move. His respirations 
become increasingly difficult; Cheyne-Stokes 
respirations may occur. Typically his face as- 
sumes a pinched expression, and often a faint 
cyanotic pattern becomes discernible in the skin 
of his face. The patient's skin feels cold and 


clammy and his pulse accelerates and becomes 
weaker. With increasing anoxia, the pupils be- 
come dilated and fixed. Low blood pressure, an 
elevated temperature, and a rapid respiration 
rate are often seen. 


SIGNS OF DEATH 


Death is considered to have occurred when 
the patient's respirations and heart have ceased 
to function for several minutes. Usually breath- 
ing stops first; the heart stops beating a few 
minutes later. 

In this day of cardiac massage and mouth-to- 
mouth resuscitation, it is not unusual for a 
patient to “die” only to revive and walk out of 
the hospital. 

Nursing personnel should note for the medical 
record the exact time that respirations cease and 
the heart stops beating. A physician pronounces 
the patient dead. 

For the purpose of human transplants, it has 
become necessary to have a more precise defi- 
nition than the cessation of respiration and heart 
beat as the absolute signs of death. The absence 
of brain wave activity as measured by the elec- 
troencephalogram is usually used to confirm that 
death has occurred. 


CARE AFTER DEATH 


In caring for the body of the patient after 
death, whatever procedures are carried out are 
performed with dignity and respect. In some 
religious faiths, only family members are per- 
mitted to care for the body of the deceased. 
Generally, however, this is a nursing responsi- 
bility. Although each agency usually has its own 
specific procedures, there are some general 
guidelines for the care of the body after death 
which are fairly universal. 

The body is generally placed in a supine 
position in bed with one pillow under the head. 
The head is slightly elevated to prevent post- 
mortem hypostasis of blood, which could dis- 
color the face. The body is positioned immedi- 
ately after death and before rigor mortis sets in. 

Rigor mortis, a stiffening of the body after 
death, is a result of a chemical action within the 
muscles in which glycogen is coagulated and 
lactic acid is produced. It generally occurs 
shortly after death, progressing from the jaw 
down the trunk to the extremities. Once rigor 
mortis has set in, the body remains rigid for 1 
to 6 days. 


TERMINAL Rips CSE 


When relatives wish to see the boc: =e iurs 
first tidies the room and removes exczcec 
equipment. The body should appear cieez. —m- 
fortable, and peaceful. A slightly shacec ~em 
affords a comforting effect. 

In some hospitals it is the policy to iz» 
dentures immediately after death; other izs—-—- 
tions send the dentures with the body :c - 
morgue, where they are inserted later by :-« 
mortician. In most institutions, rings are = 
moved; if a ring cannot be removed it is tapec 
in place and a notation is made on the patien:': 
chart and on the form that goes with the body 
to the morgue. 

The preparation of the body by the nurse 
involves the application of pads to the perineal 
area or the insertion of packing into the rectum 
and vagina. Rarely is it necessary to bathe the 
body; this procedure is carried out by the mor- 
tician. It is, however, necessary to cleanse the 
body of any blood or drainage that may have 
accumulated after death. 

At most hospitals bodies are labeled twice: 
one label is attached to the ankles, the other to 
the shroud in which the body is wrapped. If the 
ankles and wrists are to be tied together, they 
should be well padded in order to prevent bruis- 
ing. In some areas it is the practice to treat the 
body as if the patient were still living, and no 
shroud is used. When the preparation of the 
body is complete, the body is taken to the 
hospital morgue. If the hospital does not have a 
morgue, the mortician should be notified to 
come for the body. 

The patient's valuables and clothes should, 
whenever possible, be sent home with the rela- 
tives. If there is no one present who can assume 
responsibility for these, valuables should be 
placed in the hospital safe and the clothes la- 
beled and stored until such time as the family 
collects them. 

The family of the deceased may be asked by 
the physician to sign a permission for an autopsy 
(postmortem examination). Under some circum- 
stances an autopsy is required by law. For ex- 
ample, when a patient dies within 24 hours of 
admission to a hospital or when he dies as a 
result of injury or accident, some states require 
an autopsy. It is usually not the nurse's respon- 
sibility to secure permission for an autopsy. She 
may, however, be called upon to explain to the 
family the reasons for the autopsy. 

The death certificate is signed by the physi 
cian and then sent to the local health depart- 
ment. If the deceased has a communicable dis- 
ease, special regulations are observed regarding 
the care and disposition of the body. 


r Iri 
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To My Family, My Physician, My Lawyer 
and All Others Whom It May Concern 


Death is as much a reality as birth, growth, maturity and old age— it is the one certainty of life. If the time 
comes when I can no longer take part in decisions for my own future, let this statement stand as an expres- 
slon of my wishes and directions, while | am still of sound mind. 


If at such a time the situation should arise in which there is no reasonable expectation of my recovery from 
extreme physical or mental disability, | direct that | be allowed to die and not be kept alive by medications, 
artificial means or “heroic measures". | do, however, ask that medication be mercifully administered to me 
to alleviate suffering even though this may shorten my remaining life. 


This staternent is made after careful consideration and is in accordance wlth my strong convictions and 
beliefs. | want the wishes and directions here expressed carried out to the extent permitted by law. Insofar 


as they are not legally enforceable, | hope that those to whom this Will is addressed will regard themselves 
as morally bound by these provisions. 


Date 
Witness 
Witness 


Copies of this request have been given to 
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The Living Will prepared by the organization Concern for Dying. In addition to the basic form of the will, the 
organization notes the following: 


"Declarants may wish to add specific statements to the Living Will to be inserted in the space provided for that 
purpose above the signature. Possible additional provisions are suggested below: 


1. a) | appoint 
to make binding decisions concerning my medical treatment. 


OR 


b) l have discussed my views as to life sustaining measures with the following who understand my wishes 


2. Measures of artificial life support in the face of impending death that are especially abhorrent to me are: 
a) Electrical or mechanical resuscitation of my heart when it has stopped beating. 
b) Nasogastric tube feedings when | am paralyzed and no longer able to swallow. 
c) Mechanical respiration by machine when my brain can no longer sustain my own breathing. 
d) 


3. If it does not jeopardize the chance of my recovery to a meaningful and sentient life or impose an undue 
burden on my family, | would like to live out my last days at home rather than in a hospital. 

4. If any of my tissues are sound and would be of value as transplants to help other people, I freely give my 
permission for such donation." 


(Reprinted with the permission of Concern for Dying, 250 West 57th Street, New York, New York, 10107.) 
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GUIDE TO ASSESSING NURSING PROBLEMS OF THE 
TERMINALLY ILL 


Is the patient aware of his prognosis? 


Is the patient in pain? 


Is he lonely? 


SG Ur o 9 Op 


STUDY SITUATION 


` What have the patient and his family been told about his prognosis? 
Does the patient have any special requests? 


Does the patient wish to have a chaplain visit him? 


What problems do the family have which the nurse can help to resolve? 


Mr. John Edwards is in a hospital with a malignancy that the doctors consider 
terminal. He is 93 years old and has three sons and seven grandchildren. Mr. Edwards 
has been in a stuporous state and upon waking he complains of pain. 


1. What are some of the nursing needs of this patient? 


2. What is stupor? 


3. What needs of the family could be met by the nurse? 


4. Which other members of the health team might be able to assist Mr. Edwards and 


his family? 


5. How can you evaluate Mr. Edwards' nursing care? 
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abduction. movement away from the central axis of the body. 

ablative surgery. the removal of a diseased or damaged organ. 

abortion. the spontaneous or artificially induced expulsion of an embryo or fetus 
before it is viable. 

abrasion. an area of the body rubbed bare of skin or mucous membrane. 

abscess. a localized collection of pus in a cavity formed by the disintegration of 
tissue. 

acapnia. a condition of decreased carbon dioxide in the blood. 

acceptance. the ability to be nonjudgmental, understanding, and respectful of anoth- 
er's point of view. 

accountability. the status in which one accepts responsibility and can be expected 
to answer for and explain one's professional actions. 

acetone. a colorless liquid with a pleasant ethereal odor. It is found in small 
quantities in normal urine and is used as a solvent for fats, resins, rubber, and 
plastics. 

acidosis. a condition in which there is an excessive proportion of acid in the blood 
and a reduced reserve of alkali (bicarbonate). 

acne. an inflammatory disease of the sebaceous glands. 

acromion process. the outward extension of the spine of the scapula, forming the 
point of the shoulder. 

active exercise. exercise in which the muscles actively contract. 

active transport. mechanism that transfers electrolytes from the cells to the extra- 
cellular fluid and vice versa to achieve balance. 

actual problem. a problem that is causing the patient to have difficulty at the present 
time. 

acupuncture. the practice of inserting long, fine needles into particular sites of the 
skin in order to cure disorders, relieve pain, or anesthetize an area of the body 
for surgery. 

acute. having a short and relatively severe course. 

adaptation. condition in which the brain no longer perceives the available stimuli 
because the receptors are not picking up enough stimuli or are picking up too 
much of the same stimulus. 

addiction. the state of being given to some habit, as a drug habit. 

adduction. movement toward the central axis of the body. 

adhesion. a fibrous band or structure by which parts may abnormally adhere. 

adipose. ofa fatty nature. 

adrenal gland. endocrine gland located atop the kidney. 

adrenocortical hormone. a hormone secreted by the cortex of the adrenal gland. 

adynamic ileus. paralytic ileus. 

affective learning. the development and acquisition of attitudes and opinions. 

agitate. to excite the mind or feelings; to move with irregular, rapid, or violent 
action. 

air-fluidized bed. a bed which uses the flotation principle to provide uniform support 
to all parts of the body. 

air hunger. respirations that are abnormally deep and accompanied by an increased 
respiratory rate. 
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alarm reaction. mobilization of the body's defense forces in response to physiological 
or psychological stress. 

albuminuria. the presence of protein in the urine, in the form of white blood cells. 

aldosterone. a hormone secreted by the cortex of the adrenal glands; a mineralocor- 
ticoid. 

alkalosis. a condition in which there is an excess of alkali, such as bicarbonate, in 
the blood. 

alternating pressure mattress. an air- or water-filled mattress, areas of which are 
alternately deflated and inflated with a resultant continual change of pressure 
upon the various parts of the body. 

alveolus(i). an air sac of the lungs formed by the terminal dilatations of a bronchiole. 

ambient oxygen. the oxygen that is available from the atmosphere. 

ambulate. to move about; to walk from place to place. 

ameba. a minute one-celled animal organism of the phylum Protozoa. 

amenorrhea. absence of menstruation. 

amino acid. the structural unit of protein. 

amniotic sac. a protective membrane filled with fluid that surrounds the developing 
embryo in the uterus, providing warmth, moisture, and relative freedom of 
movement. 

ampule. a sealed glass container. 

anabolism. the synthesis of compounds by the cells. 

anaerobe. a microorganism that grows in the absence or near absence of oxygen. 

analgesic. relieving pain; a pain-relieving agent. 

anatomical position. the position of the human body standing erect, with all body 
parts in good alignment. 

anemia. a condition in which the blood is deficient in hemoglobin or red blood 
cells. 

anereid. containing no liquid. 

anesthesia. loss of feeling or sensation. 

anesthetic bed. a bed prepared to receive a patient immediately after surgery. 

aniem. a negatively charged ion. 

È pertaining to the area around the anus and genitalia. 

anorexia. loss of appetite. 

anoxemia. a decrease in the amount of oxygen in the blood below normal physio- 
logical levels. 

anoxia. a decrease in the amount of oxygen in the tissues below normal physiological 
levels. 

antecubital. situated in front of the cubitus or forearm. 

antibiotic. a chemical substance produced by microorganisms that has the capacity 
to destroy or inhibit the growth of other microorganisms. 

antibody. a substance formed in the body in response to an antigen. 

antidiuretic hormone. a hormone produced by the hypothalamus gland that inhibits 
the secretion of urine. 

antigen. a substance that stimulates the production of antibodies within the body. 

antihelminthic. destructive to worms. 

antipyretic. an agent that reduces fever. 

antisepsis. the prevention of sepsis by inhibiting the growth of microorganisms. 

anuria. the absence of urinary excretion from the body. 

anus. the distal orifice of the alimentary canal. 

anxiety. an emotional response to danger of unknown origin. 

aortic receptor. a nerve ending in the aortic arch which is sensitive to changes in 
blood pressure. 

apathy. lack of feeling or emotion. 

aphasia. the state of being unable to speak at all. 

apical beat. the beat of the heart as it is felt over the apex. 

apical-radial pulse. the results of taking the apical and the radial pulses at the same 
time on the same watch. 

apnea. a period of cessation of breathing. 

apomorphine. an alkaloid that is a powerful emetic and relaxant. 

appendicitis. inflammation of the vermiform appendix. 
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appetite. desire for food. 

arachnoid membrane. a membrane between the pia mater and dura mater surround- 
ing the brain and spinal cord. 

arachnoidal granulations. the capillary-like projections of the arachnoid membrane. 

areolar connective tissue. loose connective tissue widely distributed in the body. 

Aschheim-Zondek test. a pregnancy test in which urine from a female is injected 
into mice. 

ascites. abnormal accumulation of fluid in the peritoneal cavity. 

asepsis. freedom from infection—that is, from pathogenic organisms. 

asphyxia. suffocation; a condition in which there are anoxia and an increase in 
carbon dioxide tension in the blood and tissues. 

aspiration. the act of breathing or drawing in; the removal of fluids or gases from a 
cavity by suction. 

assault. a threat to do bodily harm to another. 

assessment. the collection and analysis of information leading to the identification 
of problems. > 

asthma. a condition marked by periodic attacks of dyspnea, with wheezing and a 
sense of constriction. 

astringent. an agent that causes contraction and arrests discharges. 

asymmetrical. not symmetrical; lack of correspondence in paired organs. 

atelectasis. incomplete expansion of the lungs at birth or collapse of the adult lung. 

atherosclerosis. a condition in which there is an accumulation of fatty deposits on 
the walls of medium-sized and large arteries. 

atrioventricular valve. the valve between the atrium and the ventricle of the heart. 

atrophy. a wasting away or diminution in the size of a cell, tissue, organ, or other 
part. 

attendant. a person who assists with care, such as dressing and feeding patients and 
looking after their personal hygiene. 

auditory. pertaining to the sense of hearing. 

auscultation. observation by listening for body sounds. 

autocratic teaching style. teacher-dominated method of conducting classes in which 
all decisions are made by the person conducting the class. 

autonomic. selí-functioning; independent. 

autonomy. the condition of being functionally independent. 

autopsy. a postmortem examination. 


bactericidal. capable of destroying bacteria. 

bacteriostatic. capable of inhibiting the growth or multiplication of bacteria. 

bacterium(a). any microorganism of the order Eubacteriales. 

Balkan frame. a frame made of wood or metal that extends lengthwise over the bed 
and is supported at either end by a pole. 

barbiturate. a salt or derivative of barbituric acid used as a sedative. 

barrier technique. medical aseptic practices to control the spread of pathogenic 
bacteria and contribute to their destruction. 

basal metabolism. the rate of energy expenditure of the body at rest. 

basic need. a need that is necessary for the individual's health and well-being. 

basilic vein. superficial vein of the arm. 

battery. the unlawful beating of another or the carrying out of threatened physical 
harm. 

behavior. deportment or conduct. 

Bence-Jones protein test. examination of urine to detect bone tumors. 

binder. a type of bandage. 

biological clock. the physiological mechanism that governs the rhythmic occurrence 
of certain biochemical, physiological, and behavioral phenomena in plants and 
animals. 

biopsy. the removal and examination of tissue or other material from the living 
body. 

Biot's respirations. irregular respirations as to speed and depth; pauses mav be 
associated with a sigh. 

bleb. a skin vesicle filled with fluid. 
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blister. a collection of fluid in the epidermis causing an elevation of the outer layer 
(stratum corneum). 

body temperature. the internal temperature of the human body. 

boil. furuncle; a painful nodule in the skin caused by bacteria and often having a 
central core. 

bolus. a mass of food ready to be swallowed or a mass passing along the intestines. 

bonding. the attachment that occurs between parent and newborn. 

botulism. food poisoning caused by the organism Clostridium botulinum. 

brachial pulse. the pulse located on the anterior surface of the arm, just below the 
elbow, where the brachial artery passes over the ulna. 

Bradford frame. a canvas, stretcher-like device supported by blocks on the founda- 
tion of the bed. It is used to immobilize patients who have injured spines. 

bradycardia. a very slow heart beat, reflected in a pulse of under 60 beats per 
minute. 

bradykinin. chemical substance released by damaged cells which excites pain 
receptors. ' 

bradypnea. an abnormal decrease in the respiratory rate. 

bronchoscopy. inspection of the bronchi with a lighted instrument (bronchoscope). 

bronchus({i). one of the two main branches of the trachea; also the divisions of the 
main bronchi within the lungs. 

burette. a graduated glass tube. 


cachexia. a general physical wasting, often associated with chronic disease. 

calculus(i) a stone formed in various parts of the body, such as the gallbladder or 
kidney. 

calorie. a unit of heat. One small calorie is the amount of heat required to raise the 
temperature of 1 gm. of water 1? C. A large calorie is the amount of heat required 
to raise the temperature of 1 kg. of water 1? C. 

calyx (calyxes or calices). a cup-shaped organ or cavity; in the kidney, one of the 
recesses in the pelvis. 

canmmla. a tube for insertion into the body, often made of a hard substance, and the 
lumen of which contains a trochar during the insertion. 

canthus. the angle formed at either end of the eye by the upper and lower eyelids. 

carbohydrate. an organic chemical compound composed of carbon, hydrogen, and 
oxygen, found in most plants, fruit sugars, and natural starches. 

carbuncle. a boil. 

cardiac splsmeter. the band of circular fibers situated at the opening of the esophagus 
into the stomach. 

carminatiwe. a medicine that relieves flatulence. 

carotid receptors. nerve endings located in the carotid sinuses and carotid bodies 
that are sensitive to changes in blood pressure, excess blood CO,, and blood pH. 

carrier. an individual who harbors disease organisms in his body and yet does not 
manifest symptoms but who can pass on the infection. 

cast. coagulated protein in the urine, passed from the lumen of the kidney tubules. 

CAT scan. computed axial tomography; a sophisticated form of radiography in 
which a series of cross-sectional images are combined by computer to present a 
three-dimensional image. 

catabolism. a destructive process within the cells in which complex substances are 
converted into simpler substances. 

cathartic. a medicine that hastens bowel evacuation. 

catheter. a tube used to withdraw fluid from body cavities (such as urine from the 
bladder or blood samples from major vessels or heart chambers) or to introduce 
fluids (as in intravenous feedings or in injecting radiopaque material for angio- 
cardiography). 

cation. a positively charged ion. 

cementum. true bone that protects root of a tooth. 

central pain. pain arising from injury to sensory nerves, neural pathways, or areas 
in the brain concerned with pain perception. 


cephalic vein. a superficial vein on the thumb side of the arm. 

cerebral cortex. the outer layer (gray matter) of the largest part of the brain (cere- 
brum). 

cerebrospinal fluid. the fluid that surrounds the brain and spinal cord. 

certification. a mechanism for ensuring the quality of a practitioner's competence in 
a specialized area at a level higher than licensure. 

ceruminous. secreting wax. 

cervix. a necklike structure; the lower narrow portion of the uterus. 

Cheyne-Stokes respirations. respirations with rhythmical variations in intensity 
occurring in cycles, often with periods of apnea. 

child molesting. sexual activity or contact forced upon a child by an adult. 


chill. involuntary contractions of the voluntary muscles, with shivering and shaking. 


cholangiography. radiography of the bile ducts. 

cholecystography. radiography of the gallbladder. 

chordotomy. surgical division of the anterolateral tracts of the spinal cord. 

choroid plexus. a network of capillaries found in the ventricles of the brain which 
produce the cerebrospinal fluid. 

chronic. persisting over a long period of time. 

cicatrization. a healing process that leaves a scar. 

cilium(a). a minute hairlike process attached to the free surface of a cell, as in the 
nose. 

cinefluorography. the production of a motion picture record of a sequence of 
fluoroscopic images. 

circadian rhythm. a rhythmic repetition of certain things in living organisms at 
approximately the same time each 24 hours. 

circumcision. removal of all or part of the foreskin of the penis. 

circumduction. circular movement, as of a limb-or an eye. 

cisterna. a closed space serving as a reservoir. 

cisterna magna. an extension of the subarachnoid space below and behind the 
corpus callosum. 

cisternal puncture. the insertion of a needle into the cisterna magna. 

clarification. the act of making clear one’s impressions on a particular point. 

clavicle. the collar bone. It articulates with the sternum and the scapula. 

clinic. a community or hospital agency providing services for promotion of health, 
prevention of illness, and care and treatment of the sick on an ambulatory basis. 

clinical nursing specialist. A nurse who has expanded her nursing knowledge and 
skills in one particular branch of nursing. 

clean. denoting the absence of disease-producing microorganisms. 

closed bed. an empty bed, to which no patient has been assigned. 

cognition. the process by which we become aware through thought or perception, 
including reasoning and understanding. 

cognitive learning. acquisition of knowledge. 

cohesion. a force that unites particles. 

COLD. chronic obstructive lung disease. 

collagen. an albuminoid supportive protein found in connective tissue. 

colostomy. the surgical creation of an opening between the colon and the surface of 
the body. 

colostrum. thin, yellow, milky fluid secreted by the mammary gland a few days 
before or after parturition. 

coma. a state of unconsciousness from which an individual cannot be aroused. 

combustible. inflammable; liable to take fire. 

comfort. ease of body or mind. 

commode. a portable toilet-like structure. 

communicable disease. a disease capable of being transmitted from one person to 
another. 

compensation. attempting to make up for real or imagined inferiorities by becoming 
highly competent in a sphere of endeavor. 

compress. a pad or cloth that is folded and applied to press upon a body part. 

concave. rounded inward or hollowed. 
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concurrent disinfection. ongoing measures to control the spread of infection during 
the time the patient is considered infectious. . 

conditioned. learned through repetition of a stimulus, as in Pavlov's experiment. 

condom. a sheath used to cover the penis for birth control. 

conductive heat. heat transmitted to the body by contact with a heated object, such 

. asa hot water bottle. 

confusion. mental state of appearing bewildered and perplexed, and/or making 
inappropriate answers to questions. 

congenital. present at birth. 

congestion. an abnormal accumulation of blood in a part. 

consciousness. the normal state of awareness. 

constant data. information that is not expected to change during the period of care. 

constipation. abnormal delay in the passage of feces. 

constructive surgery. the building or correction of a body part by surgical means to 
improve function or appearance. 

contact. a person who is known to have been sufficiently near an infected person to 
be exposed to the transfer of infectious organisms. 

contaminate. to soil or make unclean. 

context. the environment; the portions of a discourse that precede or follow a word 
or words. 

contracture. a shortening or distortion of muscle tissue. 

contrast medium. a substance deliberately introduced into a person's body to provide 
greater visualization of body parts or organs on x-rays. 

convalescemce. the stage of transition from illness to health. 

convection. transmission of heat in liquids or gases. 

conversion reaction. a condition in which emotional disorders are experienced as 
physical symptoms. 

conversive. pertaining to a change in the state of energy, as from electricity to heat. 

comversive heat. heat developed in the tissues by a current of electricity or by some 
form of radiant energy. 

COPD. chronic obstructive pulmonary disease (also same as COLD). 

corneal reflex. closing of the eyelids as a result of irritation of the cornea. 

counterimrümamt an agent applied to the-skin to produce a reaction that relieves 
irritation. 

covert. hidden; covered. 

cradle. a frame placed over the body of a bed patient for protecting the injured parts 
from comtact with the bedclothes. 

creatinine. nitrogenous waste excreted in the urine. 

crime. a legal wrong, generally committed against the public. 

cultural sheck. stress caused by exposure to customs and social values at variance 
with one’s own. 

culture. those aspects of society which include knowledge, beliefs, art, morals, laws, 
and customs. 

curative aspects. pertaining to diagnostic, therapeutic, and rehabilitative measures 
in health care. 

curative surgery. surgery performed to arrest a pathological process by removing its 
cause. 

custom. a practice that is common to many or to a place or class or that is habitual 
to an individual. 

cyanosis. bluish tinge in the skin and mucous membranes frequently associated with 
respiratory distress. 

cyst. a sac, usually containing a liquid or semisolid material. 

cystitis. inflammation of the urinary bladder. 

cystoscopy. examination of the urinary bladder with a lighted instrument. 


dandruff. dry, scaly material shed from skin of the scalp. 
data base. the sum total of information gathered in the admission work-up of a 
patient. 
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debilitated. enfeebled; lacking strength. 

deceleration. the state of moving at decreasing speed. 

decubitus ulcer. a bedsore. 

deep pain. pain arising from deeper structures of the body, such as muscles, tendons, 
and joints. 

defamation of character. the damaging of an individual's reputation by written or 
spoken statements. 

defecation. the evacuation of feces. 

defense mechanism. an individual's reaction to disturbances in psychosocial equi- 
librium, manifested by changes in intellectual behavior. 

dehiscence. the breaking open of a wound. 

dehydration. removal of water from the body or tissues. 

delirious. suffering from mental confusion, incoherence, and physical restlessness. 

democratic teaching style. method of teaching in which learners participate in 
decisions regarding goals and nature of learning experiences, and accept some - 
responsibility for direction of teaching and learning activities. 

denial. refusing to acknowledge a problem or forbidden motive. 

dependency. having to rely on others for the satisfaction of basic needs. 

dependent nursing function. the carrying out by the nurse of a decision made by 
another health professional. 

depression. a feeling of sadness or melancholy. 

deprivational stress. stress produced by a lack of some factor essential for the well- 
being of an organism. 

dermis. the inner, thicker layer of the skin. 

detergent. an agent that purifies or cleanses. 

detrusor muscle. the three layers of smooth muscle of the urinary bladder. 

developmental crises. major changes in an individual's life as he reaches certain 
stages in his physical and/or psychosocial development. 

diabetes. a hereditary disease in which the body is unable to burn up its intake of 
sugars, starches, and other carbohydrates because of the deficiency of insulin. 

diacetic acid. acetoacetic acid; an acid excreted in the urine. 

diagnosis. the determination of the nature of a disease. 

diagonal toe bed. a bed made up to expose the leg or foot of the patient, at the same 
time providing warmth and adequate covering for the rest of the body. 

diaphoresis. profuse perspiration. » 

diarrhea. undue frequency of the passage of feces, with the discharge of loose stools. 

diastolic blood pressure. the pressure in the arteries when the ventricles of the heart 
are relaxed. 

diathermy. the generation of heat in the tissues by the application of high frequency 
electric currents. 

dietitian. a person educated in the use of diet in health and disease. 

differentiation. distinguishing of one thing or disease from another on the basis of 
differences. 

diffusion. process whereby molecules and ions distribute themselves equally within 
a given space. 

digital. pertaining to the fingers. 

diplopia. double vision; seeing two objects when there is only one. 

disassociate. to separate; to detach from association. 

discipline. a field of study. 

disease. a cluster of abnormalities in functioning, producing recognizable signs and 
symptoms. 

disinfection. the destruction of disease-producing microorganisms. 

disorientation. a state of mental confusion; a lack of awareness of time, place, or 
person. 

displacement. redirecting aggressive feelings and actions toward a substitute. 

distal. farther from a point of reference or point of attachment. 

distention. the enlargement of the abdomen due to the internal pressure of gas or 
liquid or other causes. 

diuresis. the abnormal secretion of urine. 
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diuretic. a substance that increases the secretion of urine in the kidneys. 

doctor's order sheet. a written record of the orders given by the physician for the 
patient's treatment. 

dorsal. pertaining to the back; posterior. 

dorsal recumbent. supine; lying on one's back. 

dorsalis pedis pulse. the pulse felt on the dorsum of the foot in a line between the 

' first and second toes, just above the longitudinal arch. 

douche. a washing out of the vagina. 

drowsiness. readiness to fall asleep. 

drug. achemical compound used for diagnosis or therapy or as a preventive measure. 

duodenum. the first part of the small intestine. 

dysphagia. difficulty in swallowing. 

dysphasia. difficulty in speaking. 

dyspnea. difficult breathing. 

dysmenorrhea. painful or irregular menstruation. 

dysuria. difficulty in voiding or pain on voiding. 


ecchymosis. extravasation of blood into the tissues. 

ecology. the study of the relationship between living organisms and their environ- 
ment. 

ectoderm. the outermost of the three primary germ layers of the embryo. 

edema. the presence of excessive amounts of fluid in the extracellular spaces. 

edentulous. without teeth. 

effacement. shortening and thinning of the cervix during first stage labor. 

efferent. carrying outward from the center. 

egocentric. centering all one's ideas on oneself. 

electrocardiogram. a graphic tracing of the electrical current produced by the 
contraction of the heart muscle. 

am. a record of the electrical impulses produced by the brain. 

electrolyte. acompound which in an aqueous solution is able to conduct an electrical 

current. 


elopememá& the act of running away clandestinely. 

emaciated. excessively lean. 

embolus. a clot in a blood vessel which has been transported from another vessel. 

embryonic stage. the period after the zygote has attached itself to the uterine wall, 
during which the cells multiply, forming three layers. 

emergency surgery. surgery performed on an urgent basis in response to an immme- 
diate threat to a person's life or well-being. 

emesis. vomiting. 

emollient. softening or soothing. 

emphysema. a condition in which the pulmonary alveoli are distended or rupture 
as a result of air pressure. 

EMT. Abbreviation for Emergency Medical Technician, a person with formal prep- 
aration in resuscitation and basic life support skills. 

emulsion. a liquid which is distributed throughout another liquid in small globules. 

enamel. the hard, inorganic substance covering the crown of a tooth. 

endemic. present at all times among a particular people or within a particular 
country. 

endoderm. the inner layer of the embryo in the uterus, which becomes the digestive 
system. 

endogenous. developing from within. 

endogenous spread. the transfer of microorganisms from one area of a person's body 


to another. 
endoscopy. the visual examination of the interior of a body cavity by means of a 
Scope. 


endothelium. the layer of squamous cells which lines the blood vessels. 

enema. a liquid to be injected into the rectum. 

enteric coated. coated with a substance that prevents medications from dissolving 
until reaching the intestines. 
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enteroclysis. the injection of a nutrient or medicine into the bowel. 

enuresis. incontinence of urine during sleep. 

environment. the sum total of the external surroundings and influences. 

environmental equilibrium. the balance achieved by an organism in its interactions 
with the surrounding environment. 

environmental technologist. a worker primarily concerned with the improvement, 
control, and management of man’s environment. 

epidemic. attaching many people in a region at the same time; widely diffused and 
rapidly spreading. 

epidermis. the outer, thinner layer of the skin. 

epididymitis. inflammation of the epididymis, the oblong body containing a duct, 
attached to the testicle. 

epinephrine. a hormone produced by the medulla of the adrenal gland or prepared 
synthetically; a vasopressor. 

epistaxis. nosebleed. 

equilibrium. a static or dynamic state of balance between opposing forces or actions. 

erythema. redness of the skin due to congestion of the capillaries. 

esophagus. the canal extending from the pharynx to the stomach. 

estrogen. the principal female sex hormone, produced in the ovary. 

etiology. the study of the causes of disease. 

eupnea. normal, regular, or effortless breathing. 

evaluation. determining whether the expected outcomes have been attained or not. 

evaluative response. reacting to statements by imposing one’s own values on another 
individual. 

eversion. a turning outward. 

excoriation. the loss of superficial layers of skin. 

excreta. waste materials excreted by the body. 

exhibitionism. impulsive, compulsive exposure of the genitalia to achieve sexual 
satisfaction; may be accompanied by masturbation to orgasm. 

exogenous. developing from outside. 

expectorate. to bring mucus up from the lungs or trachea. 

expiration. the act of expelling air from the lungs (breathing out). 

icis policy. a written governmental plan of action on which health programs are 

ased. 

extended care facility. an agency whose primary purpose is the care of people with 
long-term illnesses. 

extension. the act of straightening a limb. 

extracellular. situated outside the cells. 

extravasation. the escape of blood from a vessel into the tissues. 

extrinsic rewards. those that come from an outside source, e.g., praise, encourage- 
ment, or small tokens such as stars or candy. 

exudate. a substance produced and deposited on or in a tissue by disease or a vital 
process. 


false imprisonment. the unjustifiable detention of an individual without a legal 
warrant. 

family nutritionist. a member of a community health agency who is primarily 
concerned with rnatters of food and its relationship to health. 

fantasy. the use of daydreaming to temporarily escape from reality. 

fastigium. the high point of a fever. 

fats. organic compounds composed of carbon, hydrogen, and oxygen, found in 
nature in animals and in plant seeds. 

fear. an emotional response to a known and identifiable danger. 

feces. excreta discharged from the intestines. 

femoral pulse. pulse which may be taken at the point in the middle of the groin, 
where the temporal artery passes over the pelvic bone. 

femur. the leg bone extending from the pelvis to the knee. 

fetal stage. the period of gestation from 8 weeks to birth, during which svstems 
formed in the embryonic stage increase in complexity and maturity. 
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fever. an elevated temperature. 

fibrin. a protein substance that forms an essential part of a blood clot. 

fibroplasia. the formation of fibrous tissue. 

Fishberg concentration test. a special urine test to determine specific gravity. 

fissure. a deep cleft or groove. 

fistula. an abnormal passage leading from an abscess or hollow organ to the body 
surface or from one hollow organ to another. 

flatulence. distention of the stomach or the intestines with air or gases. 

flatus. gas in the intestines or stomach. 

flexion. the act of bending. 

flight-fight reaction. the body's response to immediate (real or imagined) danger. 

flowsheet. a special form that details a specific intervention or group of related 
interventions to be done on a regular basis and documents the results thereof. 

fluoroscopy. examination of structures of the body such as the stomach by means of 
roentgen rays and a fluorescent screen. 

flushing. a redness of the skin, particularly noticeable in the face and neck. 

fomite. a substance other than food that can harbor microorganisms. 

footboard. a device placed toward the foot of the patient's bed as a support for his 
feet. 

forgetful. suffering from a temporary loss of memory. 

fossa navicularis. a widened area of the lumen of the male urethra just superior to 
the meatus; a depression on the internal pterygoid process of the sphenoid bone. 

Fowler's position. the sitting position in which the head gatch of the patient's bed 
is raised to at least a 45-degree angle. 

fracture board. a support placed under the patient's mattress to give it added 
rigidity. 

free clinic. a clinic providing readily accessible health services on a free or nominal 
charge basis for people living in poor neighborhoods. 

fremitus. vibration of the chest. 

frequency. in reference to voiding, abnormally short intervals between times of 
voiding. 

friable tissmes. tissues that are more easily pulverized or crumbled than normal 
healthy tissues. 

friction. the force which opposes motion. 

Friedman test. a test for pregnancy which involves the injection of urine into rabbits. 

frontal plame. the plane that divides the body into dorsal and ventral sections. 

fulcrum. the fixed point of a lever. 

functional pathology. referring to diseases which have no apparent physical basis. 


gastrocolic reflex. mass peristalsis of the colon stimulated be the entrance of food 
into the stomach. 

gastroenteritis. inflammation of the stomach and intestines. 

gastroscopy. the examination of the stomach with a lighted instrument. 

gavage. feeding through a stomach tube. 

gender role. all those things that a person does that indicate that he or she is a male 
or female. 

general adaptation syndrome. the generalized response of the body to any agent 
that causes physiological stress. 

genitalia. the reproductive organs; generally, the external reproductive organs. 

geriatric nursing. the nursing care of older people. 

germinal stage. the period from fertilization to 2 weeks, during which the zygote 
develops 

gingivae. the gums in the mouth. 

glaucoma. a condition in which there is increased tension within the eyeball. 

gliding. movement in one plane, as in sliding. 

glomerulus. a tuft of capillaries such as that of the nephron of the kidney. 

glossopharyngeal nerve. the ninth cranial nerve; the nerve serving the tongue and 
pharynx. 
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glottis. the vocal apparatus of the larynx. 

glycerol. glycerin; a byproduct of the breakdown of fats. 

glycogen. a polysaccharide stored in cells after the breakdown of carbohydrate. 

glycosuria. the presence of glucose in the urine. 

Good Samaritan law. a law designed to protect a person from malpractice suits 
arising from care given at the scene of an emergency. 

granulation. fleshy projections formed on the surface of a wound that is not healing 
by first intention. 

gravity. the force that pulls objects toward each other; on earth, the dominant 
gravitional pull is toward the center of the earth. 

Guérin's fold. a fold of mucous membrane occasionally seen in the fossa navicularis 
of the urethra. 

gustatory. pertaining to the sense of taste. 

gynecology. the branch of medicine that deals with diseases of the female reproduc- 
tive tract. 


halitosis. foul odor of the breath. 

hallucination. distortion in sensory perception. 

hallucinogens. drugs that produce sensory experiences not existing in the external 
world. 

health. a positive state of being which includes physical fitness, mental (or emo- 
tional) stability, and social ease. 

health educator. person primarily responsible for the development of health edu- 
cation programs in the community. 

Health Maintenance Organization. organization of private physicians providing a 
comprehensive range of health services on a fixed contract basis. 

health status indicators. statistical information about illness and death, usually 
compiled on an annual basis by national governments. 

health team. all those who participate in providing health care services. 

hectic (septic) fever. an intermittent fever with wide variations in temperature 
elevation but in which the temperature falls to normal during each 24 hour 
period. 

hematemesis. the vomiting of blood. 

hematuria. the discharge of blood in the urine. 

hemiplegia. the loss of motor functions on one side of the body. 

hemoglobin. the red pigment of the red blood cell which carries oxygen. 

hemoglobinuria. hemoglobin in the urine. 

hemophilia. a hereditary blood disease in which the blood lacks elements necessary 
for normal clotting. 

hemoptysis. the spitting up of blood or of blood-tinged sputum. 

hemorrhage. bleeding; the escape of a large amount of blood from the blood vessels. 

hemorrhoid. enlarged, often infected veins and sinuses at or near the anus. 

hemothorax. a collection of blood in the thoracic cavity. 

herbalist. a nonmedical practitioner of the healing arts who makes use of herbs 
(plants) to treat disease. 

Hering-Breuer reflex. the reflex that limits respiratory inspirations and expirations. 

hermaphrodite. a person with ambiguous genitalia; that is, one whose external 
organs are not clearly of one sex or the other. 

heterosexuality. sexual attraction or activity between male and female. 

hierarchy. an arrangement in a graded series. 

histamine. a chemical substance found in all animal and vegetable tissues, liberated 
when cells are injured. 

holism. the concept of the individual as a whole, including physical, social, and 
emotional components. 

homeostasis. tendency to uniformity or stability in body states; dynamic equilibrium. 

homosexuality. sexual attraction or activity between persons of the same sex. 

hospice. -an institution for care of the terminally ill. 

hospital. an institution whose chief purpose is to provide inpatient services for the 
care of people with health problems. 
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host. an animal or plant that harbors or nourishes another organism. 

human biology. the science of human life. 

humidity. the degree of moisture in the air. 

hunger. an uncomfortable feeling that indicates a need for nourishment. 

Huntington's chorea. a hereditary disease characterized by progressive degeneration 
of the nervous system. 

hyaluronidase. an enzyme that initiates the hydrolysis of the cement material 
(hyaluronic acid) of the tissues. 

hydration. the act of combining with water; the state of having adequate body fluids. 

hydraulic. pertaining to the action of liquids. 

hydrostatic. pertaining to fluids in a state of equilibrium. 

hydrostatic pressure. the pressure of liquids. 

hygiene. the science of health and its preservation; practices conducive to good 
health. 

hyperalgesia. excessive sensitivity to pain. 

hypercalcemia. an excessive amount of calcium in the blood. 

hyperemia. excessive blood in any part of the body. 

hyperextension. extension beyond the normal range of motion. 

hyperglycemia. an increased concentration of glucose in the blood. 

hyperkalemia. an excessive amount of potassium in the blood. 

hypernatremia. an excessive amount of sodium in the blood. 

hyperplasia. an abnormal increase in the number of cells in a tissue or organ. 

hyperpnea. an abnormal increase in the rate and depth of respirations. 

hypersomnia. uncontrollable drowsiness. 

hypertension. persistently high arterial blood pressure. 

hyperthermia. an abnormally high body temperature; fever. ` 

hypertonicity. a state characterized by excessive tone or activity. 

hypertrophy. an abnormal increase in the size of an organ or tissue as a result of an 
increase in the size of the cells. 

hypervolemia. an abnormal increase in blood volume. 

hypnotic. a drug that acts to induce sleep. 

hypocalcemia. a decrease in the amount of serum calcium. 

hypochloremia. a reduced concentration of chlorides in the blood. 

hypodermoclysis. the introduction of fluids into the subcutaneous tissues. 

hypogastric nerve. the nerve trunk of the autonomic nervous system that serves the 
abdominal viscera. 

hypoglycemia. a reduction in the amount of glucose in the blood. 

hypokalemia. a reduction in the amount of potassium in the blood. 

hyponatremia. a decrease in the amount of sodium in the blood. 

hypotension. abnormally low arterial blood pressure. 

hypothalamms. part of the diencephalon of the brain, from which fibers of the auto- 
nomic nervous system extend to the thalamus, neurohypophysis, and so forth. 

hypothermia. an abnormally low body temperature. 

hypoxemia. a reduction in the oxygen content of the blood. 

hypoxia. a reduction in the oxygen content of the tissues. 

hysterectomy. surgical removal of the uterus. 


identification. modeling oneself upon the image of another person. 

ileostomy. the surgical creation of an opening between the distal portion of the small 
intestine and the surface of the body. 

immunity. the condition of being protected against a particular disease. 

impacted bowel. the condition in which there is an accumulation of feces in the 
rectum, pressed firmly together so as to be immovable. 

impaction. the condition of being firmly lodged or wedged. 

implementation. the carrying out of the specified measures outlined in a plan. 

implicit policy. a health plan demonstrated by the actions of a health department. 
though not formally expressed. 

inattentive. unable to focus the mind on an idea or some aspect of the surroundings. 
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incoherent speech. speaking in such a way that one's meaning is not clear (to people 
speaking the same language). 

incontinent. unable to control urination and/or defecation. 

independent nursing function. the carrying out, or delegation by the nurse, of a 
decision made by herself in respect of the care of a patient. 

industrial hygienist. a person whose main concern is the detection and control of 
environmental hazards in the work situation. 

infant mortality. the death of infants under one year of age. 

infection. the invasion of the body by disease-producing microorganisms and the 
body's reaction to their presence. 

infestation. invasion of the body by arthropods, including insects, mites, and ticks. 

inflammation. a condition of the tissues in reaction to injury. 

informed consent. consent, preferably in writing, obtained from a person to whom 
the risks, alternatives, and benefits of a proposed therapy or procedure have been 
explained in terms the person can understand. 

infusion. the therapeutic introduction of a fluid into a vein or part of the body. 

inguinal hernia. the protrusion of an organ or tissue through an abnormal opening 
into the inguinal canal. 

inhalation. the drawing of air or other substances into the lungs. 

inhalation therapist. a technician who is skilled in the performance of diagnostic 
procedures and therapeutic measures dealing with the respiratory tract. 

inpatient. a patient who is confined to a hospital; pertaining to health services 
rendered to such a patient. 

insertion (of a muscle). the place of attachment of a muscle to the bone that it 
moves. 

insomnia. the inability to sleep. 

inspection. observation by use of the sense of sight. 

inspiration. the act of taking air into the lungs. 

instillation. the dropping of liquid into a cavity such as the ear. 

insulator. a material or substance that prevents or inhibits conduction, as of heat. 

intercostal. located between the ribs. 

interdependent nursing function. the carrying out by the nurse of a decision made 
by herself in consultation with other health professionals. 

intermittent (quotidian) fever. fever that falls to normal at some time during a 24- 
hour period. 

intern. a graduate of a basic professional program (medicine, nursing, and so forth) 
who is receiving a planned program of clinical experience, usually in order to 
complete requirements for licensure. 

interstitial. located between the cells of tissue. 

interview. a talk with a purpose. 

intracellular. located within the cells. 

intradermal. located within the dermis. 

intramuscular. located within tbe muscle tissue. 

intraosseous. located within the bone. 

intrathecal. located within the spinal canal. 

intravascular. located within a vessel. 

intravenous. located within a vein. 

intravertebral. intraspinal. 

intrinsic rewards. rewards that are internal, e.g., feelings of satisfaction. 

intubation. the insertion of a tube. 

invasion of privacy. the exposing of an individual or his property to public scrutiny 
without his consent. 

inversion. a turning inward. 

inward rotation. a turning of a bone upon its axis toward the midline. 

irradiation. exposure to x-rays, radioactive matter such as radium, or ultraviolet 
rays. 5 

irrational. confused as to time, place, or person; not possessing normal judgment. 

irritant. an agent applied to the skin to produce a reaction. 

ischemia. localized anemia due to an obstruction to the inflow of blood. 

isolation. the separation of one person, material, or object from others. 
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isometric exercise. exercise in which muscle tension is increased but the muscles 
are not shortened and the body parts are not moved. 

isotonic. pertaining to equal tone or pressure; pertaining to solutions having equal 
osmotic pressure. 

isotonic exercise. exercise in which muscles are shortened and body parts are 
moved. 


jargon. technical terms used in a particular line of work that are not in common use 
outside the field. 

jaundice. a condition in which yellowish pigment is deposited in the skin, tissues, 
and body fluid. 


keratin. a scleroprotein substance in hair, nails, and horny tissue. 

ketone. a compound containing the carbonyl group. 

17-ketosteroid. a type of hormone classed as an androgen and excreted in the urine. 
It is partially produced in the adrenal cortex and partially derived from testoster- 
one. 

kilogram. a unit of weight equal to 1000 grams or approximately 2.2 pounds. 

kinesiology. the science of motion. 

Kussmaul’s breathing. air hunger; dyspnea occurring periodically without cyanosis. 


labor. the sequence of events through which the baby is expelled from the uterus. 

labored breathing. breathing that involves the active participation of accessory 
inspiratory and expiratory muscles. 

laissez faire teaching style. teaching in which the learners control and direct their 
own learning experience. 

languor. listlessness; lassitude. 

lanugo. a thick, downy hair on newborn infants. l 

laryngeal stridor. a coarse, high-pitched sound which accompanies inspiration. 

lassitude. weariness; fatigue; languor. 

lateral. relating to the side; situated away from the midline. 

lavage. therapeutic washing out of an organ such as the stomach. 

lesion. an open area or break in the skin surface. 

lethargy. abnormal drowsiness; state of being lazy or indifferent. 

leukocyte. white blood cell. 

lever. a rigid bar that revolves around a fixed point. 

liability. responsibility. 

libel. the damaging of an individual's reputation by a written statement. 

licensed practical nurse. one who is licensed to perform standardized nursing 
procedures and treatments, working under the direction of a registered nurse or 
physician. 

licensed vocational nurse. the designation given to licensed practical nurses in some 
states of the United States. 

licensure. approval by an appropriate authority that permits a person to offer to the 
public his skills and knowledge in a particular jurisdiction. 

life expectancy. the average number of years that a person of a given age may be 
expected to live. 

lifestyle. the way of life of an individual, dictated in part by circumstances and in 
part by active decision. 

ligament. a band of connective tissue that connects bones or supports organs, 

linea nigra. a vertical line of dark pigment appearing between the navel and pubic 
area during pregnancy. 

local. restricted to one spot or part. 

local adaptation syndrome. the body's localized reaction to stress affecting a specific 
part or organ. 
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lumbar puncture. the introduction of a needle into the subarachnoid space in the 
lumbar section of the spinal cord for diagnostic or therapeutic purposes. 

lumen. the cavity of a tubular organ. 

lymph nodes. an accumulation of densely packed lymphatic tissue. 

lymphatic. pertaining to or containing lymph. 

lysis. the gradual fall of an elevated temperature. 


major surgery. surgery involving considerable hazards to the patient because of 
widespread physiological effects. 

malaise. a vague sense of debility or lack of health. 

malignancy. a tendency to progress in virulence. 

malnutrition. a disorder of nutrition. 

malpractice. improper or injurious action on the part of a professional practitioner. 

mandatory licensure. legislation requiring a professional nurse to hold a valid, 
current license in the state (province) in which she is employed in order to be 
able to practice. 

manometer. an instrument for measuring the pressure of liquids or gases. 

massage. systematic stroking and kneading of the tissues. 

mastication. the process of chewing food in preparation for swallowing and diges- 
tion. 

masturbation. autosexual activity; for example, stimulation of the penis or clitoris 
by stroking. 

meatus. an opening. 

medial. pertaining to the middle; situated toward the midline. 

medical asepsis. practices which are carried out in order to keep microorganisms 
within a given area. 

medical diagnosis. a physician’s opinion as to the nature of a patient's illness. 

medical laboratory technologist. a person responsible for collecting, treating, and 
analyzing many of the specimens needed for laboratory tests used in the detection 
and treatment of illness. 

medicament. an agent used in therapy; medicine; drug. 

medicine. any drug or remedy. 

medulla oblongata. the part of the rhombencephalon which attaches to the spinal 
cord and contains a number of the vital centers. 

menarche. the beginning of the menstrual function. 

meniscus. a crescent-shaped structure; the surface of a liquid column. 

menopause. the ending of the menstrual function, also called “change of life.” 

menstruation. the monthly flow of blood from the female genital tract. 

mesoderm. the middle layer of the fertilized ovum (zygote), which forms the skeletal, 
muscular, and circulatory system during the embryonic stage of pregnancy. 

metabolism. the sum of all physical and chemical processes by which living 
substance is produced and maintained. 

microorganism. an organism that can be seen only by means of a microscope. 

microwave. an electromagnetic wave of high frequency and short wavelength. 

micturition. voiding. 

minerals. inorganic elements or compounds occurring in nature. 

minim. a unit of volume equal to 1/60 part of a fluid dram. 

minor surgery. surgery involving less hazard and fewer generalized physiological 
effects than major surgery. 

miter. to square a sheet at a corner when making a bed. 

mold. a type of fungus. 

morbid. pertaining to disease. 

morbidity data. information relating to the frequency of illness within a specific 
population. 

morning sickness. the experience of nausea and vomiting during pregnancy, com- 
monly first thing in the morning. 

mortality. the quality of being subject to death. 

mortality rate. the death rate. 
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Mosaic Law. writings attributed to Moses. 

mucoid. a moist, viscid protein substance. 

mucous membrane. the membrane that lines passages and cavities of the body which 
communicate with the air. 

myelography. the x-ray examination of the spinal cord by using a contrast medium. 

myocardium. heart muscle. 


narcolepsy. a condition marked by an uncontrollable desire for sleep or by sudden 
episodes of sleep occurring at intervals. 

narcotic. a drug that relieves pain or induces sleep or stupor. 

nasopharynx. the upper part of the pharynx continuous with the nasal passage. 

naturopath. a nonmedical practitioner of the healing arts who makes use of physical 
forces such as heat and massage to cure disease. 

nausea. stomach distress accompanied by an urge to vomit. 

necrosis. localized death of tissue. 

need. something an individual perceives as being useful or necessary. 

negligence. failure to take appropriate action to protect the safety of the patient. 

neighborhood health center. a center providing comprehensive health services for 
the residents of a given community in their own neighborhood. 

neonatal mortality. the death of infants within 28 days of birth. 

neoplasm. any new and abnormal growth. 

Neo-Synephrine. phenylephrine hydrochloride, an adrenergic drug which produces 
vasoconstriction. 

nephron. functional unit of the kidney. 

nervousmess. state of being easily excited, irritated, jumpy, uneasy, or disturbed. 

neurogenous. arising in the nervous system. 

neuron. functional unit of the nervous system. 

nitrogen mustard. an agent used therapeutically to inhibit the growth of abnormal 
new cells, such as white blood cells in leukemia. It is very irritating to tissues. 

nocturia. excessive urination at night. 

nonverbal communication. the conveying of feelings or attitudes by such behavior 
as facial expressions, gestures, and so forth, rather than with words. 

norepinephrime. a hormone produced by the adrenal medulla. 

norm. a fixed or ideal standard. 

nuclear medicine. the branch of medicine that deals with the use of radioisotopes 
in diagnosis and treatment. 

nurse practitioner. a nurse functioning in an expanded role by providing primary 
health care in the community. 

nurse's aide. person who is usually trained on the job to perform tasks ranging from 
those principally of a housekeeping nature to assisting in the care of patients. 

nursing actiom. those measures that nurses carry out to help patients in the achieve- 


ment of health goals. 
nursing assistant. the designation given to practical nurses in some provinces in 
Canada. 


nursing audit. the examination of a nurse's charts for redundancy, evidence of poor 
judgment, and lack of explicitness in the definition of problems, and/or the failure 
to carry out appropriate nursing interventions. 

nursing care plan. a plan of care for a patient. 

nursing diagnosis. an assessment of those needs of patients that a nurse can help to 
meet through nursing action. 

nursing history. a written record of information about a patient obtained by the 
nurse through interview and observation. 

nursing intervention. action taken by the nurse as a result of the identification oí 
specific problems. 

nursing orderly. a male member of the nursing team who assists in the personal 
care of male patients and who may perform simple nursing tasks. 

nursing process. the series of steps the nurse takes in planning and giving nursing 
care. 

nutrient. nourishing; a substance affording nourishment. 
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obese. corpulent; excessively fat. 

object permanence. the understanding, usually developed during the second year of 
life, that objects continue to exist even when they are not directly perceived. 

objective symptom. evidence of a disease process or dysfunction of the body that 
can be observed and described by other people. 

obstetrics. that branch of medical science which deals with birth and its antecedents 
and sequelae. 

occult. hidden. 

occupational health nursing. the employment of nurses in various work settings to 
provide care, health counseling, maintenance, and protection services for em- 
ployees. 

occupational therapist. a member of the health team who assists patients to develop 

` new skills or to regain skills lessened or lost through illness. 

official health agency. a government agency concerned with the prevention of 
disease, the promotion of health, and the detection and treatment of illness. 

olfactory. pertaining to the sense of smell. 

oliguria. secretion of a diminished amount of urine. 

open bed. a bed that has been prepared for an incoming patient. 

ophthalmoscope. an instrument used to examine the interior of the eye. 

optimal health. the highest level of functioning attainable by an individual. 

optional surgery. surgery that is not essential to preserve a person's physical well- 
being, but that may be important to his self-esteem. 

oral. concerning the mouth. 

organic. of, relating to, or containing living organisms. 

organic pathology. pertaining to disease processes which can be identified physi- 
cally, as, for example, tumors or communicable diseases. 

oriented. aware of time, place, and person. 

orifice. entrance or outlet of any body cavity. 

origin (of muscle). the fixed end or attachment of a muscle. 

oropharynx. that division of the pharynx between the soft palate and the epiglottis. 

orthopnea. the inability to breathe except when in a sitting position. 

osmosis. passage of a solvent through a membrane from a lesser to a greater 
concentration of two solutions. 

osmotic pressure. the minimum amount of pressure that will prevent osmosis 
between two solutions separated by a semipermeable membrane. 

osteoporosis. abnormal rarefaction of bones, seen most commonly i in the elderly. 

otoscope. an instrument used to inspect the ear. 

outpatient. a patient who comes to a hospital only for the time necessary for 
treatment, rather than being confined to the hospital; pertaining to health services 
rendered to such a patient. 

outward rotation. a circular motion directed away from the midline. 

overbed cradle. see cradle. 

ovulation. the discharge of an ovum from the ovary. 


pain. unpleasant sensation resulting from the stimulation of specialized nerve 
endings. 

pain perception. the ability to perceive pain. 

pain reaction. the behavioral response to pain. 

palliative. affording relief but not cure. 

palliative surgery. surgery performed to lessen distressing symptoms without re- 
moving the cause of a pathological process. 

pallor. a lack of color. 

palpation. examination by using one's fingers (sense of touch). 

pandemic. widespread epidemic disease. 

panic. a severe state of anxiety in which the individual is unable to say or do 
anything meaningful. 

Papanicolaou smear. a cytologic test in which cells are taken from the cervix for 
examination, chiefly to detect malignancy. 

papillary reflex. tactile response of the skin. 
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paracentesis. the removal of fluid from the peritoneal cavity. 

parallel play. the period (about age three) during which children play side by side 
but take little notice of each other. 

paralysis. loss or impairment of motor or sensory function due to neural or muscular 
disease. 

paralytic ileus. (adynamic ileus). obstruction of the intestines resulting from an 
inhibition of motility of the gastrointestinal tract. 

paramedic. emergency personnel with formal training in advanced emergency care 
and life support skills. 

paraplegic. paralyzed from the waist down. 

parasite. a plant or animal that lives upon or within another living organism. 

parasympathetic nervous system. the craniosacral part of the autonomic nervous 
system. 

parenteral. by injection, rather than through the alimentary tract. 

paresthesia. an abnormal sensation without objective cause; for example, numbness 
or tingling in any or all parts of the limb or other body parts. 

Parkinson's disease. a chronic condition marked by muscular rigidity and tremor. 

parotid glands. salivary glands situated near the ear. 

parotitis. inflammation of the parotid glands; mumps. 

passive exercise. exercise in which the muscles do not actively contract. 

patent. open; unobstructed. 

pathogen. a disease-producing microorganism or material. 

pathogenic. capable of producing disease. 

pathology. the branch of medicine that deals with the nature of disease. 

patient. a person who seeks professional help or advice concerning his health. 

patient advocate. someone who speaks on the patient's behalf and who can intercede 
in his interest. 

patient profile. a brief account of the patient's assets and liabilities in relation to 
health. 

patient's record. a written record of a person's medical history, examinations, tests, 
diagnosis, prognosis, therapy, and response to therapy while he is a patient. 

pediculosis. infestation with lice. 

pedophilia erotica. child molesting. 

peer. one of equal standing. 

peer review. a formal process of evaluating medical care or practice by a committee 
of knowledgeable medical professionals. 

pelvis (of kidney). funnel-shaped cavity of the kidney. 

perception. the conscious, mental registration of a sensory stimulus. 

percussion. eliciting sounds or vibrations by tapping or striking the body to aid in 
diagnosis. 

perineum. the area between the anus and the posterior part of the genitalia; entire 
anogenital area. 

periosteum. fibrous membrane surrounding bone. 

peripheral outward or toward the surface. 

peristalsis. wormlike movement by which the alimentary tract propels its contents 
along. 

peritoneal cavity. the potential space between the layers of the peritoneum. 

peritoneum. the serous membrane lining the abdominal cavity. 

peritonitis. inflammation of the peritoneum. 

permissive licensure. the situation in which a professional nurse is free to choose 
whether or not to register for a license. 

personal information. information of a specific nature about a person's feelings, 
attitudes, behaviors, or details of his personal life. 

perspiration. the secretion of fluid by sweat glands of the skin. 

petechia. a pinpoint spot of blood in the skin or mucous membrane. 

Petri dish. a shallow glass receptacle for growing bacterial cultures. 

phantom pain. pain believed to be caused by a pain “memory,” after the cause of 
the pain has been removed, as pain in amputated limbs. 

pharmacist. a person responsible for the preparation and dispensing of drugs and 
other substances used in the detection, prevention, and treatment of illness. 
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phenolsulfonphthalein. a chemical used to test the function of the kidneys. 

phlebitis. inflammation of the veins. 

phlebotomy. an opening into a vein made in order to remove blood. 

photophobia. an extreme sensitivity to light. 

physical therapist. a member of the health team who assists in assessment of patients' 
functional ability and carries out therapeutic and rehabilitative measures dealing 
particularly with the musculoskeletal system. 

physician. a person who has successfully completed a basic course of medical 
studies, concerned with preventing, diagnosing, and treating human illnesses, 
and is authorized to practice medicine in a given jurisdiction (state, province, or 
country). 

physician’s assistant. a trained person, usually employed by a physician, who 
performs, under the physician’s supervision, many tasks considered a part of 
medical practice. 

physiological. concerning body function. 

physiology. the science that deals with the function of living organisms and their 
parts. 

piggy-back set. intravenous equipment used for the intermittent administration of a 
drug into an intravenous infusion. 

placenta. the ‘‘afterbirth’’; the tissue attached to the uterine wall by which the fetus 
is nourished by its mother’s blood. 

planning. developing a course of action to help the patient. 

plantar flexion. a reflex in which an irritation of the sole of the foot contracts the 
toes; extension of the foot away from the body. 

plaque. film of mucus and bacteria that forms on the teeth. 

plasma. the fluid portion of blood. 

pleura. the serous membrane lining the thoracic cavity. 

pleural cavity. the potential space between the plurae. 

pneumothorax. the accumulation of gas or air in the pleural cavity. 

poliomyelitis. a virus disease which when serious can involve the central nervous 
system, with resultant paralysis. 

polydipsia. excessive thirst. 

polyethylene. a lightweight plastic resistant to chemicals and moisture and having 
insulating properties. 

polypnea. an abnormal increase in the respiratory rate. 

polyuria. excretion of an increased amount of urine. 

POMR. problem-oriented medical records; a method of recording information about 
patients that is based on the scientific problem-solving process. 

popliteal. concerning the posterior surface of the knee. 

population density. the number of persons per square mile of a given area. 

posterior fornix (of the vagina). a vaultlike space at the back of the vagina. 

post-neonatal mortality. the death of infants from 28 days of age up to, but not 
including, one year of age. 

posture. the relationship of the various parts of the body at rest or in any phase of 
motion. 

potential problem. a problem that may arise because of the nature of the patient's 
health problem, or because of the nature of the diagnostic or therapeutic plan of 
care. 

precordium. the region over the heart or stomach. 

preoptic center. the nerve center anterior to the optic center. 

prepubic urethra. the part of the male urethra inferior to the pubis. 

preventive. directed at averting the occurrence of something. 

primary care. the initial health care given to an individual. 

primary nursing. the method of allocating nursing responsibility whereby each 
patient is assigned on admission to a specific nurse, in whose care he remains 
for the duration of his hospital stay. 

principle. a concept, scientific fact, law of science, or generally accepted theory. 

private duty nursing. the employment of nurses on a one nurse-one patient basis 
in cases of acute illness. 
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problem. anything with which the patient needs help. 

problem list. a summary of all the known health problems of the patient. 

proctoclysis. Murphy drip; the slow injection of a large amount of liquid into the 
rectum. 

proctoscopy. examination of the rectum and the anus by means of a lighted instru- 

^ ment. 

progesterone. a hormone produced by the corpus luteum of the ovary. 

prognosis. medical opinion as to the outcome of a disease process. 

progress notes. information concerning the monitoring, plan modification, and 
follow-up phases of the problem-oriented process. 

projection. ascribing one's own unacceptable feelings or attitudes to other people. 

proliferation. growth by rapid reproduction. 

pronation. turning down towards the ground. 

prone. lying on the stomach (face down). 

prophylactic. preventive. 

prostate. a gland that surrounds the male urethra just below the bladder. 

prostration. extreme exhaustion. 

protein. a complex organic compound containing carbon, hydrogen, oxygen, and 
nitrogen found in nature in animals and plants. 

proteinuria. the presence of protein in the urine. 

protoplasm. the living substance of cells. 

proximal closer to the point of reference or to the point of attachment. 

prudence. the habit of acting after careful deliberation. 

pruritus. intense itching. 

psychiatry. the branch of medicine that deals with disorders that are mental, 
emotional, or behavioral. 

psychology. the science of mind and mental processes. 

psychomotor learning. the development of motor skills. 

psychosomatic. concerning the mind and the body. 

puberty. the period of sexual maturation in humans, marked by menarche in females 
and the production of sperm in males. 

public health inspector. a worker concerned with the elimination or control of 
factors in the environment that may endanger health. 

pulse. the throbbing of an artery as it is felt over a bony prominence. 

pulse deficit. the difference between the apical rate and the pulse rate. 

pulse pressure. the difference between the systolic and diastolic-blood pressures. 

pulse rate. the number of pulse beats per minute. 

pupil. the opening in the center of the iris of the eye. 

purulent. containing pus. 

pus. the thick liquid product of inflammation, composed of leukocytes, liquid, tissue 
debris, and microorganisms. 

pyemia. a general septicemia in which there is pus in the blood. 

pyloric sphincter. the thickened layer of circular fibers that surround the opening 
between the stomach and the duodenum. 

pyrexia. fever. 

pyrogen. a fever-producing substance. 

pyuria. pus in the urine. 


quadriplegic. paralyzed from the neck down. 

Queckenstedt's sign. in a normal person, when the veins on either side of the neck 
are compressed, the pressure of the cerebrospinal fluid rises. 

quotidian fever. intermittent fever. 


radial pulse. the pulse located on the inner aspect of the wrist on the thumb side. 
where the radial artery passes over the radius. 

radiation. treatment with x-rays, radium, or other radioactive matter. 

radiologic technologist. a person who performs diagnostic or therapeutic measures 
involving the use of radiant energy. 
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radiopaque. not permitting the passage of roentgen rays. 

rales. the term used when bubbling sounds can be heard in the air cells or bronchial 
tubes during breathing. 

rapport. a relationship marked by accord or affinity. 

rationalization. giving socially acceptable reasons for one's behavior. 

reaction formation. attempting to remove a subconscious and forbidden motive or 
desire by vigorously attacking it. 

reciprocal. given in return; mutual. 

reconstructive surgery. the repair of damage to appearance or function caused by 
disease or trauma in a previously intact anatomical structure. 

recording. the communication in writing of essential facts in order to maintain a 
continuous history of events over a period of time. 

recreation specialist. a person responsible for developing recreation, sports, or 
physical fitness programs in the community. 

rectum. the distal portion of the large intestine. 

referred pain. pain perceived in one area of the body when the stimulus for its 
origin is in another area. 

reflex. an involuntary movement or action; an automatic response to stimuli. 

regimen. a regulated pattern of activity. 

registered nurse. a person who has successfully completed a program of nursing 
studies and is authorized to practice in a specific jurisdiction (state, province, or 
country). 

regression. reverting to a previously acceptable, but no longer appropriate, form of 
behavior. 

rehabilitation. the restoration of function of ill or injured at their full capacity. 

relapsing fever. a fever in which there is one or more days of normalcy between 
febrile periods. 

REMsleep. the stage of sleep in which dreaming is associated with mild, involuntary 
muscle jerks and rapid eye movements. 

remittent fever. a fever with marked variations but in which the temperature does 
not reach normal. 

renal. relating to the kidney. 

renal dialysis. the process whereby blood is continually removed from an artery and 
allowed to circulate through a channel with a thin membrane, which removes 
the impurities from the blood before it is returned to the patient through a vein. 

repression. unconsciously forgetting problems or experiences. 

resident. a qualified medical practitioner who is in residency in a hospital, usually 
while preparing for practice in a medical specialty. 

residual volume. the amount of air remaining in the lungs after a forceful expiration. 

respiration. the means by which the individual's lungs exchange gases with the 
atmosphere. 

respiratory technologist. a person who performs diagnostic procedures and thera- 
peutic measures in the care of patients with respiratory problems. 

resuscitation. restoration to life or consciousness. 

retching. an unproductive attempt at vomiting. 

retention (of urine). a condition in which urine is accumulated in the bladder and 
not excreted. 

rickettsiae. minute rod-shaped microorganisms of the family Rickettsiaceae. 

rigor mortis. the stiffening of a dead body. 

roentgen. the unit of measurement of x-radiation. 

role. the pattern of behavior that is expected of an individual in a particular group 
or situation. 

rotation. turning in a circular motion around a fixed axis. 

rubefacient. reddening of the skin; + agent that reddens the skin. 

ruga(e). a ridge, wrinkle, or fold. 


sacrament. a formal religious act. 
sadomasochism. obtaining sexual gratification from acts of cruelty, or from being 
hurt or degraded. 
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sagittal plane. the plane that divides the body into right and left sections. 

sanguineous. pertaining to blood. 

saphenous veins. superficial veins of the legs. 

scab. the crust of a sore, wound, ulcer, or pustule. 

scapegoating. directing feelings or actions of hostility towards one particular person 
or group of persons. 

sclerosis. an induration or hardening. 

scored. marked with significant notches, lines, or grooves. 

sebaceous. secreting oil. 

sebum. the secretion of the sebaceous glands. 

secretion. a product of a gland. 

secularism. indifference to religion. 

sedative. tending to calm or tranquilize; a sedative agent. 

self-esteem. an individual's feeling that he is a worthwhile hurnan being. 

semantics. the study of meaning in language. 

semicircular canal. an organ within the temporal bone which functions to give the 
sense of equilibrium. 

semilunar valves. pulmonary and aortic valves of the heart. 

senility. the feebleness of body and mind incident to old age. 

sensitivity. responsiveness to various stimuli; frequently used to refer to the respon- 
siveness of bacteria to specific antibiotic agents. 

sensory deficit. a partial or total impairment of any of the sensory organs. 

sensory deprivation. a lack of alteration of impulses conveyed from the sense organs 
to the reflex or higher centers of the brain. 

sensory overload. an overabundance of sensory stimulation. 

septic. due to or produced by putrefaction. 

septic fever. hectic fever. 

serum. the clear portion of an animal liquid; the liquid part of blood as distinct from 
the solid particles. 

sex role inversion. total identification with, and preference for adopting, the role of 
the opposite sex. 

shock. a condition of acute peripheral circulatory failure. 

sigmoidoscopy. examination of the sigmoid colon with a lighted instrument. 

sign. an objective symptom that can be detected through special examination. 

significant others. a term used to encompass family and friends—all those persons 
who are important to a patient. 

Sims's position. a lateral position in which the patient is placed in a semiprone 
(sometimes called 3/4 prone) position. 

slander. the damaging of an individual's reputation by a spoken statement. 

sleep. a period for the body and mind during which volition and consciousness are 
in partial or complete cessation, and the bodily functions are partially suspended. 

sleep deprivation. loss of sleep. 

slipper pan. a bedpan with one end flattened for ease of slipping under the patient. 

slurring. sliding or slipping over utterances that would normally be heard and 
understood. 

smear. a specimen for microscopic study prepared by spreading the specimen across 
a glass slide. 

SOAP format. the method of writing the narrative aspect of the patient's progress 
notes. S stands for subjective (the patient's expression of the problem); O, objective 
(clinical findings); A, assessment; P, proposed plan of action. 

social worker. a mernber of the health team who assists in evaluating the psycho- 
social situation of patients and helps them with their social problems. 

sociology. the science of social institutions and relationships. 

somnambulism. habitual walking in one's sleep. 

sordes. a collection of bacteria, food particles, and epithelial tissue in the mouth. 

spasm. involuntary contraction of a muscle or a group of muscles. 

speculum. an instrument for opening to view a cavity or canal. 

sphincter. a ringlike muscle that closes a natural orifice. 

sphygmomanometer. an instrument used to measure blood pressure in the arteries. 

spinothalamic tract. the neural pathway along the spinal cord to the thalamus. 
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split foam rubber mattress. a mattress divided horizontally into three sections, 
which is generally used for debilitated patients and those unable to move. 

spore. the reproductive element of a microorganism. 

sprain. the wrenching of a joint, resulting in injury to its attachments. 

sputum. matter ejected from the respiratory tract, often from the lungs. 

stadium acmes. the high point of a disease. 

stammering. hesitant speech. 

stasis. stagnation of fluid such as blood. 

stenosis. a narrowing or constriction. 

sterile. free from microorganisms. 

sterilization. the destruction by heat or chemicals of all forms of bacteria, spores, 
fungi, and viruses. 

sternum. the breastbone. 

stertorous. characterized by noisy breathing. 

stethoscope. an instrument used to transmit sounds, as the heart beat. 

stomatitis. inflammation of the oral mucosa. 

stool. the fecal discharge from the bowels. 

stopcock. a valve for stopping or regulating the flow of fluids or gases. 

strain. the overstretching or overexertion of muscles; a group of organisms within a 
species or variety. 

stressor. any factor that disturbs the body’s equilibrium. 

stretch marks. streaks appearing on the breast and abdomen during pregnancy. 

stricture. an abnormal narrowing of a passage or canal. 

stroke volume output. the amount of blood ejected by the heart with each beat. 

structured interview. a conversation controlled and directed by the interviewer. 

stupor. partial or nearly complete unconsciousness. 

stuttering. spasmodic repetition of the same syllable when speaking. 

subarachnoid space. the space beneath the arachnoid tissue. 

subcutaneous. beneath the skin. 

subjective symptom. evidence of disease or bodily dysfunction that can be perceived 
only by the patient. 

sublimation. channeling unacceptable motives into acceptable forms of behavior. 

sublingual. situated under the tongue. 

subscapular. situated below the scapula. 

sulfanilamide. a drug used in infections. 

superficial pain. pain arising from stimulation of receptors in the skin or mucous 
membranes. 

supination. turning upwards. 

supine. lying on the back. 

suppository. a medication that is molded into a firm base so that it can be inserted 
into a bodily orifice or cavity. 

suppression. the sudden stoppage of a secretion, excretion, or normal discharge; 
consciously putting out of one’s mind problems or unpleasant experiences. 

suppuration. the formation of pus. 

supraoptic. pertaining to the area above the eye. 

supraorbital. situated above the orbit of the eye. 

surgery. the deliberate and planned alteration of anatomical structures to arrest a 
pathological process, alleviate it, or eradicate it. 

surgical asepsis. practices carried out to keep an area free of microorganisms. 

suture. a surgical stitch. 

sympathetic nervous system. the thoracolumbar branch of the autonomic nervous 
system. 

symptom. evidence of a disease process or a disturbed body function 

synapse. juncture of nerve cells; to form such a juncture. 

syncope. a faint. 

syndrome. a group of symptoms that commonly occur together. 

synthesis. the process of putting together parts of a whole. 

systemic. pertaining to or affecting the body as a whole. 

systolic blood pressure. the pressure of the blood in the arteries at the tims -¢ 
ventricular contraction. 
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tachycardia. an accelerated heart beat, with a pulse rate of over 100 per minute. 

tachypnea. abnormal increase in the respiratory rate. 

tactile. pertaining to the sense of touch. 

tartar. film formation on the teeth. 

temporal pulse. the pulse felt anterior to the ear at the mandibular joint, where the 
temporal artery passes over the temporal bone. 

fenacious. adhesive. 

tenesmus. ineffectual and painful straining at stool or urination. 

teratogenic. pertaining to influences during pregnancy that result in damage to the 
fetus. 

terminal disinfection. measures taken to destroy pathogenic bacteria in an area that 
has been vacated by a patient with an infection. 

testator. a person who makes a will. 

testosterone. the principal male hormone, which is responsible for the appearance 
of secondary sex characteristics. 

tetamy. tonic spasm of the muscles. 

thalamus. part of the diencephalon of the brain; one of its functions is the relay of 
sensory impulses. 

therapeutic environment. an environment which helps a patient grow, learn, and 
return to health. 

therapy. treatment that is remedial. 

thermal trauma. injury involving the presence of harmful levels of heat or cold. 

thermography. a diagnostic technique that senses and records temperatures emanat- 
ing from the surface of the body. 

thoracentesis. the insertion of a cannula into the pleural cavity 

thrombosis. the formation or development of a blood clot. 

thyroxine. a hormone produced by the thyroid gland. 

tidal volume. the amount of air normally inhaled and exhaled. 

tinnitus. buzzing or ringing in the ears. 

tissue turgor. the condition of normal tissue fullness and resilience. 

tolerance. the ability to endure without ill effect. 

tonsillectomyy. surgical removal of the palatine tonsils. 

tonus. the slight continuous contraction of muscle. 

topical. pertaining to local external application. 

tort. a legal wrong committed by one person against the person or property of 
another. 

tourniquet. an instrument to compress blood vessels in order to control circulation. 

toxemia of pregnancy. a disease occurring in late pregnancy and characterized by 
hypertension, edema, and proteinuria. 

toxin. any poisonous substance of microbic, vegetable, or animal origin. 

trachea. the windpipe; the tube extending from the larynx to the bronchi. 

tracheotomy. a surgical incision into the trachea. 

traction. the act of drawing, as in applying a force along the axis of a bone. 

transition. a period of change. 

transsexual. a person who undergoes surgery and hormone treatment to physically 
change to the opposite sex. 

transudation. the passage of serum or other fluid through a membrane. 

transverse plane. the plane that divides the body into superior and inferior sections. 

transvestism. a desire to wear the clothing of the opposite sex. 

trauma. injury. 

tremors. quivering or involuntary, convulsive muscular contractions. 

Trendelenburg’s position. the position in which the patient is lying on his back 
with the foot of the bed elevated. 

trocar. a sharp-pointed instrument often used with a cannula. 

troche. lozenge. 

tumor. an abnormal mass of tissue that arises from cells of preexistent tissue and 
possesses no physiologic function. 
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ulcer. a break in the skin or mucous membrane with loss of surface tissue. 

ultrasound. sound waves that have a frequency above the range that can be heard 
by the human ear; diagnostic procedures using such sound waves. 

ultraviolet. pertaining to rays whose wavelengths lie between those of the violet 
rays and the roentgen rays. 

umbilicus. the site of attachment of the umbilical cord in the fetus. 

unresponsive. making no response to sensory stimulation. 

urban. - relating to or characteristic of a city. 

urea. the final nitrogenous product of the decomposition of protein. It is formed in 
the liver and carried by the blood to the kidneys, where it is excreted. 

urea frost. the appearance on the skin of salt crystals left by evaporation of the 
sweat in cases of acute renal failure. 

uremia. a condition in which the urinary constituents are found in the blood. 

ureter. the tube that carries the urine from the kidney to the bladder. 

urethra. the canal that conveys the urine from the bladder to the body's surface. 

urgency. a compelling desire to void. 

urinalysis. examination of the urine. 

urobilin. a brownish pigment normally found in feces. 

urticaria. a temporary condition of raised edematous patches of skin or mucous 
membrane that are itchy. 

uterus. the muscular organ of the female reproductive tract in which the fetus grows 
and is nourished. 


vagina. the canal in the female reproductive system extending from the cervix to 
the vulva. 

variable data. information concerned with the current status of the patient, such as 
temperature, which is liable to vary with changes in the patient's health status. 

vasoconstriction. a narrowing of the lumen of the blood vessels, particularly the 
arterioles. 

vasodilation. an increase in the size of the lumen of the blood vessels, particularly 
the arterioles. 

vector. an organism that transmits a pathogen. 

ventral. anterior; situated toward the front when in anatomical position. 

ventricle. a cavity, such as those of the brain or heart. 

ventriculography. x-ray examination of the ventricles of the brain after the insertion 
of a radiolucent medium. 

vermin. external animal parasites, such as lice. 

vernix. thick, cheesy substance composed of sebum and desquamated epithelial 
cells, which covers the skin of the fetus. 

vertigo. dizziness. 

vesicant. an irritant that is used to produce a blister upon the skin. 

vestibule. a space or cavity at the entrance to a canal. 

vial. a glass container with a rubber stopper. 

virulence. the degree of pathogenicity of a microorganism. 

virus. a submicroscopic pathogen. 

viscera. plural of viscus. 

visceral pain. pain arising from the viscera. 

viscosity. the quality of being sticky. 

viscus (viscera). any large interior organ such as the stomach. 

vital capacity. the amount of air that can be expired after an inspiration. 

vital signs. indications of basic physiological functioning as evidenced by an indi- 
vidual's temperature, pulse, and respirations. 

vitamins. organic chemical substar ‘es, widely distributed in natural foodstuffs, that 
are essential to normal metabolic functioning. 

voiding. evacuation of tàe bladder. 

volatile. tending to evaporate rapidly. 
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voluntary health agency. a private, nonprofit health agency that is established and 
supported by people in a community. 

vomitus. emesis; matter ejected from the stomach via the mouth. 

voyeurism. watching others' sexual activities in order to achieve sexual gratification. 


warmth. a genuine liking for people. 
wheezing. difficult breathing accompanied by whistling sounds. 


xiphoid process. the inferior part of the sternum. 
x-rays. the visualization of parts of the body by roentgen rays. 
x-ray technologist. See radiologic technologist. 


yeast. a minute fungus, particularly Saccharomyces cerevisiae. 


zygote. the cells of the fertilized ovum. 


APPENDIX 1 


PREFIXES AND SUFFIXES IN MEDICAL TERMINOLOGY 


Prefix Meaning Suffix Meaning 

adeno- gland -ectomy a cutting out or excision 
arthro- joint -oscopy examination by means of 
chole- bile a lighted instrument 
chondro- cartilage -ostomy formation of a fistula or 
colpo- vagina opening 

cranio: skull -otomy a cutting or an incision 
entero- intestine -pexy fixation 

gastro- stomach -plasty molding 

hystero- utérus -rhaphy a suturing of 

laparo- loin, flank 

litho- stone 

masto- breast 

myo- muscle 

nephro- kidney 

neuro- nerve 

osteo- bone 

phleb- vein 

pneumo- air 

pyelo- pelvis of kidney 

salpingo- tube 

teno- tendon 

thoraco- chest 

trachel- neck 
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Procedures for Testing for Sugar in Urine 


Several different methods may be used to test for excess sugar in the urine. In the 
Clinitest* method, 5 drops of urine are mixed with 10 drops of water and a Clinitest 
tablet is added. The color of the solution after 15 seconds is compared to a color chart 
provided by the manufacturer. Six different shades ranging from dark blue to orange 
are shown on the chart. The instructions must be followed exactly and only the 
proper color chart used for comparison. The color chart reports percentages of sugar 
in the urine according to the following scale: 


Negative 

Trace V496 
t V296 
++ 3/496 
+++ 1% 
++++ 2% 


CLINITEST* TABLET PROCEDURE 


1. © Use a clean receptacle 
Hold Clinitest dropper in upright position 
Place 5 drops urine in Clinitest test tube 
Rinse dropper 
Add 10 drops water 


Add one Clinitest tablet 
Do not shake test tube 
Wait 15 seconds after boiling stops 


Shake test tube gently 
Compare solution color with color chart 
Record results 


IMPORTANT: You must carefully observe the solution in the test tube while 
reaction takes place and during the 15-second waiting period. 
Rapid “pass-through” color changes may occur, caused by 
amounts of sugar over 2%. Should the color rapidly “pass 
through" green, tan and orange to a dark greenish-brown, 
record as over 296 sugar without comparing final color 
development with the color chart. 


*Clinitest is a Trademark of Ames Division, Miles Laboratories, Incorporated, Elkhart Indiana. 
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Reagent Strip Tests for Glucose and Ketone (Acetoacetic Acid) 


Commercial reagent strips can be used to test for glucose and ketone in urine. Reagent 
strips are chemically treated strips or tapes that react when exposed to a specific 
substance, such as urine. Strips from different manufacturers react differently and 
instructions must be followed carefully for the specific test you are doing. The 
following instructions are for Keto-Diastix.* The color chart shown here is only a 
sample. The manufacturer's color chart for glucose is light green to brown and for 
ketone is light pink to maroon. 


DIP-AND-READ TEST FOR GLUCOSE AND KETONE 
(ACETOACETIC ACID) 


IMPORTANT: DO not touch test areas of strip. Store at temperatures under 
30°C (86°F). Do not store in refrigerator. Do not remove 

dessiccant. Remove only enough strips for immediate use. 
Replace cap promptly and tightly. 


DIRECTIONS: 


MUST BE FOLLOWED EXACTLY. 

1. Dip a reagent end of strip in FRESH urine and remove 
immediately. (Alternatively, wet reagent areas of strip by 
passing through urine stream.) 

2. While removing, draw the edge of the strip against the rim 
of the urine container to remove excess urine. 

3. Compare reagent side of test areas with corresponding color 

charts at the times specified. 


CAUTION: Ketone levels reading “Moderate” or greater may depress the color 
development of glucose test area. 


Glucose—read at exactly 30 seconds. 


296 or more 


Ketone—read at exactly 15 seconds. 


Negative Trace Small Moderate < Large > 


*A Registered Trademark of Ames Division, Miles Laboratories, Inc., Elkhart Indiana. 
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ABANDONMENT, 101 
Abbreviations, for medical terms, 227-228 
Abdominal binders, 600 
Abdominal distention, bowel function and, 331 
relief of, 339 
diarrhea and, 332 
Abduction, 484, 485, 701 
Ablative surgery, 574, 701 
Abortion, 107, 701 
Abrasion, 701 
Abscess, 701 
Abuse, child and wife, 8 
Acapnia, 701 
Acceptance, 701 
Accidents, 6, 33, 514. See also Trauma. 
as a cause of death, 40, 509 
auto, 37 
chemical, prevention of, 522 
in aged, 514 
in children, 41 
in hospitals, prevention of, 514 
in infants, prevention of, 512—513, 513(t) 
in young adults, 41—42 
mechanical, prevention of, 517-522 
reporting, forms for, 518, 519 
thermal, prevention of, 522-524 
Accountability, 96, 701 
Accreditation of nursing programs, 97 
Acetoacetic acid, urinary, testing for, 729-730 
Acetone, 701 
Acid-base balance, 349 
diagnostic tests of, 358 
effects of surgery on, 575 
in renal disease, 310 
maintenance of, 353 
Acidosis, 353, 701 
Acne, 535, 701 
Acquired immunity, 553 
Acromion process, 701 
Active immunity, 553 
Active transport, 351, 701 
Activity, body temperature and, 142 
energy needs and, 262 
need for, 466—507. See also Exercise(s). 
Acupuncture, 7, 459—460, 461—462, 701 
Acute respiratory distress, in infants, 375 
Adaptation, 701 
diseases of, 18 


Adaptation (Continued) 
to sensory stimuli, 468, 511 
to stress, mechanisms of, 16—18 
Addiction, 33, 42, 630, 701 
during pregnancy, 611 
nutritional status and, 272 
Adduction, 484, 485, 701 
Adenosine triphosphate (ATP), 351 
Adhesion, 701 
Admission sheets, 219 
Adolescent(s), developmental tasks of, 664 
growth and developrnent of, 247-250 
motor function of, 488 
needs of, 248(t) 
nutritional, 269 
physical changes during, 248, 635, 644 
psychosocial development in, 236, 664—665 
sexual activity of, 645 
skin care in, 535, 701 
Adrenal gland, 701 
Adrenocortical hormone, 701 
Adult(s), growth and development of, 250-256 
middle-aged, prevalence of disease in, 42 
needs of, 250(t), 252(t), 253(t) 
nutritional, 269—270 
sleep, 427 
physical changes in, 251—253 
psychosocial development in, 236 
respiratory infections in, 376 
urinary function in, 306 
young, mortality in, 41 
Adulthood, stages of, 236-238 
Advice giving, 183 
Adynamic ileus, 701 
Aerosol therapy, 390 
Affluence, impact on health problems, 33 
Age, blood pressure and, 149, 150(t) 
body temperature and, 142 
bone changes with, 489 
perception of health and, 25 
pulse rate and, 145, 145(t) 
route of drug administration and, 613 
surgery and, 578 
Aged, accidents in, 514 
bowel function in, 329 
care of, 253-255 
day care services for, 8 
fluid and electrolyte balance in. 356 
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Aged (Continued) 
health care services for, 8 
health of, 34 
major health problems of, 42—43 
medication for, dosages of, 612 
nutritional needs of, 270 
physical changes in, 254 
proportion in population, 49 
psychosocial changes in, 665—666 
respiratory infections in, 557 
skin changes in, 535 
Agitated depression, 672 
Aggression, as response to stress, 18 
Air, transmission of pathogens via, 555, 578 
Air-fluidized bed, 701 
Air hunger, 147, 379, 701 
Air pollution, 35, 35, 372 
Airway, artificial, 383—384, 383, 384 
assessment in emergency, 394 
patency of, maintenance of, 383-384 
suctioning of, 383, 384, 384 
Alarm reaction, 17, 452, 702 
Albuminuria, 310, 405, 702 
Alcohol bath, 411 
Alcoholism, 33, 42 
fetal, 611 
nutrition and, 272 
Aldosterone, 352, 702 
Alimentation, intravenous, 296 
Alkalosis, 353, 702 
Allergic reactions, 16, 538 
Alveolocapillary block, 374 
to drugs, 538, 612 
Alveolus, 702 
Ambient anoxia, 372 
Ambient oxygen, 702 
Ambulation, assisting patient with, 503—505 
importance of, 482 
postoperative, 593 
Ambulation training, 504—505 
Ambulatory cardiac monitoring, 6, 7 
Ambulatory care, clinical nursing specialist in, 83 
nurse's role in, 8 
Ambulatory patient, exercises for, 496—497 
Ameba, 702 
Amebiasis, 552 
Amenorrhea, 645, 702 
American Indians, view of health, 24 
American Nurses' Association, 88 
code of nursing ethics, 90 
Amino acid, 702 
Amniotic sac, 238, 702 
Ampule, 702 
Anabolism, 273, 702 
Anaerobe, 702 
Anal stage, 234 
Analgesic(s), 462—463, 702 
Anatomical position, 487, 487, 702 
Androgens, 637 
Anemia, 374, 702 
iron-deficiency, 269 
Anesthesia, 702 
effect on body elimination, 575 
effect on body metabolism, 574 
pregnancy and, 611 
Anger, 160 
anxiety and, 672 
in dying patient, 689 
Anion, 702 
Annointing of sick, 685 
Anorexia, 152, 282, 702 
assessment of, 298 


Anorexia (Continued) 
fever and, 405 
in gastrointestinal disorders, 276 
prevention of, 289 
principles of, 285 
Anorexia nervosa, 269, 279, 283 
Anoscopy, 336 
Anoxemia, 702 
Anoxia, ambient, 372, 702 
Anthrax, 559 
Antibiotics, 5, 6, 702 
Antibody(ies), 553, 702 
Antidepressant drugs, 680 
Antidiuretic hormone, 702 
in fluid and electrolyte balance, 352 
Antiembolism stockings, 583 
Antigen, 702 
Antipyretic drugs, 410 
Antisepsis, 702 
Antiseptics, 560 
Antispasmodic drugs, 339 
Anuria, 309, 310, 702 
Anus, 702 
Anxiety, 17, 474, 668, 702 
assessment of patient for, 670, 685 


defense mechanisms for reducing, 18-20 


depersonalization and, 676 
diarrhea and, 331 
in infants, 663 
in surgical patient, 577, 586 
manifestations of, 670—671 
behavioral, 672—673 
physiological, 671—672 
nursing interventions for, 675—680 
oxygen therapy and, 387 
pain and, 452 
pets in relief of, 661, 661 
principles of, 674(t) 
respiratory function and, 372, 390 
response to illness and, 26, 27, 64 
sensory perception and, 510 
tranquilizers for, 679 
types of, 673 
urinary function and, 308, 309 
vs. depression, 673(t) 
Aortic receptor, 702 
Apathy, 702 
Aphasia, 160, 702 
Apical beat, 146, 702 
Apical-radial pulse, 147, 702 
Apnea, 147, 702 
Apomorphine, 702 
Appearance, self-esteem and, 663, 665 
Appendicitis, 557, 702 
Appetite, 276, 467, 702 
Arachnoid membrane, 702 


Arm(s), deltoid muscle of, injections into, 625 


evaluation of, 154—155 
restraints for, 519 


Armboard, for intravenous infusions, 364 


Arthritis, in young adults, 42 
prevalence of, 42 
Artificial airways, 383—384, 382, 2A4 
Artificial respiration, 392-3° 4 
Ascaris lumbricoides infestation, 333 
Aschheim-Zondek test, 7112 
Ascites, 703 
Asepsis, 561, 702, 715 
gowns for, 563—564 
masks in, 562-563 
Asphyxia, 703 
fetal, 375 


Aspiration, 703 
Aspirin, effects on fetus, 611 
Assault and battery, 102, 703 
Associations, professional nursing, 88 
Asthrna, 374, 703 
Astringent, 703 
Atelectasis, 703 
Atherosclerosis, 703 
wound healing and, 579 
Athlete's foot, 552 
Atonic bladder, 575 
ATP (adenosine triphosphate), 351 
Atrioventricular valve, 703 
Atrophy, 703 
Attachment, maternal-infant, 243, 703 
Attendant, 703 
Attitude(s), changing, teaching strategies for, 202 
nonverbal] communication of, 178-179 
Audiovisual materials, for patient education, 200 
Audit, nursing, 98, 218 
Auscultation, 140, 703 
Autoclaving, 560 
Autonomous stage, 235 
Autonomy, 703 
Autopsy, 695, 703 
Auxiliary nursing personnel, 78 
Axillary temperature, 144 


BAciLLus anthracis, 559 
Back massage, 442—443 
Bacteriurn(a), 703 
in bowel, 328 
pathogenic, 552 
Bag-mask, self-inflating, 394 
Baker, 415 
Balance, 484 
loss of, 153 
Balkan frame, 437, 437, 703 
Ball and socket joint, 486 
Band, identification, 615 
Bandaging, 601—605 
fundamental turns in, 602—603 
materials used in, 601 
procedure for, 604 
purposes of, 601 
Baptism, 684 
Barbiturate(s), 703 
control of, 611 
effects on sleep, 427 
Barium sulfate, 165 
Barrel chest, 380 
Barrier technique, 564, 566, 703 
Basal metabolism, 703 
rate of, 262 
homeostasis and, 14 
Basic human needs, 13—14. See also Need(s). 
Basilic vein, 703 
Bath(s), alcohol, 411 
Sitz, 416, 417 
sponge, tepid, 411 
therapeutic, 416-4*7. 
Bathing, 541 ^43 ae 
of bedridc.en patient, 5 2 
Battered ^hildren, 8 C 
Battered wives, 8 
Bed(s), 431—440 
air-fluidized, 701 
anesthetic, 435 
changing, 432—436, 434, 435 
principles of, 432 
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Beds (Continued) 
closed, 434, 705 
linens for, 431 
mattresses for, 436 
moving patient in, 498-503 
occupied, changing, 434 
open, changing, 433—434, 717 
positioning patients in, 62, 162, 163, 438—442 
side rails on, 517 
stripping, 432 
types of, 431 
Bed bath, 541—542 
Bedboard, 437 
Bed care, 431—440 
Bedpan, assisting patient with, 313—314, 338—339 
Bed rest, dangers of, 482 
Bedsores, 543—845, 544 
Bedwetting, 308, 428, 709 
sleep stage and, 424 
Behavior, 703 
modification of, 203-204 
observations of, 160 
Behavioral objectives, 131 
Belt(s), Posey, 519, 520 
Bennet respirator, 385, 390 
Bernard, Claude, 16 
Bile, 354 
in vomitus, 152 
Bill of rights, consumer, 95-96 
Binder(s), 703 
application of, guidelines for, 599 
problems in use of, 601 
types of, 600, 600, 601 
Biological clock, 424, 703 
Biology, health and, 34, 34, 44(t) 
Biomedical knowledge, impact on health care, 6 
Biopsy, 166, 703 
Biot's respirations, 703 
Bird respirator, 385 
Birth, 241—242 
Birth control, methods of, 651—654. See also 
Contraception. 
Birthrate, changes in health care and, 4 
Birthweight, 267 
Bladder, anatomy and physiology of, 304 
atonic, 575 
catheters, need for changing, 321 
catheterization of, 317—321 
equipment for, 318 
preparation of patient for, 318—319 
reasons for, 317 
irrigation of, 321—322 
normal capacity of, 356(t) 
retraining, 316, 317(t) 
Bleb, 703 
Bleeding. See Hemorrhage. 
Blindness, 467 
Blister, 703 
fever, 405 
Block, alveolocapillary, 374 
Blood, in feces, 335 
laboratory study of, 163-164 
plasma component of, 719 
tests, of kidney function, 312 
transfusion of, 366—367 
for surgical patient, 582 
viscosity of, 149 
Blood chemistry, in renal disease, 310 
Blood electrolytes, normal values of, 358 
Blood gas(es), analysis of, 358, 380 
Blood pressure, 148—152 
daily variations in, 141. 149 
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Blood Pressure (Continued) 
diastolic, 148, 151, 707 
effects of cold on, 413 
electronic monitoring of, 149, 150, 151 
factors affecting, 148-149 
high, 18 
systolic, 148, 150 
taking, 150—152 
Blood pressure cuff, placement of, 150, 151 
Blood urea nitrogen (BUN), 310, 312 
Blood vessels, elasticity of, 149 
peripheral, resistance of, 149 
Blood volume, blood pressure and, 149 
Blurred vision, 153 
Board, fracture, 437 
Body, parts of, alignment of, 487 
planes of, 486, 486 
Body equilibrium, 14, 14 
Body fluids, 349. See also Acid-base balance; 
Fluid(s). 
Body frame, classification of, 271 
Body heat, regulation of, 141. See also 
Temperature. 
Body image, 662 
Body mechanics, principles of, 497(t) 
Body scanners, 6 
Body soaks, 416 
Body waste, removal of, mechanisms of, 303 
Body weight, 152 
center of, 487 
for men and women, 280(t) 
Boil, 704 
Boiling, for sterilization, 560 
Bolus, 704 
Bonding, maternal-infant, 243, 704 
Bone, changes with age, 489 
disorders of, 717 
Bone marrow specimen, 166 
Botulism, 278, 704 
Bounding pulse, 145 
Bowel, bacteria of, 328 
passage of waste through, 328 
Bowel elimination, 326—347. See also Defecation. 
Bowel function, 152, 326—347 
anatornical and physiological considerations in, 
327-328 
assessment of, 334—336 
guide to, 346(t) 
diet and, 329, 329, 337, 338 
disturbed, in surgical patient, 584 
during pregnancy, 329 
emotional factors and, 331 
factors affecting, 329-330 
fluid intake and, 330, 337 
nursing interventions in, 336-346 
of newborn, 328 
principles of, 336(t) 
problems of, 330—334 
variations in, 328—329 
Bowel status, 152 
Brachial pulse, 146, 704 
Bradford frame, 437, 437, 704 
Bradycardia, 145, 704 
Bradykinin, 449, 704 
Bradypnea, 147, 704 
Brain, centers for processing sensory stimuli, 471 
development of, 238 
oxygen lack and, early signs of, 379 
Braxton-Hicks contractions, 240 
Bread and cereals, daily requirements of, 266(t) 
Breast(s), 640 
self-examination of, 652 


Breast binder, 600 
Breast feeding, immunity and, 556 
nutritional needs during, 267 
Breath, shortness of, 147 
Breathing. See also Respiration(s). 
alternate nostril, 459, 459 
Cheyne-Stokes, 378, 705 
control mechanisms for, 373—375 
difficulty in, 376—377 
nursing action in, 382—383 
in surgical patient, 580—581, 582 
exercises for, postoperative, 592 
intermittent positive pressure, 390 
Kussmaul, 714 
labored, 147, 378, 714 
muscles of, 484 
rhythmic, for pain relief, 459 
wet, 383 
Bronchography, 380 
Bronchoscopy, 380, 704 
Bronchus(i), 704 
Bruise, 154 
Buffers, body, 353 
Bulbourethral glands, 638 
Burette, 704 
Burn(s), 15 
body fluid balance and, 355 
nurse's responsibility for, 101 


CACHEXIA, 704 
Caffeine, effects on fetus, 611 
Calcium, 261 
deficiency of, effects on fetus, 264 
in lactating mother, 267 
excretion of, 328 
Calculus, 704 
Calorie, 704 
Calyx, 704 
Canadian Department of National Health and 
Welfare, 47 
Canadian Nurses' Association, 88 
Canadian Student Nurses Association, 89 
Cancer, 39, 40 
Cannon, Walter B., 16, 17 
Cannula(e), 704 
nasal, for oxygen administration, 389, 389 
Canthus, 704 
Carbohydrate(s), 260, 704 
Carbon dioxide, inhalation to stimulate respiration, 
389 
lung diffusion of, 373, 374 
transport of, 374 
Carbonic acid-bicarbonate system, 353 
Carbuncle, 704 
Cardiac compression, external, 394—396, 395 
Cardiac monitors, 6, 7 
Cardiac output, blood pressure and, 148 
Cardiac sphincter, 704 
Cardiopulmonary resuscitation (CPR), 77, 394—396 
Cardiopulmonary testing, 166—167 
Cardiovascular disease, stress and, 18 
Cardiovascular system, function of, 371 
kidney function and, 354 
respiratory function and, 374 
Carotid pulse, 145 
Carotid receptor, 704 
Carrier, 704 
Carries, 525—526 
Case study, in patient teaching, 203 
Cast(s), urinary, 310, 704 


CAT scan, 165, 704 
Catabolism, 273, 704 
Cathartic, 704 
Catheter(s), 704 
indwelling, 320 
nasal, for oxygen administration, 388, 388- 389 
urinary, 318 
insertion of, 319, 320 
Catheterization, of bladder, 317-321 
Cation, 704 
Celsius scale, 142, 142(t) 
Cementum, 704 
Center of weight, 487 
Centigrade scale, 142, 142(t) 
Cephalic vein, 704 
Cerebral cortex, 704 
Cerebrospinal fluid, 704 
Cerebrovascular accident, 39, 40 
effect on motor function, 489 
fecal incontinence after, 332 
impaired sensory perception with, 470 
Certification, 92, 98, 705 
Cerumen, 153, 532 
Ceruminous glands, 532 
Cervix uteri, 639, 640, 705 
changes in labor and delivery, 241 
Change, as stressor, 15, 16 
Change of life, 252 
Change-of-shift report, 188 
Chaplains, hospital, 683 
Charting, 226-227 
Chemical(s), accidents due to, prevention of, 522 
pain induced by, 449 
sterilization by, 560 
Chemical balance, stress and, 15 
Chemoreceptors, for oxygen, 372 
Chest, deformities of, 380 
expansion of, ventilation and, 384 
pain in, respiratory problems and, 378 
physical deformities of, 380 
Chewing, 532, 715 
Cheyne-Stokes breathing, 378, 705 
Chilblains, 399 
Children, abuse of, 8 
sexual, 705 
body temperature of, 402 
bowel function in, 328-329 
day care centers for, 5 
exercise for, 483 
fluid and electrolyte disturbances in, 359 
gender identity development in, 643 
growth and development of, 243-247 
illness in, impact on family, 29 
immunization in, 245 
in population, 49, 50 
infections in, 556 
iron-deficiency in, 269 
major health problems of, 41 
medication dosages for, 611 
mortalily in, 41 
motor development in, 488 
needs of, 244(t), 245(t) 
nutritional, 267—268 
sleep. 427 
of dying patient, counseling. 691—692 
permission to treat, 103 
‘physical development of, 268(t) 
psychosocial development of, 236, 247 
social development of, 268(t) 
toilet training, 306—307 
urinary funclion in, 305 
urinary tract infection in, 308 
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Chill, 705 
shaking, 404 
Chill phase, of fever, 404, 407(t) 
Choking, emergency management of, 392 
Cholangiography, 705 
Cholecystography, 705 
Cholera, 35 
Chordotomy, 705 
Chorea, Huntington's, 34 
Choroid plexus, 705 
Chrornosomes, 636—637 
Chronic disease, 13 
increasing prevalence of, 5, 6 
maintenance of optimal health in, 29 
prevalence in U.S., 42 
Chronic obstructive lung disease (COLD), 376, 705 
Chronic obstructive pulmonary disease (COPD), 706 
Chyme, 327 
Cicatrization, 577, 705 
Cigarette smoking, risks of, 4 
Cilium, 705 
Cinefluorography, 705 
Circadian rhythm, 141, 424, 705 
Circulation, assessing in emergency, 394 
bandaging and, 602 
disturbances in, surgery and, 582 
fetal, 376-377 
heat application and, 413 
in dying patient, 693 
respiratory function and, 374 
Circulatory collapse, 359 
Circulatory system, changes with anxiety, 671 
development of, 238 
disorders of, urinary function and, 308 
Circumcision, 684, 705 
Circumduction, 484, 485, 705 
Cisterna magna, 705 
Civil Defense, 57 
Clarification, 183, 705 
Clavicle, 705 
Cleansing enema, 346 
Climate, body temperature response to, 401 
nutrient and energy requirements and, 262 
of trust, 172, 180 
Clinic and outpatient services, 56, 705 
Clinical assessment, 123, 139—169. See also 
specific skills. 
forms for recording, 156-159 
guide to, 115, 117—119 
Clinical nursing specialist, 83, 705 
Clinitest, 312, 729-730 
Clitoris, 640 
Clock, biological, 424 
Clostridium tetani, 552 
Code for Nurses, 89-90 
Cognition, 705 
Cognitive development, Piaget's theory of, 234—235 
Cognitive learning, 705 
Cohesion, 705 
Cold, body responses to, 406—408 
common, 556 
pain due to, 450 
therapeutic application of, 411—412 
methods of, 417—419 
principles of, 413(t) 
reasons for, 413—414 
Collagen, 705 
Colon, function of, 327. See also Bowel function. 
irrigation of, 344—345 
Colostomy, 333, 338, 725 
dressing care, 344 
irrigation of, 342—344. 343 
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Colostrum, 705 
Coma, 693, 705 
Comfort, 423, 705 
assessment of, 428 
need for, 423-424 
principles of, 430(t) 
Commode, 705 
Communicable disease, 35, 552, 705 
Communication, factors affecting, 175—177 
in infancy, 243 
in learning process, 196—197 
models of, 174 
nonverbal, 178—179, 179, 716 
process of, 174, 181—185 
nurse's responses in, 182-183 
skills of, 171—189 
technology of, impact on health care, 6 
verbal, 160 
with health team, 187—189 
Community health, factors affecting, 43, 44(t) 
nurse's role in, 8, 43-44, 77 
Community health care services, 4, 53, 56 
Community health problems, 43—44 
Community health programs, 54 
Community mental health clinics, 54 
Compensation, 19, 705 
Competence, assessment of, 98 
Compress(es), 705 
cold, 418, 418 
hot, 415 
Computerized axial tomography, 165 
Conception, 238 
Concrete operational stage, 235 
Concurrent disinfection, 706 
Condom, 653, 706 
Conduction, in maintenance of body temperature, 
141 
Conductive heat, 706 
Condyloid joint, 486 
Conferences, 188 
Confidential information, 106 
Conflict, in developmental process, 235 
Confusion; 160, 706 
Congenital disorders, 34 
Congestion, 706 
Consciousness, 706 
altered, 510 
states of, 693 
drug administration and, 613 
Consent, informed, 102, 104, 105, 713 
Consent forms, 64 
Constipation, 331, 706. See also Bowel function. 
nursing interventions in, 337 
Constructive surgery, 706 
Consultations, 188 
Consumer Bill of Rights, 95-96 
Contact, 706 
Context, 706 
Contraception, methods of, 651—654 
injectable, 653 
oral, 651 
rhythm, 653 
Contracting, 173 
Contraction(s), Braxton-Hicks, 240 
phase of, 577 
Contractures, 490, 492, 706 
Contrast media, 165, 706 
Controlled substances legislation, 108 
Convalescence, 28, 706 
Convection, in maintenance of body temperature, 
141, 706 : 
Conventional stage, 235 


Conversion reaction, 451, 706 
Conversive heat, 706 
Corneal reflex, 706 
Coronary artery disease, type A personality and, 18 
Cough, 148, 374, 378, 382 
assisting patient with, 383, 581, 581, 592 
Counseling, for family of terminally ill, 691—692 
spiritual, 680—682 
Counterirritant, therapeutic use of, 418, 706 
Cowper’s glands, 638, 641 
Cradle, 706 
heat, 415 
Cradle cap, 535 
Cradle carry, 524, 525 
Cramps, heat, 406 
Creatinine, 706 
Crime, 706 
Crutches, teaching use of, 191 
Crutch gaits, 505 
Cryptorchidism, 643 
CT scan, 165 
Cultural factors, in health care, 8, 9, 23, 25 
Cultural shock, 16, 706 
Culture, nose and throat, 380 
tissue, collection and handling of specimens for, 
164 
Curative surgery, 574, 706 
Custom, 706 
Cyanosis, 379, 706 
Cyst, 706 
Cystitis, 308, 309, 706 
Cystoscopy, 313, 706 


DANDRUFF, 532, 536, 706 
Data, analysis in nursing assessment, 123. See also 
Information. 
collection of, 114—123 
forms for, 115, 117-119 
variable, 725 
Data base, 114, 706 
clinical, 141 
on problem-oriented medical record, 222 
Day care services, for aged, 8 
for children, 5 
Daydreaming, 20, 473 
Deafness, 467 
Death, care after, 695 
certificate of, 695 
experience of, 690—691. See also Dying patient. 
imminent, signs of, 694 
of spouse, 16 
principal causes of, 39—40, 40, 41 
signs of, 695 
Decubitus ulcer, 543—545, 544, 707 
Deep breathing, for surgical patient, 582 
Deep pressure sense, 472 
Defamation of character, 106, 707 
Defecation, 326—347, 707. See also Bowel function. 
anatomical and physiological considerations in, 
327—328 
effect of surgery on, 575 
factors affecting, 330 
normal, 328 
pain on, 331 D 
pattern of, assessing, 334 i 
variations in, 328 
stimuli to, 337 


Defense mechanism, 707 


body, mobilization of, 17 


Defense mechanism (Continued) 
in acute illness, 28 
psychological, 18—20 

Degenerative disease(s), in elderly, 42 
increasing prevalence of, 5, 6 

Dehiscence, 707 

Dehydration, 349, 356, 707 
body temperature and, 402 
early signs of, 357 
fever and, 405 
in surgical patient, 582 
nursing care in, 409 

Delivery, labor and, 240-241, 714 

Denial, 19 
in dying patient, 689 

Density, population, 719 

Denture care, 540 

Dependency, in acute illness, 28, 707 

Depersonalization, 676 

Depression, 160, 668, 707 
agitated, 672 
assessment of, 670, 685 
behavioral manifestations of, 672 
in dying patient, 690 
in surgical patient, 586 
maintenance of physiological processes in, 679 
nursing interventions for, 675—680 
pets in relief of, 661, 661 
principles of, 674(t) 
protection of patient with, 679 
vs. anxiety, 673(t) 

Deprivational stress, 15, 707 

Depth perception, 472 

Dermis, 707 

Detergent, 707 

Detrusor muscle, 707 

Development, fetal, 238—239 
rnotor, 242, 488, 488 
physical, 238-257 
psychosocial, 231—238 
theories of, 233-238 

Developmental crisis, 669, 707 

Diabetes mellitus, 34, 269, 707 
health education in, 201 
optimal level of health in, 13 
prevalence of, 42 
surgery and, 579 

Diacetic acid, 707 

Diagnosis, 219, 707 
nursing, 124, 125(t) 

Diagnostic tests, 163—169. See also specific tests. 
cardiopulmonary 166—167 
collection of specimens for, 163—164 
for fluid and electrolyte problems, 358 
guidelines for assisting with, 167—168 
of bowel function, 335-336 
of respiratory function, 379—382 

Dialysis, renal, 322—323, 721 

Diaper rash, 534 

Diaphoresis, 154, 409, 707 

Diaphragm, 653 

Diarrhea, 331—332, 707 
anxiety and, 331 
fluid and electrolyte losses with, 332, 345 

Diarrheal disease, 39, 40 
nursing interventions in, 337—338 

Diastolic blood pressure, 148, 151, 707 

Diathermy, 417, 707 

Diet, bowel function and, 329, 329, 337, 338 
changes in, 286 

form for, 274 
daily nutritional requirements, 262—263 
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Diet (Continued) 
energy requirements in, 262 
essentia] nutrients in, 260—261 
in chronic disease, 29 
illness and, 273-274 
liquid, 273 
restrictions in, religious, 272 
urinary function and, 308 
vegetarian, 271 
Dietary department, hospital, 59 
Dietician, in health promotion, 75, 707 
Differentiation, 707 
culture, 164 
sex, 636-637 
Diffusion, 351, 707 
Digitalis, 7 
Dilatation, cervical, 241 
Diphtheria, 35, 39 
Diplopia, 153, 707 
Disease(s), 707. See also specific diseases. 
changing nature of, 5-6 
chronic, 13 
increasing prevalence of, 5, 6 
maintenance of optimal health in, 29 
U.S. prevalence of, 6, 42 
communicable, 35, 552, 705 
concept of, 12 
degenerative, in elderly, 42 
increasing prevalence of, 5 
genetic predisposition to, 18, 34 
infectious. See Infection; Infectious disease. 
nutritional requirements in, 273-274 
of adaptation, 18 
risk factors for, 4 
water-borne, 35 
Dishes, care of, 565 
Disinfectant(s), 560 
Disinfection, 707 
concurrent, 706 
Displacement, as defense mechanism, 19, 19, 707 
Disorientation, 160, 707 
Distention, 707 
Distraction, for relief of pain, 458 
District nursing, 84 
Diuresis, 707 
Diuretic, 708 
Diurnal rhythm, 141 
Dizziness, 153, 379, 382, 725 
Doctors' order sheet, 220, 221, 708 
Dorsal flexion, 486 
Dorsalis pedis pulse, 146, 708 
Dorsogluteal injection, 624, 624 
Douche, 656, 708 
Down's syndrorne, 34 
Drainage, postural, 385 
Dream(s), wet, 647 
Dreaming, sleep stages and, 424—425 
Dressings, changing, 597—599, 599 
Drowsiness, 693, 708 
Drug(s), 708. See also Medication(s). 
addiction to, 33, 42, 630, 701 
during pregnancy, 611 
nutrition and, 272 
allergic reactions to, 538, 612 
antidepressant, 680 
antipyretic, 410 
antispasmodic, 339 
as respiratory depressants, 373 
bowel function and, 330 
chemical name of, 609 
effects on sleep patterns, 426—427 
emulsive, 339 
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Drug(s) (Continued) 
for relief of pain, 457, 462—463 
formulary of, 609 
generic name of, 609 
idiosyncratic reactions to, 612 
illegal use of, 630 
injectable, 622 
narcotic, government control of, 108 
overdose of, 612 
proprietary name of, 609 
stock, 617 
tolerance of, 630 
trade name of, 609 
tranquilizing, 679 
for mentally ill, 6 
Dry heat, for sterilization, 560 
Duodenal ulcer, 18 
Duadenocolic reflex, 327 
Duodenum, 708 
Dying, stages of, 689—690 
Dying patient, 29, 689—699 
home care for, 693—694 
hospice care for, 61, 693—694 
needs of, 692—693 
rights of, 691(t) 
Dysmenorrhea, 645, 708 
Dyspepsia, 276, 282 
assessment of, 298 
prevention of, 289 
Dysphagia, 152, 708 
in dying patient, 692 
Dysphasia, 160, 708 
Dyspnea, 376, 382, 708 
anxiety with, 390 
Dysuria, 309, 708 


EAR, examination of, 717 
infection of, 557 
instillation of medication into, 628 
Earwax, 153 
Ecchymosis, 708 
Ecology, 14, 708 
Ectoderm, 238, 708 
Ederna, 349, 356. 358, 708 
in postoperative patient, 582 
peripheral, 155 
Education, in health promotion, 7 
nursing, 73, 84, 92, 98 
Educator, health, 75 
Effacement, cervical, 241, 707 
Ejaculation, 638 
Ejaculatory duct, 638 
Elasticity, of blood vessels, 149 
Elbow, exercise of, 495 
muscles of, 493 
Elderly. See Aged. 
Electric pads, use of, 414 
Electrocardiogram, 166, 708 
Electroconvulsive therapy, 680 
Electrodiagnosis, 166 
Electroencephalogram, 166, 708 
in sleep stages, 424—425 
Electrolyte(s), 348, 369, 708. See also Electrolyte 
balance; Acid-base balance. 
blood, normal values of, 358 
body transport of, 351 
disturbances in, 349 
function of, 349 
in body fluids, 350 
loss of, in diarrhea, 332, 345 


Electrolyte(s) (Continued) 
normal blood levels of, 358 
restriction of, 360 
Electrolyte balance, assessment of, 375-358 
postoperative, 582 
diagnosis of, nursing actions in, 358—359 
diagnostic tests of, 358 
disturbed, early signs of, 358, 362 
nursing interventions in, 360—369 
effects of surgery on, 575 
factors affecting, 354—355 
gastrointestinal tract disturbances and, 354 
physiologic sex differences in, 356 
principles of, 359 
Electrolyte status, assessment of, 367(t) 
Electromyogram, 166 
Elimination status, 152. See also Bowel function; 
Urinary function. 
effects of surgery on, 575 
Embolism, in surgical patients, 582—583 
Embolus, 708 
Embryonic stage, 238, 708 
Emergency, respiratory, 392-396 
Emergency medical technician, 57, 78 
Emergency services, 56 
health care professionals in, 77 
Emesis, 152, 708 
Emollient, 708 
Emotion(s), body temperature response to, 400 
bowel function and, 331 
effects on communication, 175, 177 
nonverbal communication of, 178—179 
pulse rate and, 145 
reflection of, 182 
respiration and, 372, 390 
urinary function and, 308 
Emotional status, 160 
nutritional status and, 271 
Empathy, 171 
Emphysema, 374, 708 
Employee(s), health programs for, 4 
Emulsion, 708 
Emulsive drugs, 339 
Enamel, 708 
Endoderm, 238, 708 
Endogenous spread, 556, 708 
Endorphin(s), pain and, 449, 449 
Endoscopy, 166, 708 
Endorsement, 91 
Endothelium, 708 
Enema, 337, 339—342, 708 
administration of, 340—341 
equipment for, 340, 340 
positioning patient for, 341 
siphoning, 341 
types of, 340 
Energy, expenditure of, 263(t) 
Energy requirements, 262 
Entamoeba histolytica, 552 
Enteric precautions, against infection, 568(t) 
Enteritis, 39, 40 
Enterobius vermicularis infestation, 333(t) 
Enteroclysis, 344—345, 708 
Enuresis, 309, 428, 709 
sleep stage and, 424 
Environment, 709 
as factor in health and disease, 34—35, 44(t) 
equilibrium of, 14, 709 
hazards of, 35, 510 
preservation and improvement of, 509-510 
Environmental health, industrial hygienist in, 76 
nurse's role in, 79 


Environmental health (Continued) 
public health inspectors in, 75 
sanitarians in, 75 

Environmental technologist, 709 

Epidemic, 709 

Epidermis, 709 

Epididymis, 638 _ 

Epididymitis, 709 

Epinephrine, 709 

Epistaxis, 412, 709 

Epithelization, 577 

Epulides of pregnancy, 534 

Equilibrium, body, 14, 14 

Equipment, cleaning of, methods for, 559-560 
contaminated, removal of, 565 
disinfection of, 564, 707 

Equilibrium, environmental, 14 
maintenance of, 14—15 
psychosocial, 15 
stress and, 15 

Erikson, Erik, 235 

Erogenous zones, 641 

Eructation, 276 

Erythema, 709 

Esophagus, 709 
body temperature determination in, 144 

Essential nutrients, 260—262 

Esteem needs, 232 

Estrogen(s), 637, 709 

Ethics, 161 
codes for nurses, 89-90 
research and 90 
Nursing, International Code of, 87 

Ethnic factors, in perception of health 24, 25 

Ethylene oxide sterilization, 551 

Etiology, 709 

Eupnea, 147, 709 

Euthanasia, 694 

Evaporation, in maintenance of body temperature, 
41 

Evening care, 539 

Eversion, 484, 486, 709 

Evisceration, postoperative, 586 

Ewald tube, 292 

Excess, stress of, 15 

Excoriation, 542, 709 

Excreta, disposal of, 566, 709 

Excretion, 164 

Exercise(s), active, 701 
benefits of, 482 
body temperature response to, 400 
effects on skin, 533 
eye, 677, 678 
for nurses, 8 
isometric, 492 
isotonic, 493 
nursing interventions for, 492-497 
Passive, 492, 718 
physiological changes due to, 482 
postoperative, 592, 593 
programs of, principles of, 492(t) 

for physical fitness, 4 
range of motion, 493-496 
relief of anxiety with, 676-678, 677 
respiratory changes with, 372 
risk of disease and, 483 
types of, 492-493 

Exercise checklist, 497(t) 

Exertion, dyspnea on, 377 

Exhalation, 147 

Exhaustion, heat, 406 
in general adaptation synsdrome, 17 
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Exhibitionism, 709 

Expectoration, 379 

Expiration, 709 

Extension, 484, 485 

Extravasation, 709 

Extremities, evaluation of, 154 

Exudate, 709 

Eye(s), exercises for, 677, 678 
medication of, 628, 629 
nursing care of, 546 


Face sheet, 220 
Facial expression, in communication process, 178 
Fainting, 379 
Fall(s), nurse’s responsibility for, 101 
prevention of, 517 
Fallopian tubes, 639 
False imprisonment, 104 
Family, fragmentation of, 4 
impact of illness on, 29 
importance of, 666—667 
of dying patient, counseling of, 691-692 
single-parent, 5 
Family nurse practitioner, 82 
Family nutritionist, 75, 709 
Family Practice Units, 3 
Fantasy, 20, 709 
Farenheit scale, 142, 142(t) 
Fastigium, 709. 
Fat(s), 260, 709 
fecal, 335 
Fat-soluble vitamins, 261 
Fear, 160, 709 
in reaction to illness, 17 
Feces, 328, 709 
blood in, 335 
characteristics of, 335(t) 
collection of specimen of, 164 
impacted, 331, 712 
incontinence of, 332 
manual extraction of, 342 
normal values for, 335(t) 
Feedback, in communication, 175 
Feeding, in patient care, 289 
intravenous, 296 
tube, 295 
Feelings, nonverbal communication of, 178-179 
reflection of, 182 
Femoral pulse, 146, 709 
Femur, 709 
Fetal alcoho! syndrome, 611 
Fetal monitoring, 6 
Fetal stage, 709 
Fetus, asphyxia of, 375 
circulation of, 376~377 
development of, 239-241 
effects of anesthesia on, 611 
effects of maternal malnutrition on, 263-264 
movement of, 488 
nutritional deficiency in mother and, 264—266 
oxygen supply to, 375 
respiratory function of, 375 
sensory perception of, 471 
Fever. 23, 142, 710 
assessment of, 403—404 
causes of, 401 
chill phase of, 404, 407(t) 
constant, 404 
course of, 405, 407(t) 
dehydration from, 405 
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Fever (Continued) 
destructive effects of, 405 
minimizing, 409—410 
during pregnancy, 401 
facilitating heat loss in, 410 
hectic, 711 
importance of rest with, 409 
intefmittent, 404, 713 
physiologic mechanisms of, 402 
postoperative, 402 
quotidian, 404 
reducing heat production in, 410 
reduction of, alcohol bath for, 411 
antipyretic drugs for, 410 
tepid sponge baths for, 410 
relapsing, 721 
remittent, 404, 721 
respiratory response to, 374 
septic, 711 
stages of, 404—406 
symptoms associated with, 405, 407(t) 
termination of, 405, 407(t) 
typhoid, 35 
Fever blisters, 405 
Fiber, bowel function and, 329 
Fibrin, 710 
Fibroplasia phase, 577, 710 
Fight-flight reaction, 17, 710 
Figure-eight turn, 603 
Finger(s), exercise of, 495 
Fingernails, 532 
Fire, nurses' responsibilities during, 524—527 
prevention of, 522-524 
types of, 523 
Fire extinguishers, types of, 523, 524 
use of, 524 
First aid, 77 
First Responder, 77 
Fishberg concentration test, 710 
Fissure, 710 
Fistula, 710 
Flatulence, 710 
Flatus, 276, 331, 710 
excess, relief of, 339 
Flexion, 484, 485, 710, 719 
Flowsheet, 710 
Fluid(s), body, 348—369. See also Fluid balance; 
Acid-base balance. 
distribution of, 350 
electrolyte composition of, 350, 350 
loss of, in diarrhea, 332, 345 
transport of, 351 
digestive, daily volume of, 354 
pH of, 354 
extracellular, 350 
intake and output of, 351-353 
assessment of, 311, 313 
bowel function and, 330, 337 
monitoring, 360—362, 582 
recording, 288 
urinary function and, 307 
interstitial, 350 
intracellular, 350 
intravascular, 350 
intravenous infusion of, 362-365 
retention of, early signs of, 347 
Fluid balance, 349, 351—353 
assessment of, 357—358, 367(t) 
preoperative, 581—582 
diagnosis of, nursing actions in, 358—359 
diagnostic tests for, 358 


Fluid balance (Continued) 

disturbances in, 349 
early signs of, 358, 362 
nursing interventions in, 360-369 

effects of surgery on, 575 
factors affecting, 354—355 
gastrointestinal regulation of, 352 
lung function and, 353 
mechanisms regulating, 352—353 
perspiration and, 350 
physiologic sex differences in, 356 
principles of, 359 
thirst and, 352 
worksheet for, 361 

Fluoroscopy, 165, 710 

Flushing, 16, 710 

Foley-Alcock catheter, 318 

Folk medicine, 7, 25 

Follicle-stimulating hormone, 637 

Fomites, 552, 555, 710 

Food, cultural aspects of, 259 
in transmission of infection, 552, 555 
metabolism of, 273 
psychological significance of, 259 
recommended daily, 263, 264—265, 266(t) 
selection of, 263, 264—265 

Food poisoning, 278 
nursing management of, 284 
prevention of, 290 

Footblock, 437 

Footboard, 436, 710 

Forced vital capacity (FVC), 381 

Foreskin, 638 

Formal operational stage, 235 

Formulary, drug, 609 

Fossa navicularis, 710 

Fowler's position, 440, 440, 710 

Foxglove plant, 7 

Fracture board, 437, 710 

Fracture pan, 339 

Free clinics, 56, 57, 710 

Fremitus, 380, 710 

Freud, Sigmund, 234 

Friable tissue, 710 

Friction rub, 378 

Friedman test, 710 

Frontal plane, 486, 486, 710 

Frostbite, 15, 399 

Fruit, daily requirements of, 266(t) 

FSH (follicle-stimulating hormone), 637 

Fulcrum, 484, 710 

Functional pathology, 219, 710 

Functioning, optimal, 12 

Fungus infections, 552 


Gac reflex, 290 

Gait(s), crutch, 505 

Gait training, for hemiplegics, 504—505 

Gamete, 637 

Gait training, 504—505 

GAS (general adaptation syndrome), 17, 554, 710 

Gas(es), blood, analysis of, 358, 380 .^ 
for sterilization, 561 

Gastric gavage, 295 

Gastric intubation, 291 

Gastric juice, 354 

Gastric lavage, 291, 295 

Gastric suction, 293 
types of, 292 


Gastric tube(s), insertion of, 292—293 
Gastric ulcer, 18 
Gastrocolic reflex, 327, 330, 710 
Gastroenteritis, 276, 710 
causes of, 552 
Gastrointestinal disorders, fluid and electrolyte 
balance and, 354 
laboratory tests in, 282 
nutrition and, 272 
x-ray examination in, 283 
Gastrointestinal tract, congenital abnormalities of, 
330 . 
development of, 238 
function of. See Bowel function. 
in regulation of fluid balance, 352 
irritation of, diarrhea due to, 332 
x-ray studies of, 165 
Gate control theory, 448 
Gavage, 710 
gastric, 295 
Gender identity, 643 
General adaptation syndrome (GAS), 17, 554, 710 
Genetic factors, in health and disease, 34 
Genital stage, 234 
Genitalia, 637—641, 710 
Geriatric nursing, 710 
Germinal stage, 710 
Gestation, 238 
Gingiva, 710 
Gingivitis, 536 
Gland(s), adrenal, 701 
ceruminous, 532 
cutaneous, 532 
mammary, 640 
parotid, 718 
prostate, 638 
sebaceous, 532 
sweat, 532 
thyroid, body temperature and, 399—400 
Glans penis, 638 
Glaucoma, 34, 710 
Gliding, 484, 710 
Gliding joints, 486 
Glomerulus, renal, 303, 710 : 
Glossopharyngeal nerve, 710 
Glottis, 710 
Gloves, sterile, donning of, 598 
Glucogen, 260 
Glucose, urinary, testing for, 729—730 
Glucose-6-phosphate dehydrogenase, deficiency, 
271 
Glycerin suppositories, 337 
Glycerol, 711 
Glycogen, 711 
Glycosuria, 310, 711 
Goal-setting, in planning patient care, 129—130 
Gomco Thermotic pump, 295 
Gonorrhea, 556, 654 
Good Samaritan law, 102, 711 
Gram stain, 164 
Granulation tissue, 577, 711 
Gravity, 711 
Grooming, in communication process, 179 
Grooming needs, 662, 662 
Growth and development, adolescent, 247—250 
adult, 250-256 
fetal, 238—239 
male vs. female, 636 
motor, 242 
physical, 238-257, 268(t) 
psychosocial, 231-238 
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Growth and development (Continued) 

social, 268(t) 

theories of, 233-238 
Growth hormone, sleep deprivation and, 425 
Guerin's fold, 711 
Gymnastics, remedial, 76. See also Exercise(s). 
Gums, changes in, with pregnancy, 534 
Gynecology, 711 


Hasrruat hyperthermia, 404 
Hair, 532 
care of, 545 
problems with, 536 
Halitosis, 711 
Hallucinations, 470, 474, 711 
Hallucinogen, 711 
Hand(s), exercise of, 493 
Handwashing, 561—562, 562 
Hayfever, 557 
HCG (human chorionic gonadotropin), 648 
Head trauma, fever with, 402 
respiratory function with, 373 
Healers, traditional, 7 f 
Healing, age and, 578 
by first intention, 577 
by second intention, 578 
factors affecting, 578—579 
in diabetic patient, 579 
in immunosuppressed patient, 579 
nutritional status and, 578 
of wounds, blood supply and, 579 
process of, 577-578 
radiation therapy and, 579 
Health, 3, 711 
aging and, 34 
beliefs about, 9 
community, nurse's role in, 8 
factors affecting, 43, 43—44, 44(t) 
concept of, 3, 11, 12 
criteria of, 23—24 
factors affecting, 34—37, 34 
government expenditures for, 48, 52 
human biology and, 34, 34, 44(t) . 
lifestyle and, 11, 36, 44(t) 
maturation and, 34 
monitoring of, 4 
nutritional needs in, 260—270. See also 
Nutrition. 
occupational, nurse's role in, 8 
optimal, 12, 719 
perception of, 23-31 
age and, 25 
ethnic factors in, 24,25 | 
factors influencing, 24—26 
individual, 112 
sociocultural factors in, 23, 25 
situational factors in, 26 
promotion of, levels of, 3 
psychological, 12 
social factors in, 36 
stress and, 8 
urbanization and, 35, 35 
weather and, 35 
Health care, 3-9 
changing patterns of, nursing and, 7-9 
consumer rights in, 95—96 
costs of, 51 
expectations of, 122 
goal of, 12 
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Health care (Continued) 
patient's rights to, 86 
cultural impact on, 8, 9 
holistic approach to, 13 
personal expenditures for, 52, 52 
philosophy of, 3 
population changes and, 4—5 
screening programs in, 3 


Health care agencies, 46—49. See also Health care 


services and specific agencies and services. 
admission of patient to, 64—67 
care of clothing and valuables in, 66 
initial nursing assessment in, 112—123. See 
also Clinical assessment. 
psychological aspects of, 65—66 
clinic and outpatient, 56 
community, 56 
discharge of patient from, 67—68 
federal, 54 
for emergency care, 56 
government, 54 
inpatient, 57—60, 59. See also Hospital(s). 
neighborhood, 56 
official, 54 
public health, 53—54, 53 
referrals to, 188 
rehabilitation, 61—63 
sources and transmission of infection in, 554— 
556 
types of, 53—62 
voluntary, 54 
Health care professionals, roles and functions of, 
73-78 
Health care policies, 47—48 
Health care services, 26. See also Health care 
agencies and specific agencies and services. 
changes in, 3 
effect of urbanization on, 5 
emergency, 77 
extended, 60 
family dispersion and, 4 
for primary care, 55-57 
for rehabilitation, 61-63 
home, 60 
impact of aging population on, 4 
increased demands for, 47-51 
integration of, 63—64 
organization of, 37, 44(t) 
population changes and, 4-5 
realignment of, 3—4 
utilization of, sociocultural factors in, 23 
Health care systems, 51-52 
Health care team, 711 
communication with, 187—189 
nurse as member of, 73-75 
Health counselors, nurses as, 7—8 
Health education, 7, 191—193 
nurse's role in, 80 
teaching strategies for, 200 
Health educator, 75, 711 
nurse as, 80 
Health hazards, environmental, 34—35, 44(t) 
Health-illness continuum, 11, 12 
Health insurance, 50 
national, 47, 52 
Health maintenance, nurse's role in, 79 
Health Maintenance Organizations, 3, 55-56, 711 
incidence of hospitalization and, 4 
Health Needs, President's Commission on, 12 
Health problems, in developing countries, 33 
major, 33—45 ` 


Health professionals, in team health care, 76-78 
Health programs, occupational, 4 
Health promotion, agencies for, 53-54 
dietician in, 75 
family nutritionist in, 75 
health education and, 7, 8 
health educator in, 75 
recreation specialist in, 75 
role of nurse in, 7 
Health record, 114 
Health status indicators, 37—40, 711 
Hearing, assessment of, 153, 475 
changes in, with age, 472 
Heart, apical beat of, 146 
diseases of, 39, 40 
effect on respiratory function, 375 
exercise and, 483 
genetic factors in, 34 
urinary function and, 308 
external compression of, 394—396, 395 
function of, assessment of, 166 
monitors, 6, 7 
output of, blood pressure and, 148 
pump volume of, 145 
Heartburn, 276, 279, 282 
Heat, body, regulation of, 141. See also 
Temperature. 
conductive, 706 
conversive, 706 
dry, for sterilization, 560 
pain due to, 450 
therapeutic application of, 411-412 
methods for, 414—417 
principles of, 413(t) 
reasons for, 412—413 


. Heat cradle, 415 


Heat cramps, 406 
Heat exhaustion, 406 
Heat loss, facilitation of, 410 
Heat production, reduction of, 410 
Heat stroke, 407 
Hectic fever, 711 
Heel protector, 439 
Height, 152 
Heimlich maneuver, 391, 392 
Helminths, 552 
Helminthic infestation, 333(t) 
nursing interventions in, 338 
Helping relationship, 171. See also Nurse-patient 
relationship. 
Hematemesis, 711 
Hematocrit, 163 
Hematuria, 310, 711 
Hemiplegia, 489, 711 
Hemiplegic gait training, 504—505 
Hemoglobin, 711 
oxygen-carrying capacity of, 372 
test for, 380 
Hemoglobinuria, 711 
Hemophilia, 34, 711 
Hemoptysis, 379, 711 
Hemorrhage, 711 
body fluid balance and, 355 
cold applications for, 413 
in postoperative patient, 581—582, 586 
Hemorrhoids, 331, 711 
Hemothorax, 711 
Herbal medicine, 7 
Herbalist, 711 
Hering-Breuer reflex, 372, 711 
Hermaphroditism, 643 


Hernia, inguinal, 713 
Herpes simplex, 405 
genital, 654 
Heterosexuality, 646, 711 
Hiccup, 378, 389 
Hierarchy, 711 
Hinge joints, 486 
Hip, exercises for, 494 
Histamine, 554, 711 
History, nurse's role in taking, 113-124, 117-119 
sexual, 647—649 
recording of, 220 
HMOs (health maintenance organizations), 3, 55— 
56, 711 
Hodgkin's disease, 40 
Holism, 13, 711 
Holy Communion, 685 
Home care, for terminally ill, 693—694 
nurse's role in, 8 
Home health care services, 60 
Homeostasis, body temperature regulation in, 141 
physiological, 14, 14, 711 
stress and, 15 
Homosexuality, 646, 717 
Honeymoon cystitis, 308 
Hookworm infestation, 333(t) 
Horrnone(s) adrenocortical, 701 
antidiuretic, 702 
in fluid and electrolyte balance, 352 
disturbances of, in diseases of adaptation, 18 
urinary function and, 308 
female, 637 
follicle-stimulating, 637 
growth, sleep deprivation and, 425 
in control of reproductive system, 637 
luteinizing, 637 
male, 637 
Hospice, 61, 693—694, 711 
Hospital(s), 711 
accidents in, prevention of, 509-529 
admission of patient to, 64-67 
events leading to, 116 
departments of, 59 
discharge of patient from, 67—68 
kinds of, 58 
policies of, 58 
short-stay, 8 
Hospital beds, 431—440. See also Bed{(s). 
Hospital care, nurses' role in, 83 
Hospital chaplains, 683 
Hospital malnutrition, 276 
Hospital services, 57—60, 59 
Hospitalization, incidence in HMO populations, 4 
impact on family, 29 
Host, 712 
Hostility, 183 
anxiety and, 672 
Hot compresses, 415 
Hot flashes, 402, 640 
Hot flushes, 402, 640 
Hot pack, 415 
Hot water bottle, use of, 414 
Human chorionic gonadotropin (HCG), 648 
Human movement, study of, 6 
Humidity, 712 
Humidity therapy, 385—386 
Human needs, basic, 13-14, 126—128. See also 
specific needs, as Fluids; Nutrition. 
Hunger, 276, 712 
Huntington's chorea, 34, 712 
Hyaluronidase, 712 
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Hydration, maintenance of, 291, 409, 712 
Hydrogen ion balance, 353-354. See also Acid- 
base balance. 
Hydrostatic pressure, 712 
Hygiene, 712 
personal, 531 
principles of, 538(t) 
Hygienic needs, 531-549 
nursing interventions in, 539-547 
Hymen, 640 
Hyperalgesia, 712 
Hyperalimentation, 296 
Hypercalcemia, 712 
Hyperemia, 712 
Hyperextension, 712 
Hyperkalemia, 712 
Hypernatremia, 712 
Hyperplasia, 712 
Hyperpnea, 712 
Hyperpyrexia, 404 
Hypersomnia, 712 
Hypertension, 18, 150, 712 
genetic factors in, 34 
in young adults, 42 
pregnancy-induced, 355 
Hyperthermia, 404, 712 
habitual, 404 
Hypertonicity, 712 
Hypertrophy, 712 
Hyperventilation, postoperative, 575 
Hypervolemia, 712 
Hypnosis, for pain relief, 460 
Hypnotic, 712 
Hypocalcemia, 712 
Hypochloremia, 712 
Hypodermoclysis, 367, 712 
Hypogastric nerve, 712 
Hypoglycemia, 712 
Hypokalemia, 712 
Hyponatremia, 712 
Hypotension, 150, 712 
Hypothalamus, 712 
in sex hormone regulation, 637 
temperature regulation by, 399-400 
Hypothermia, 142, 144, 399, 403, 712 
causes of, 403 
mechanism of, 406 
signs and symptoms of, 406, 407(t), 408 
Hypothermia machines, 410, 410 
Hypoxemia, 712 
Hypoxia, 379 
Hysterectomy, 653, 712 


Ice bag, application of, 417 
Ice compress, 418 
Ice pack, 418 
Identification, 19, 712 
Identification band, 615 
Identity, gender, 643 
Ileostomy, 333, 338, 712 
Ileus, paralytic, 701 
Illness, acute stage of, 27-28 
irritability in, 27 
nurse’s role in, 27, 28 
psychological defense mechanisms in, 28 
anxiety and, 26, 27 
bed care during, 431—440 
concept of, 11, 12 
convalescent stage of, 28 
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Illness (Continued) 
impact on family, 29 
maintenance of health after, 29 
nourishment in, 286 
reactions to, 27, 122 
safety needs and, 511 
sleep problems in, 426 
spiritual beliefs and, 681 
state of, 27—29 
stress of, sources of, 668—670 
terminal, 689—699 
health care in, 29 
Immunity, 712 
acquired, 553 
active, 553 
in childhood, 245 
innate, 553 : 
passive, 554 
Immunization, 245 
programs for, 54 
schedule for, 557 
Immunosuppression, wound healing and, 579 
Impaction, fecal, 331, 712 
Imperforate hymen, 640 
Implementation, 712 
Implicit policy, 712 
Imprisonment, false, 104 
Incoherent speech, 160, 713 
Incontinence, fecal, 332, 713 
urinary, 309 
Indigestion, 18, 276 
diagnosis of, 282 
psychosocial stressors and, 278 
Industrial First Aid, 77 i 
Industrial hygienist, 76, 713 
Industrialization, impact on health problems, 33 
Indwelling catheter, 320 
Infant(s), accident prevention for, 512—513, 513(t) 
administering medication to, 610 
anxiety in, 663 
fluid and electrolyte balance in, 355 
major health problems of, 41 
medication dosages for, 611 
medication for, administration of, 612 
metabolic rate of, 355 
mortality of, 38, 39(t), 713 
motor development of, 242, 488, 488 
newborn, 241-243 
body temperature of, 401 
bowel function of, 328—329 
infections in, 556 
nutritional needs of, 267 
respiratory function of, 375 
skin care for, 534 
sleep needs of, 427 
psychosocial development of, 235 
reactions to pain, 453 
reflexes of, 243 
restraints for, 521 
security needs of, 663 
sensory perception of, 469 
urinary function in, 305 
Infection, 552, 713. See also Infectious disease(s). 
body's reaction to, 554 
control of, isolation procedures in, 568—569(t) 
nursing interventions for, 559—571 
through life cycle, 556—558 
cycle of, 552, 552 a 
early signs of, 558 
endogenous spread of, 556 
fungal, 552 
nosocomial, 551, 554-556 


Infection (Continued) 
portals of entry of, 553 
potential for, assessment of, 570(t) 
prevention of, 550—571 
principles of, 559(t) 
teaching patients about, 566 
techniques for, 564 
respiratory, in infants and children, 375 
tisk of, in surgical patient, 584-585 
susceptibility to, factors affecting, 554 
urinary function and, 308 
viral, 552 
Infectious agents, body's reaction to, 553—554 
reservoirs for, 552 
vehicles for transmission of, 552, 555-556 
Infectious disease(s), changing patterns of, 5, 33, 
551. See also Infection. 
environment and, 35 
Infectious process, 552—554 
Infestation, 713 
parasitic, 333, 333(t) 
Inflammation, 17, 554, 713 
Influenza, 39, 40 
Information, analysis of, in nursing assessment, 
123. See also Data; Data base. 
collection of, 114—123 
interview in, 185—187 
forrns for, 115, 117-119 
methods of, 115 
physiological data in, 120 
purpose of, 114 
sources of, 114 
giving of, to patient, 180 
reporting of, to health care team, 187 
Informed consent, 102, 104, 105, 713 
Infrared lamps, use of, 414 
Infusion, 713 
interstitital, 367 
intravenous. See Intravenous infusion. 
Inguinal hernia, 713 
Inhalation, 713 
steam, 415, 415 
Inhalation therapist, 713 
Inhalation therapy, 385—390 
aerosol, 390 
carbon dioxide in, 389 
oxygen, 386—389 
principles of, 387 
Injection, dorsogluteal, 624, 624 
intradermal, 626, 627 
intramuscular, 625—626. See also Intramuscular 
injection. 
intravenous. See Intravenous infusion. 
subcutaneous, 620—623 
equipment for, 620—621, 621 
preparation of medication for, 622—623 
sites of, 620 
ventrogluteal, 624 
Injector syringe, 622 
Injury, effects on motor function, 489. See also 
Trauma. 
Innate immunity, 553 
Inpatient, 713 
Insertion, of muscle, 483, 713 
Insomnia, 18, 428, 713 
Inspection, 140, 713 
Inspiration, 147, 713 
Instillation, 713 
Insulator, 713 
Insurance, 50 
Intellectual development, Piaget's theory of, 234— 
235 


Intermittent fever, 404, 713 
Intermittent positive pressure breathing, (IPPB), 
390 
Intern, 713 
International Code of Nursing Ethics, 86 
International Council of Nurses, 88 
Interpersonal skills, learning and, 199 
Interstitial infusion, 367 
Interview, structured, 115, 723 
Interviewing, 185—187, 713. See also 
Communication. ` 
Intestine(s). See also Bowel; Bowel function. 
artificial openings to, 333 
bacteria of, 328 
function of. See Bowel function. 
hypermotility of, 332 
parasitic infestations of, 333, 333(t) 
nursing interventions in, 338 
secretions of, 354 
Intolerance, stress of, 16 
Intra-cath, 364 
Intradermal injection, 626, 627 
Intramuscular injection, 623—626 
administration of, 625—626, 626 
dorsogluteal, 624, 625 
equipment for, 625-626 
sites for, 623—626 
Z-track method of, 625, 626 
Intrauterine device, 653 
Intravenous alimentation, 296 
Intravenous infusion, 362—365, 363 
addition of medications to, 365—366 
discontinuing, 366 
problems with, 364 
regulation of flow rate, 364 
sites for, 363 
Intravenous pyelogram, 313 
Intubation, gastric, 291—293 
Intuitive period, 235 
Invasion of privacy, 104, 713 
Inversion, 484, 486, 713 
IPPB (intermittent positive pressure breathing), 390 
Iron, 261 
deficiency of, in children, 269 
vegetarian diet and, 272 
excretion of, 328 
Iron-deficiency anemia, 269 
Irradiation, 713 
Irrigation, colonic, 344—345 
of Levin tube, 293 
wound, 599 
Irritability, acute illness and, 27 
during convalescence stage, 28 
Irritant, therapeutic use of, 418, 713 
pain due to, 449 
Ischemia, 713 
Isolation, 713 
procedures for, 568—569(t) 
Isometric exercise, 492, 714 
Isotonic exercise, 493, 714 
Itching, 720 
anal, 332 
renal disease and, 310 


JAUNDICE. 154, 714 
Jet injector, 622 
Jewish faith, 684 
Joints, types of, 486 
Jugular pulse, 145 
Jutte tube, 292 
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KERATIN, 532, 714 
Keratinization, 577 
Ketone, 713 
urinary, testing for, 729—730 
17-Ketosteroids, 714 
Kidney(ies), anatorny and physiology of, 303 
artificial, 322 
diseases of, acid-base balance in, 310 
nursing functions in, 322-323 
stress and, 18 
dysfunction of, 310 
function of, assessment of, 310—313 
blood tests of, 312 
cardiovascular disturbances and, 354 
in infancy, 355 
in maintenance of fluid balance, 352 
in regulation of acid-base balance, 353 
inflammation of, 39 
potassium balance and, 352 
reducing workload of, 322—323 
sodium balance and, 352 
Kinesiologist, 76 
Kinesiology, 6, 714 
Kinins, 449 
Knee(s), exercise of, 495 
muscles of, 493 
Knee-chest position, 162, 163 
Kohlberg, Lawrence, 235 
Kübler-Ross, Elizabeth, 689—692 
Kussmaul breathing, 714 


LABIA majora, 640 
Labia minora, 640 
Labor and delivery, 240—241, 714 
Laboratory services, hospital, 59 
Laboratory technologist, 76, 715 
Laboratory tests, 163—164. See also specific tests 
and components, as Blood gas(es); 
Hemoglobin. 
cardiopulmonary, 166—167 
in assessing nutritional status, 282 
of sexual functioning, 648 
of urinary function, 311-312 
Labored breathing, 147 
Lag phase, 577 
Lamp(s), infrared, use of, 414 
ultraviolet, 417 : 
Language, development of, 243, 245 
Languor, 714 
Lanugo, 534, 714 
Laryngeal stridor, 378, 714 
LAS (local adaptation syndrome), 17 
Lassitude, 714 
Latent stage, 234 
Laundry, disposal of, 565 
Lavage, gastric, 291, 295, 714 
Laxatives, 334, 337 
Learning, application of, 201-204 we 
assessing needs in, 204—207 
cognitive, 705 
evaluation of, 209 
motivation in, 198 
principles of, 193—196, 194(t) 
process of, 192-196 
psychomotor, 720 
reinforcement of, 195, 196 
social climate for, 199 
tasks in, types of, 199—200 
Leg(s), evaluation of, 155 
restraints for, 519 
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Legal aspects of nursing, 100—109 
Legal status of nurse, 94-95 
Lesion, 714 

Lethargy, 714 

Leukemia, in childhood, 40 
Leukocyte, 714 


~ Leukotaxine, 554 


Lever, 483—484, 714 
types of, 484 
Levin tube, 291 
irrigation of, 293 
Leydig, interstitial cells of, 638 
Liability, 714 
Libel, 714 
Libido, 636 
Lice, head, 536 
nursing care for, 546-547 
pubic, 655 
Licensed practical nurse, 74, 94, 714 
Licensed vocational nurse, 714 
Licensure, 91, 98, 714 
permissive, 718 
Life cycle, health monitoring through, 4. See also 
specific stages and events, as Adolescent(s); 
Infant(s). 
Life expectancy, 37, 38, 714 
Lifestyle, 714 
bowel function and, 330 
health and, 11, 36, 44(t) 
implications of, for patient care, 121 
sedentary, effects of, 482 
stress and, 18 
Lifting patients, 498—503, 499 
Ligament, 714 
Limb(s), evaluation of, 154—155 
movement of, muscles involved in, 484 
Linea nigra, 714 
Linens, 431—432 
Liniments, 627 
disposal of, 565 
Liquid diet, 273 
Listening, 181 
Lithotomy position, 162, 163 
Living will, 694, 696—697 
Local adaptation syndrome (LAS), 17, 554, 714 
Locomotion, importance of, 481 
Longevity, 4, 33, 37 
Lotions, 627 
Lurnbar puncture, 715 
Lumen, 715 
Lung(s), cancer of, 40 
development of, 238 
disease of, chronic obstructive, 376 
infectious, 39, 40 
fluid balance and, 353 
function of, laboratory studies of, 166 
in regulation of acid-base balance, 353 
physical examination of, 380 
residual volume of, 721 


ventilation of, 372, 374. See also Respiration(s). 


mechanical, 385 
x-ray examination of, 380 
Luteinizing hormone, 637 ' 
Lysis, 715 


MAGNESIUM, 261 
Malabsorption, intestinal, 332 
Malaise, 715 

Malignancy, 715 


Malignant disease, mortality from, 40 
Malnutrition, 36, 275, 715 
effects of, on fetus, 263—264 
hospital, 276 
physical signs of, 271 
Malpractice, 715 : 
Malpractice insurance, 108 
Mammary glands, 640 
Manometer, 715 
Masking, 562—563 
Maslow's hierarchy of needs, 13, 126-128, 231, 
233 
Massage, 715 
for pain relief, 460 
MAST (medical antishock trousers), 360 
Mastication, 532, 715 
Masturbation, 644, 647, 715 
Maternal and child care services, 54 
Maternal health, government expenditures for, 48 
Maternal mortality, 38, 38 
Mattress(es), alternating pressure, 702 
types of, 436 
Maturation, health and, 34 
Maximum voluntary ventilation (MVV), 381 
Meat, daily requirements of, 266(t) 
Meatus, 715 
Mechanism(s), defense, mobilization of, 17 
of adaptation, 16 
Medex, 74 
Medicaid, 50, 52 
Medical antishock trousers (MAST), 360 
Medical asepsis, 561, 715 
Medical laboratory technologist, 76, 715 
Medical record, as legal document, 217, 227 
problem-oriented (POMR), 98, 217, 222-226 
progress notes on, 224—226 
purpose of, 217-219 
traditional, 219 
Medical team, members of, 74 
Medical terminology, 219, 227-228 
prefixes and suffixes in, 727(t) 
Medicament, 715 
Medicare, 50, 52 
Medication(s), 609-633 
administration of, errors in, 613 
guides for, 612-613, 631(t) 
oral, 618—620 
parenteral, 618 
precautions in, 612-614 
routes of, 612-613. See also specific routes. 
to infants, 610 
types of preparation and, 612 
bowel function and, 330 
carts for transport of, 616 
dosages of, for children, 611 
for infants, 611 
route of administration and, 613 
during pregnancy, 611 
effects of, 614 
evaluation of, guide to, 631(t) 
observation of, 616 
for relief of pain, 457, 462—463 
idiosyncratic reactions to, 612, 614 
instillation of, 628—630 
intradermal injection of, 626, 627 
intramuscular injection of, 623—626. See also 
Intramuscular injection. 
intravenous administration of, 362—365. See alsz 
Intravenous infusion. 
multiple, drug interactions with, 612 
nausea and vorniting due to, 277 


Medication(s) (Continued) 
nursing errors in, 101 
oral, absorption of, 618 
administration of, 619—620 
advantages and disadvantages of, 619 
preparation of, 619 
ordering and recording, 610 
orders for, 610 
patient's refusal to take, 615 
preparation of, 616—618 
reactions to, 614 
observation and recording of, 616 
self-terminating orders for, 610 
sources of information about, 609 
standing orders for, 610 
subcutaneous injection of, 620—623 
topical application of, 627—628 
trays for transport of, 617 
Medicine, 715 
folk, 7, 25 
religion and, 25 
technologic advances in, 6 
Western and traditional, 7, 25 
Medicine man, 7 
Meditation, 9, 11 
Medulla oblongata, 715 
function in respiration, 371, 373 
Membrane, mucous, 716 
Men, desirable weight for, 280(t), 281(t) 
Menarche, 248, 644—645, 715 
Meniscus, 715 
Menopause, 252, 640, 715 
body temperature changes with, 402 
Menstruation, 640, 715 
body temperature changes with, 402 
onset of, 248, 644—645, 715 
Mental functioning, altered, in surgical patient, 585 
Mental health care, changes in, 6 
Mental mechanisms, in adaptation to stress, 18-20 
Mental status assessment, 155, 160, 167 
Mesoderm, 238, 715 
Message, in communication process, 175—177 
Metabolic acidosis, 353 
Metabolic alkalosis, 353 
Metabolism, 715 
basal, 262, 703 
body temperature and, 399—400 
changes in, with age, 355—356, 402 
effects of cold on, 413 
effects of surgery on, 575 
homeostasis and, 14 
in infants, 355 
of food, 273 
waste products of, pain and, 449 
rernoval of, 303 
Meter(s), urine, 321 
Microorganism, 715 
Micturition, control of, 305, 306 
frequency of, disturbances in, 309 
involuntary, 309, 424, 428, 709 
normal frequency and amount of, 356(t) 
pain on, 310 
patterns of, 305 
re-establishing, 315, 317 
problems of, in surgical patient, 583 
stimulation of, 316 
Middle age, prevalence of disease during, 42 
Midwifery, 7, 82 
Milk and milk products, daily requirements of, 
266(t) 
Mineral(s), 261, 715 
excretion of, 328 
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Minim, 715 
Minnesota Multiphasic Personality Inventory, 
(MMPI), 167 
Mitering, 434, 715 
Mittens, safety, 521 
Modular nursing, 84 
Mold, 715 
Mongolism, 34 
Monitor(s), cardiac, 6, 7 
Monitoring, fetal, 6 
Moral development, Kohlberg's theory of, 235 
Morbidity, principal causes of, 39—40 
Morbidity data, 37, 715 
Morning care, 539 
Morning routines, organizing, 211 
Morning sickness, 715 
Mortality, 37, 715 
infant, 38, 39(t), 713 
maternal, 38, 38 
Mosaic law, 716 
Motion, range of, 493—496 
Motion sickness, 279 
Motivation, 198 
Motor development, 242, 488, 488 
Motor function, assessment of, 154—155, 490, 
506(t) 
changes in, through life cycle, 487—489 
common problems in, 490 
development of, 242, 488, 488 
effects of injury on, 489 
factors interfering with, 489—490 
in stroke victim, 489 
normal, 483—487 
nursing interventions in, goals of, 491 
priorities for, 491 Y 
of surgical patient, 576, 584 
Motor skills, 487 
development of, 488, 488 . 
teaching strategies for, 200—202 
Mouth, 532 
assessment of, 547(t) 
care of, 539-540, 540 
evaluation of, 153-154 
hygienic problems of, 536 
hygienic status of, assessment of, 537 
Movement. See also Motor function. 
assisting patient with, 499—503 
coordination of, 484 
fetal, 488 
needs, 480—507. See also Exercise; Motor 
function. 
types of, 484—486, 485 
Mucous membrane, 716 
Muscle(s), degeneration of, 481 
development of, 238 
distal end of, 483 
evaluation of, 155 
in motor function, 484 
insertion of, 483, 713 
of breathing, 484 
of elbow, 493 
of knee, 493 
of respiration, 374 
of shoulder, 493 
origin of, 483, 717 
proximal end of, 483 
tone, loss of, in dying patient, 692 
Muscular tension, anxiety and, 671 
Mushroom poisoning, 278 
Music, for relaxation, 460 
Myelography, 716 
Myocardium, 716 
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NAL(s), 532 
care of, 546 
Narcolepsy, 427, 716 
Narcotic(s), 716 
control of, 611 
federal, 108 
Nasal cannula(e), for oxygen administration, 389, 
389 
Nasal catheter(s), for oxygen administration, 388, 
388—389 
Nasal discharge, 153 
Nasal prongs, for oxygen administration, 389, 389 
Nasal tubes, insertion of, 293 
Nasopharynx, 716 
National Federation of Licensed Practical Nurses, 
89 
National Formulary, 609 
National health insurance, 47, 52 
National League for Nursing, 88 
National Qualifying Examinations, 97 
National Student Nurses Association, 89 
Naturopathy, 716 
Nausea, 276, 277, 282, 710 
assessment of, 298 
management of, 264 
medications and, 277 
prevention of, 289 
principles of, 285 
Nebulization, 390 
Necator americanus infestation, 333(t) 
Necrosis, 716 
Need(s), activity, 466—507 
basic, 13-14, 703, 716. See also specific needs. 
effects of surgery on, 574—577 
naturd of, 231-233 
nurse's role in meeting, 231—257 
threats to, 668—669 
for sensory stimulation, 467-479 
for sleep and rest, 423—445 
Maslow's hierarchy of, 13, 126-128, 231, 233 
nutritional, 259—301. See also Nutrition. 
physiological, 232, 259—369. See also specific 
needs, as Nutritional needs; Fluids; 
Electrolytes. 
psychosocial, 635—687 
safety, 232, 509—529 
security, 232, 576, 661—688 
self-esteern, 660—687 
sensory, 468—472 
sexual, 635—659 
spiritual, 681—682 
of dying patient, 692 
Needle(s), 621 
disposable, 622 
for intradermal injection, 627 
for intramuscular injection, 625 
for intravenous infusion, 363 
for subcutaneous injection, 621—622 
Negligence, 101, 716 
Neighborhood health centers, 56, 716 
Neisseria gonorrhoeae, 556, 654 
Neonatal mortality, 39, 39(t), 716 
Nephritis, 39 
Nephron, 304, 716 
Nerve(s), sensory, 447 
Spinal, 484 
Nervous systern, development of, 238 
in motor function, 484 
parasympathetic, 718 
sympathetic, 723 
Nervousness, 160, 717 
Neurologic disorders, urinary function and, 
308 


Newborn infant, 241—243. See also Infant(s), 
newborn. 
Night terrors, 428 
Nightmares, 428 
Nitrogen mustard, 716 
Nocturia, 309, 716 
Nonprotein nitrogen, 312 
Nonverbal communication, 178, 179, 179, 716 
Norepinephrine, 716 
Norm, 716 
Nose drops, instillation of, 629, 629 
Nosebleed, 412, 709 
Nosocomial infection, 551, 554—556 
Nuclear medicine, 716 
Nuclear medicine studies, 165, 716 
Numbness, 154, 155 
Nurse(s), accountability of, 96, 701 
as coordinator of care, 63, 80, 161 
as educator; 80, 190—215, 587—589 
as member of health care team, 73-75 
as patient advocate, 81 
assessing competence of, 98 
certification for, 92, 98 
clinical assessment by, 139-169. See also 
specific skills. 
continuing education requirements for, 92, 98 
credibility of, 177 
education of, 73, 84, 97 
ethical code for, 89-90 
exercise and recreation for, 8, 24 
functional abilities of, 139. See also Clinical 
assessment; and specific skills. 
hospital, 72 
legal status of, 94-95 
licensed practical, 74, 94 
licensed vocational, 714 
numbers of, 71, 72 
occupational health, 8, 73 
public health, 53-54, 73 
registered, 74, 94, 98, 721 
percentage of, 72 
responsibilities of, 78, 87, 89, 173 
legal, 100—109 
rights of, 99 
role of, 78—84 
care aspects of, 78 
curative aspects of, 79, 79 
expanded, 81, 82 
in communication process, 177—178. See also 
Communication. 
in community health, 79 
in diagnosis, 79, 124, 716 
in evaluating therapeutic effectiveness, 79 
in health maintenance, 79 
in home care, 80 
in hospital setting, 83-64 
in patient assessment, 113—124. See also 
Clinical assessment. 
in teaching skills, 190—215 
protective aspects of, 79 
supportive, 203 
supervisory, 80 
school, 5, 8 
student, legal status of, 94 
Nurse-patient relationship, 171—174 
characteristics of, 171—172 
male-female problems in, 655—656 
orientation in, 172 
respect in, 172 
termination of, 174 
working phase of, 173 
Nurse practitioner(s), 73, 81—82, 716 
areas of function, 82 


Nurse's aide, 74, 716 
Nursing, assessment of competence in, 98 
auxiliary personnel in, 78 
case assignment, 84 
changes in health care and, 7-9 
community health, 43—44 
definition of, 114 
district, 84 
ethical code of, 89-90 
geriatric, 710 
history of, 71 
in acute stage of illness, 27, 28 
legal and ethical basis of, 87—109 
legal aspects of, 100—109 
licensure and registration, 91, 98 
modular, 84 
primary, 83 
private duty, 73, 719 
private practice, 55 
rehabilitation, 62 
teaching functions in, 80 
Nursing action, 716 
Nursing assessment, 113—127 
basic patient information in, 116—120. See also 
Information. 
functional abilities approach to, 122, 124 
Nursing assistant, 716 
Nursing association, professional, 88 
Nursing audit, 98, 218, 716 
Nursing care, evaluation of, 134—135 
functional abilities approach to, 139. See also 
Clinical assessment; and specific skills. 
incorporating teaching in, 204—205 


planning and organization of, 127—134, 210—212. 


See also Nursing care plan. 
problems in, 124—126 
identification of, 124 
standards of, 98 
total, 84 
Nursing care plan, example of, 132—133, 716 
implementation of, 134 
writing, 134 
Nursing departments, hospital, 59 
Nursing diagnosis, 124, 125(t), 716 . 
Nursing education, 73 
accreditation and approval of, 97 
Nursing errors, in medication, 101 
Nursing Ethics, International Code of, 87 
Nursing function(s), 93-94. See also Clinical 
assessment; and specific skills. 
dependent, 707 
independent, 713 
professional vs. practical, 94 
types of, 81 
Nursing history, 115-123, 117-119, 716 
Nursing interventions, 716. See also specific 
procedures and interventions. 
planning, 127—135 
priority setting in, 126 
Nursing notes, 220—222 
Nursing orderly, 716 
Nursing practice, ethics of, 161 
hospital, 72 
legal and ethical basis of, 87—109 
principles of, 128—129 
public health, 73 
quality assurance in, 97 
safety in, 97 
types of, 71—85 
Nursing Practice Acts, 90, 93 
Nursing process, 113-127, 716 
communication skills in, 171—189. See also 
Communication. 
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Nursing process (Continued) 
definition of, 113 
goal-setting in, 129—130 
Nursing process, information collection and 
analysis in, 114—123. See also Information. 
intervention planning in, 127—134 
patient assessment in, 113—127 
problem-solving approach to, 113 
Nursing rounds, 189 
Nursing skills, clinical assessment, 139—169. See 
also Clinical assessment; and specific skills. 
Nursing specialist, clinical, 83 
Nursing team, 74 
Nutrient(s), 260, 716 
essential, 260—262 
Nutrition, after acute illness, 29 
assessment of, 279—284 
during pregnancy, 263-267 
good vs. poor, 280(t) 
in childhood, 267—268 
in infancy, 267 
of surgical patient, 583 
parenteral, total, 296 
problems in, 275-279 
assessment of, 297 
nursing action in, 284 
principles for handling, 285 
Nutritional needs, effects of surgery on, 575 
Nutritional status, assessment of, 279-284 
laboratory tests in, 282 
decubitus ulcers and, 545 
factors affecting, 270—273 
in gastrointestinal disorders, 345 
maintenance of, 291 
wound healing and, 578 
Nutritionist, family, 75 


Opesiry, 15, 33, 36, 36, 275 
as risk factor, 4 
in adolescents, 269 

Object permanence, 717 

Observation, as clinical skill, 139, 140 

Obstetrics, 717. See also Labor and delivery; 
Pregnancy. 

Occupational health, nurse's role in, 8, 73, 717 

Occupational health nursing, 73, 717 

Occupational health programs, 4 

Occupational therapist, 76, 717 

Occupational therapy, 61 

Oedipal stage, 234 

Oil enema, 340 

Ointment, 627 

Oliguria, 309, 310, 717 

Oogenesis, 639 

Oophorectomy, 653 

Ophthalmoscope, 717 

Optimal health, 12, 717 

Oral health, nutritional status and, 270 
pregnancy and, 534 

Oral hygiene, nursing assistance with, 539-540 
problems with, 536 

Oral medication. See under Medication(s). 

Oral stage, 234 

Orchitis, 642 

Orgasm, 641 

Organs. See specific organs. 

Organic pathology, 219, 717 

Organization of nursing care, 210—212 

Orifice, 717 

Origin, of muscle, 717 

Oropharynx, 717 
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Orthopnea, 717 
Osmosis, 351, 717 
Osmotic pressure, 352, 717 
Osteoporosis, 717 
Otitis media, 557 
Otoscope, 717 
Outpatient(s), 717 
. health service agencies for, 56 
Ovary(ies), 639 
surgical removal of, 653 
Overbed cradle, 436, 717 
Overdose, drug, 612 
Oviducts, 639 
Ovulation, 717 
Oxygen, administration of, mask for, 389, 389 
methods of, 387—389 
nasal cannulae for, 389, 389 
ambient, 702 
assessing need for, 396 
availability of, respiratory function and, 372 
concentration in air, 371 
hemoglobin transport of, 372 
intake of, ensuring adequacy of, 385—396 
lung diffusion of, 373, 374 
requirements for, 371—397 
changes in, through life cycle, 375—376 
during surgery, 574 
principles of, 382 
reducing, 390 
transport of, 374 
Oxygen tank, 386, 387 
handling and use of, 386 
Oxygen tent, 387 
Oxygen therapy, anxiety of patients on, 387 
equipment for, 386—389 
nasal catheters for, 388, 388 
principles of, 387 
Oxyhemoglobin, 372 


Pack strap carry, 524, 525 
Pain, 23, 447—465, 717 
abdominal, diarrhea and, 332 
anxiety and, 452 
"assessment of, 454—456 
avoidance of, 453—454 
behavioral responses to, 452 
causes of, 449—451 
chemically induced, 449 
chest, respiratory problems and, 378 
description of, 155 
endorphins and, 449, 449 
function of, 447 
gate control theory of, 448 
intensity of, 454 
ischemic, 449 
localization of, 454 
mechanical trauma and, 450 
on defecation, 331 
on micturition, 310 
perception of, 451—452, 717 
thalamus in, 448 
phantom, 718 
physiological manifestations, of, 452 
physiology of, 447—448 
postoperative, 576, 585 
precipitating factors in, 455 
principles of, 456 
psychogenic, 450 
psychological support for patient with, 463 
quality of, 454 os 


` 


Pain (Continued) 
reaction to, 452—453, 717 
referred, 448, 721 
relief of, cold for, 413 
drugs for, 457, 462—463 
heat for, 412 
nursing interventions for, 456—465 
threshold for, 447, 451—452 
types of, 451 
Pain memory, 451 
Pallor, 154, 717 
Palpation, 140, 717 
Pan, fracture, 339 
Pancreatic juice, 354 
Pandemic, 717 
Panic, 474, 674, 717 
Panting, 400 
Papanicolaou smear, 163, 648, 717 
Papillary reflex, 717 
Paracentesis, 718 
Parallel play, 244, 718 
Paralysis, 718 
Paralytic ileus, 718 
Paramedic, 78, 718 
Paraphimosis, 649 
Paraplegic, 489, 718 
Parasite, 718 
Parasitic infestations, 333, 333(t) 
nursing interventions for, 338 
Parasympathetic nervous system, 718 
Parenteral nutrition, total, 296 
Paresthesia, 718 
Parkinson’s disease, 718 
Parotid glands, 718 
Parotitis, 718 
Paroxysmal hacking, 148 
Passive exercise, 492, 718 
Passive immunity, 554 a 
Pathogen(s), 552, 718 
body's reaction to, 553—554 
common, 552 
Pathology, 219, 718 
Patient, 718. See also Patient care. 
acutely ill, dependent position of, 28 
admission of, 64—67 
care of clothing and valuables in, 66 
events leading to, 116 
psychological aspects of, 65—66 
ambulatory, exercise for, 496—497 
assessment of, 123, 139—169. See also specific 
skills. 
environmental factors in, 121 
forms for, 156-159 
information analysis in, 123 
mitral 113—127 
lifestyle and, 121 
assisting with movement, 499—503 
bathing of, 541—543 
bedridden, moving, 498—503 
bowel status of, 152 
capacity of, for self protection, 515 
carrying, 525-526 
concerns of, 122 
discharge from hospital, 67—68 
dying, 689-699 
hospices for, 61 
needs of, 692—693 
rights of, 691(t) 
elimination status of, 152 
evening care for, 539 
examination of, 160—166 
expectations of care, 122 


Patient (Continued) 
feeding of, 289 
functional abilities of, 152-155 
giving information to, 180 
health record of, 114 
history of, 115—123, 117-119 
hygienic needs of, 531—549 
assessment of, 536—538 
immunosuppressed, wound healing in, 579 
initial orientation of, to hospital, 64—65 
interviewing of, 185—187 
lifting, 498, 499, 502—503 
devices for, 503 
morning care for, 539 
motor status of, 154—155 
needs of, after hospitalization, 67—68 
assessing for education, 199, 204 
basic, 126-128 
nurse's role in meeting, 231—257 
problems vs., 125 
nurse's relationship with. See Nurse-patient 
relationship. . 
perceptions of illness, 122 
personal hygiene of, nursing interventions in, 
539—547. See also specific needs, as Bathing; 
Hair care. 
physical examination of, 161—163 
Posey belt for, 519, 520 
positioning of, 62, 162, 163, 438—442 
postoperative care of, 573—589, 591—607 
principles of, 587(t), 588—591 
preoperative assessment of, 580 
principles of, 587(t) 
problems of, 223 
profile of, 223, 718 
property of, nurses's responsibility for, 101 
refusal to take medication, 615 
responsibilities of, 99-100, 173 
rest and sleep patterns of, 155 
rights of, 86, 96 
safety devices for, 517-522 
safety jacket for, 519, 520 
safety needs of, 509—529. See also Accident(s). 
principles of, 516 
social data of, 116, 120 
turning of, in bed, 501 
tray service for, 287—288 
urinary status of, 152 
vital statistics of, 116 
Patient advocate, 81, 718 
Patient care, behavioral objectives in, 131 
evaluation of, 134—135 
expected outcomes of, 130 
nurse as coordinator of, 63 
planning, 127-134, 210-212 
goal-setting in, 129—130 
problems in, 124—126 
Patient rounds, 189 
Pediatric nurse practitioner, 82 
Pediculosis, nursing care for, 546-547, 718 
Pedophilia erotica, 718 
Peer review, 718 
Pelvic examination, 647 
Pelvis, female, 639 
male, 638 
Penis, 638 
Perception, 468, 718 
of pain, 451—452, 717 
thalamus in, 448 


sensory, 468—472. See also Sensory perception. 


Perceptual period, 235 
Performance, as criterion of health, 23 
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Percussion, 718 
Perineum, 718 
cleansing of, for catheterization, 318 
female, 319 
hygienic care of, 534 
Periosteum, 718 
Peripheral pulses, 146, 156 
Peripheral resistance, 149 
Peristalsis, 327, 718 
diminution of, in dying patient, 692 
problerns in, 331 
Peritoneal cavity, 718 
Peritoneum, 718 
Peritonitis, 718 
Personal body space, 181 
Personality tests, 167 
Perspiration, 16, 400, 718 
body fluid balance and, 350, 354 
in maintenance of body temperature, 141 
total body, 154 
Pet(s), in relieving anxiety and depression, 661, 
661 
Petechia, 718 
Petri dish, 718 
pH, 353 
Phantom pain, 718 
Pharmacist, 76, 718 
Pharmacy, hospital, 59 
Phenolsulfonphthalein, 719 
Phimosis, 649 
Phlebitis, 583, 719 
Phlebotomy, 366, 719 
Phosphate buffer system, 353 
Phosphorus, 261 
deficiency in lactating mother, 267 
Photophobia, 719 
Physical examination, 161—163 
guidelines for assisting with, 167—168 
responsibilities of nurse in, 162 
Physical fitness, evaluation of, 4, 11, 23—24, 24 
programs for, 4, 26 
nurse's role in, 8 
Physical therapist, 76, 719 
Physical therapy, 61 
Physician(s), 74, 719 
U.S. distribution of, 51 
Physician's assistant, 73, 74, 719 
Physician's order sheet, 220, 221 
Physiological data, in patient assessment, 120 
Physiological homeostasis, 14, 14, 718 
Physiological needs, 232, 259—369. See also 
specific needs, as Electrolytes; Fluids; Nutrition. 
Piaget, Jean, 234 
Pica, 512 
Pigeon chest, 380 
Piggy-back carry, 524, 525 
Piggy-back set, for intravenous infusion, 365, 365, 
719 
Piloerection, 400 
Pinworm infestation, 333(t) 
Pivot joint, 486 
Placenta, 238, 719 
Plant medicine, 7 
Plantar flexion, 486, 719 
Plaque, 719 
Plasma, 719 
Play, parallel, 244, 718 
Pleura, 719 
Pleural cavity, 719 
aspiration of fluid from, 379, 381, 381—382 
Pneumonia, 39, 40 
Pneumothorax, 719 
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Poison control center, 614 President's Commission on Health Needs, 12 
Poisoning, food, 278 Pressoreceptors, 372 
nursing management of, 284 Pressure sores, 543-545, 544 
prevention of, 290 Primary care, 719 
Policies, health care, 47—48 facilities for, 4, 55-57 
Poliomyelitis, 719 Primary nursing, 83, 719 
Pollution, air, 35, 35 Primex, 74 
water, 35 Primordial follicles, 639 
Polydipsia, 719 Principle, 719 
Polyethylene, 719 Privacy, invasion of, 104 
Polypnea, 147, 719 Private duty nursing, 73, 719 
Polyuria, 719 Problem-oriented medical record (POMR), 98, 217, 
Popliteal pulse, 146 222-226, 719 
Population, changes in composition of, 48 Proctoclysis, 720 
health care and, 4-5 Proctoscopy, 336, 720 
density of, 719 Proctosigmoidoscopy, 336 
growth of, health care and, 49 Progesterone, 637, 720 
number of children in, 49, 50 injectable, for contraception, 653 
proportion of aged in, 49 Prognosis, 219, 720 
Statistical health status indicators for, 37 Progress notes, 224, 720 
women in, 49, 50 SOAP format for, 722 
Posey belt, 519, 520 Projectile vomiting, 283 
Position(s), airway patency and, 383 Projection, 19, 720 
anatomical, 438, 487 Pronation, 484, 485, 720 
dorsal recumbent, 438, 438, 708 Proprioceptors, 372 
Fowler's, 440,:440, 710 Prostate gland, 638 
lateral, 440, 440 Protective isolation, 569(t) 
prone, 439, 440 Protein(s), 261, 720 
Sims', 441, 441 deficiency, effects on fetus, 266 
supine, 438, 438 effect on metabolic rate, 401 
Trendelenburg, 441, 442 Proteinuria, 310, 720 
Position sense, 472 Protoplasm, 720 
Positioning, of patient, 62, 162, 163, 438—442 Protozoa, 552 
Postnatal mortality, 39, 39(t) Prudence, 720 
Postural drainage, 385 . Pruritus, 720 
Posture, 719 Z anal, 332 
in communication process, 178, 181 renal disease and, 310 
Potassium, balance, renal regu.ation of, 352 Psychiatrist, 62 
loss in surgical patient, 575, 582 Psychiatry, 720 
urinary excretion of, 352 Psychogenic pain, 450 
Poverty, 36 Psychological defense mechanisms, 18-20 
Preconceptual period, 234 in acute illness, 28 
Preconventional stage, 235 Psychological factors, in reactions to illness, 27, 
Precordium, 719 122. See also Anxiety; Depression. 
Pregnancy, body temperature changes during, 401 in response to stress, 18-20 
bowel function during, 329 in sexual functioning, 643 
effects of anesthesia during, 611 Psychological health, 12 
epulides of, 534 Psychological stress, 17 
fever during, 401 Psychologist, 62, 167 
fluid and electrolyte changes during, 355 Psychology, 720 
fluid retention during, 355 Psychomotor learning, 720 
gum changes with, 534 Psychosocial development, 231—238 
hygienic care during, 534 Erikson's theory of, 235-236 
hypertension of, 355 Freud's theory of, 234 
infections during, 556 Psychosocial equilibrium, 15 
medications during, 611 Psychosocial needs, 635—687 
motor function during, 487 Psychosocial stressors, adaptation to, 18—20 
narcotic addiction in, 611 and indigestion, 278 
needs during, 239(t) reaction to, 17 
nutritional, 263—267 Puberty, 248, 248—249, 720 
security and self-esteem, 662—663 physical changes of, 635 
respiratory function during, 375 Public health, 35 
skin care during, 534 Public health inspector, 75, 720 
sleep patterns during, 427 Public health nurse, 53-54 
stages of, 239—241 Pulmonary function, 371 
test for, 648 tests of, 381 
toxemia of, 355, 724 Pulse, 145—147, 720 
urinary function during, 306, 308 bounding, 145 
Preoperational stage, 234 brachial, 146, 704 
Prepuce, 638 carotid, 145 
Preschoolers, needs of, 245(t) dorsalis pedis, 146, 708 


Prescriptions, 610 femoral, 146, 709 


Pulse (Continued) 
irregular, 145 
jugular, 145 
peripheral, 146, 154 
radial, 146 
rate of, 145, 145(t), 720 
rhythm of, 145 
sites for taking, 146 
temporal, 724 
Pulse deficit, 147, 720 
Pulse préssure, 148, 720 
Pulse tension, 145 
Pulse wave, amplitude of, 145 
Pupil(s), 720 
evaluation of, 153 
Pus, 720 
Pyelogram, intravenous, 313 
Pyemia, 720 
Pyloric sphincter, 720 
Pyrexia, 142, 404, 720. See also Fever. 
Pyrogen(s), 402, 720 
Pyuria, 310, 720 


QUADRIPLEGIC, 489, 720 
Quality assurance, 97 
Queckenstedt's sign, 720 
Quickening, 488 

Quotidiart fever, 404, 713, 720 


RADIAL pulse, 146, 720 
Radiation, 720 
in maintenance of body temperature, 141 


Radiation therapy, surgical wound healing after, 


579 
Radioactive xenon, 380 
Radiologic technologist, 76, 720 
Radionuclides, in diagnosis, 165 
Radiopharmaceuticals, 165 
Rales, 378, 721 
Range of motion, 493—496 
Rapport, 721 
Rationalization, 18, 721 
Reaction formation, 20, 721 
Reassurance, 183 
Record-keeping, 217—228, 721 

flowsheets in, 225 

nursing notes in, 220 

progress notes in, 224, 720, 722 
Records. See Medical records; Record-keeping. 
Recreation, for nurses, 8 
Recreation programs, 60, 61 
Recreation specialist, 75, 721 
Rectal reflex, 327, 328, 330 
Rectal suppository, insertion of, 342, 343 
Rectal temperature, 144 
Rectal tube, insertion of, 342 
Rectum, function of, 327, 721 

instillation of medication into, 630 
Red Cross, 57 
Referrals, 188 
Referred pain, 448, 721 
Reflex(es), 721 

corneal, 706 

cough, 374 

duodenocolic, 327 

gastrocolic, 327, 330 

Hering-Breuer, 372 

infant, 243 


Reflex(es) (Continued) 
papillary, 717 
rectal, 327, 328, 330 
rooting, 243 
swallowing, assessment of, 290 
Reflex peristalsis, problems in, 331 
Regimen, 721 
Registered nurse(s), 74, 94, 98, 721 
percentage of, 72 
Registration, of nurses, 91, 94, 98 
Regression, 20, 721 
Rehabilitation, 6, 721 
in health promotion, 3 
nurse's role in, 62 
services for, 61—63 
Rehfuss tube, 292 
Reiter, Frances, 83 
Relapsing fever, 721 
Relationship, nurse-patient. See Nurse-patient 
relationship. 
Relaxation techniques, for pain relief, 459—460 
Religion, 680—687 
food practices and, 271, 272 
medicine and, 25 
refusal to take medication and, 615 
Religious customs, Jewish, 684 
Protestant, 684 
Roman Catholic, 684 * 
REM sleep, 424, 425, 721 
Remedial gymnast, 76 
Remittent fever, 404, 721 E 
Renal anuria, 309, 310, 702 
Renal artery, 303 
Renal dialysis, 322—323, 721 
Renal dialysis technicians, 7 3 
Renal disease. See Kidney(s), disease of. 
Renal function. See Kidney(ies), function of. 
Reports, 187—188... 1 
Repression, 20, 721 
Reproductive status, 155 
Reproductive system, anatomy of, 636—641 
female, 639—640 
hormonal control of, 637 
male, 637-639 
physiology of, 636—641 
Research, ethics and, 90 . 
Reserpine, gastrointestinal effects of, 332 
Resident, 74, 721 
Residual volume, 721 / 
Resistance, in general adaptation syndrome, 17 
of peripheral blood vessels, 149 
Respect, in nurse-patient relationship, 172 


Respiration(s), 371—397, 721. See also Respiratory 


function. 
anxiety and, 372, 390, 392 
artificial, 392-394 
assisted, bag-mask method of, 394, 394 
Biot's, 703 
changes in, 378 

with pregnancy, 375 
character of, 147 
depth of, 147 
emotions and, 372 
exercise and, 372 
fluid balance and, 353 
muscles of, 374 
observation of, 147—148 
physiology of, 371-372 
rate of, 147 
regulation of, 371, 373 
renal disease and, 310 
rhythm of, 147 
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Respiration(s) (Continued) 
shallow, 147 
symrnetry of, 147 
Respirator(s), Bennet, 385, 390 
Bird, 385 
Respiratory acidosis, 353 
Respiratory alkalosis, 353 
Respiratory center, 371, 373 
Respiratory distress, in infants, 375 
signs of, 376—379 
Respiratory emergencies, 392—396 
Respiratory function, 371—397. See also 
Respiration(s). 
anxiety and, 372, 390, 392 
assessment of, 376—382 
carbon dioxide transport and, 374 
cardiovascular systern and, 374 
changes through life cycle, 375—376 
control of breathing and, 373 
factors affecting, 373—376 
nursing interventions in, 382-396 
oxygen availability and, 372 
oxygen transport and, 374 
pregnancy and, 375 
problems in, 382 
tests of, 379—382 
ventilation and, 374 
Respiratory infection, in infants and children, 375 
Respiratory isolation, 568(t) 
Respiratory problems, postoperative, 580—581 
Respiratory rate, 147 
Respiratory system, chemoreceptors of, 372 
functional capacity of, 375 
physiology of, 371-372 
pressoreceptors of, 372 
regulation of, 371—372 
stretch receptors of, 372 
Respiratory technologist, 73, 721 
Respiratory therapist, 76 
Respiratory therapy, 385—396. See also 
Cardiopulmonary resuscitation; Inhalation 
therapy. t 
Respiratory tract, postural drainage of, 385 
Rest, adequacy of, assessment of, 428—429 
and sleep, patterns of, 155 
factors affecting, 426 
in fever patient, 409 
principles of, 430(t) 
Restraints, 519-522 
Resuscitation, 271 
cardiopulmonary, 394—396 
Retching, 721 
Retention catheter, 318 
Retrograde pyelogram, 313 
Reverse barrier technique, 564 
Rhinitis, 557 
Rhythm, circadian, 141, 424, 705 
Rhythmic breathing, for pain relief, 459-460 
Rickettsiae, 721 
Rigor mortis, 721 
Ringworm, 552 
Risk factors, in physical fitness evaluation, 4 
Role(s), 721 
social, sex-typed, 636 
Role-playing, 203, 204 
Rooting reflex, 243 
Rorschach. test, 167 
Rotation, 484, 485, 721 
Rounds, 189 
Roundworm infestation, 333 
Ruga(e), 721 


SACRAMENTS, 684—685, 721 
Saddle joint, 486 
Sadomasochism, 721 
Safety devices, for patients, 517—522 
Safety jackets, 519, 520 
Safety needs, 232, 509—529 
assessment of, 527 
effects of surgery on, 576 
Safety problems, 514-515 
Safety programs, 527 
Safety to practice, 97 
Sagittal plane, 486, 486, 722 
Salmonella, 552, 556 
Sanitarians, 75 
Sanitation, 35 
Saphenous veins, 722 
Scanning, computer-assisted, 165 
ultrasonic, 166 
Scapegoating, 19, 722 
Scar formation, 577 
School health programs, 54 
School nurses, 5, 8 
Sclerosis, 722 
Screening programs, 3 
Scrotum, 637 
examination of, 649 
Scultetus binder, 599, 600 
Sebaceous glands, 532 
Sebum, 722 
Secretion, 164, 722 
Secularism, 722 
Security, factors affecting, 666—668 
sense of, 661 
Security needs, 232, 660—687 
effect of su on, 576 
Sedative, 722 
Self-actualization, 
Self-esteem, 66 
appearance dnd, 665 
effects of surgery on, 577 
factors affecting, 666-668 
Self-esteem needs, 660-687 
Self protection, factors affecting, 510-512 
Selye, Hans, 16, 18 
Semen, 638 
Semicircular canal, 722 
Semilunar valve, 722 
Seminal vesicles, 638 
Seminiferous tubules, 638 
Senility, 722 
Sense organs, impairment of, 469. See also Sensory 
perception. 
Sensitivity, 164, 722 
Sensorimotor stage, 234 
Sensory deficit, 472, 474, 722 
nursing interventions in, 477 
Sensory deprivation, 472, 722 
assessment of, 473—474 
nursing interventions in, 476 
signs of, 473 
Sensory functioning, of surgical patient, 585 
Sensory overload, 472, 474, 722 
nursing interventions in, 477 
Sensory perception, 153—154, 468—472 
adaptation in, 468, 511 
anxiety and, 510 
biological factors in, 469—472 
brain centers for processing, 470 
disturbances of, assessment of, 472—475, 478(t) 
principles of, 475(t) 
effect of surgery on, 576 


Sensory perception (Continued) 
factors affecting, 468—472 
environmental, 468 
nursing interventions in, 475—478 
organs of, impairment of, 469—471 
problems in, 510 
through life cycle, 471—472 
Sensory stimulation, excess of, 469 
lack of, 468 
need for, 467—479 
Sensory stimulus(i), adaptation to, 511 
Septic fever, 711 
Sertoli's cells, 638 
Serum, 722 
Sex differentiation, 636-637 
Sex Information and Education Council of the 
United States (SIECUS), 636 
Sex role inversion, 722 
Sexual activity, patterns of, 646 
Sexual functioning, 635—659 
anatomy of, 637—641 
assessment of, 647—649, 656(t) 
factors affecting, 641—643 
laboratory tests of, 648 
nursing interventions in, 651—659 
physiology of, 637—641 
psychological factors in, 643 
Sexual history, 647, 648—649 
Sexual needs, 635—659 
changes through life cycle, 643-646 
Sexual response, 640—641 
Sexuality, 635. See also Sexual functioning. 
educating patient about, 651 
principles of, 650(t) a 
Shallow respirations, 147 T 
Shaving, assisting patient with, 545—546 : 
Shellfish poisoning, 278 
Shivering, 400 
Shock, 359(t), 722 
cultural, 16 
in postoperative patient, 581—582, 586 
signs of, 359, 359(t) 
treatment of, 360 
Shoulder, exercise of, 494 
muscles of, 493 
Sick, annointing of, 685 
Side rails, proper use of, 517—519 
SIECUS, 636 
Sigh, 378 
Sight, loss of, 469 
Sigmoidoscopy, 336 
Significant other, 722 
Signs(s), 23, 219 
early, 17 
Queckenstedt's, 720 
vital, assessment of, 141—151, 725. See also 
specific signs, as Blood pressure, 
Temperature. 
postoperative, 581 
preoperative, 581 
Sims' position, 162, 163, 383, 441, 441, 722 
Single parent family, 5 
Singultus, 389 
Sitz bath, 416, 417 
Skeletal system, development of, 238 
in motor function, 483 
Skin, allergic reactions of, 538 
anatorny and physiology of, 532 
changes with age, 534—535 
effects of drugs on, 533 
evaluation of, 154 
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Skin (Continued) 
factors affecting, 532—534 
general health status and, 533 
glands of, 532 
hygienic practices and, 533 
infection of, prevention of, 569(t) 
integrity of, maintenance of, 533 
nourishment of, 532 
preoperative care of, 584—585 
preoperative preparation of, 589—590, 590 
sensitivity of, 154, 155 
status of, assessment of, 537, 547 
Slander, 722 
Sleep, 722 
barbiturates and, 427 
deprivation, 424, 722 
disturbances in, 428 
nursing interventions in, 429—430 
drug effects on, 426—427 
excessive, 428 
factors affecting, 426 
need for, 423—445 
patterns of, 155 
principles of, 430(t) 
REM, 424, 425 
stages of, 424—425 
status, assessment of, 428—429 
Sleepwalking, 424, 428 
Slipper pan, 339, 722 
Slurred speech, 160, 722 
SMA-12, 163 
Smear, Papanicolaou, 163, 648, 717 
specimens for, 164, 722 
Smell, 153 N 
assessment of, 475  : 
Smoke, inhalation of, 372 
Smoking, hospital regulations for, 523 
nutrition and, 272 
respiratory problems with, 378 
risks of, 4 
Soaks, body, 416 
SOAP format, 722 
Social data, 116, 120 
Social development, in childhood, 268(t) 
Social environment, 15 
Social roles, sex-typed, 636 
Social service departments, 60 
Social status, evaluation of, 160 
Social stress, 17 
Social worker, 76, 722 
Sociocultural factors, in perception of health, 23, 
25 
Socioeconomic status, in perception of health, 
24 
Sociology, 722 
Sodium. postoperative retention of, 575 
Sodium balance, renal regulation of, 352 
Somnambulism, 424, 428, 722 
Sordes, 722 
Sores, pressure, 543—545, 544 
Spansule, 617 
Spasm, 722 
Specimen(s), collection of, 164 
urinary, collection of, 311—312, 317-321 
Speculum, 720 
Speech, abnormalities of, 160 
assessment of, 475 
Spermatozoa, 637 
Spermicides, 653 
Sphincter, 722 
Sphygmomanometer(s), 140, 150, 150, 722 
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Spinal cord injury, altered pain perception with, 
451—452 
bladder retraining in, 315—316 
fever with, 402 
Spinal-gating hypothesis, 448 
Spinal nerves, in trunk and Jimb movement, 484 
Spine, lumbar puncture of, 715 
movement of, muscles involved in, 493 
- Spinothalamic tract, 722 
Spiral bandage, 602 
Spiritual counseling, 680—682 
Spiritual needs, 680—687 
of dying patient, 692 
Sponge bath, tepid, 410 
Spore, 723 
Spouse, death of, 16 
Sprain, 723 
Sputum, 382, 723 
examination of, 380 
lun disease and, 379 
specimens of, 164 
with cough, 148 
Stadium acmos, 723 
Stammering, 723 
Standards of nvrsing care, 98 
Staphylococcu* aureus, 556 
Stasis, 723 . 
Steam inhalatiows115, 415 
Stenosis, 723 ` 
Sterile gloves, donning, 598 
Sterilization, 560, 723 
Sternum, 723 
Stethoscope, 723 
Stock drugs, 617 `s 
Stockings, antiembolism, 583 
Stoma cone, for colostomy irrigation, 344 
Stomach, adverse drug effeS.sr'n, 619 
fluids, 354 OG. MM 
intubation of, 291-293 
suction of, 293 THES 
ulcer of, 18 . 
Stomatitis, 723 » 
Stool, specimen collection, 164, 723 
Stopcock, 723 
Streptococcal infection, 557 
Stress, 15—18, 16 
adaptation to, 16-18 
as body response, 18 
deprivational, 15 
equilibrium and, 15 
health problems related to, 6, 8 
lifestyle and, 18 
of excess, 15 
religious beliefs in relief of, 680—687 
responses to, 16—18 
individual differences in, 18 
psychological 18-20 
sources of, 668—670 a9. 
Stress incontinence, 309 XU o 
Stress reduction techniques, 8 B aR. 
Stressor(s), 15-18, 723 Re ‘Bin 
classification of, 15 fu» d. 
life changes as, 669—670 "n 
psychosocial, 17 ^ 
reactions to, individual différences 1 in, 18 
Stretch marks, 723 : 
Stretch receptors, 372 ' 
Stridor, laryngeal, 378 
Stroke, effect on motor function, 489 
fecal incontinence after, 332 
heat. 407 


Stroke (Continued) 
impaired sensory perception with, 470 
optimal level of health after, 13 
Stroke volume output, 723 
Structured interview, 115, 723 
Student nurse, legal status of, 94 
Stupor, 693, 723 
Stuttering, 160, 723 
Subarachnoid space, 723 
Subcutaneous injection, 367, 620—623 
equipment for, 620—621, 621 
preparation of medication for, 622—623 
sites of, 620 
Subjective symptom, 723 
Sublimation, 20, 723 
Suction, apparatus for, 294 
gastric, 293 
of throat, 383, 384, 384 
Suggestion, for pain relief, 460 
Suicide, 33 
Sulfanilamide, 723 
Sulfonamides, 5, 6 
pination, 484, 485, 723 
Suppository, 617, 723 
glycerin, 337 
rectal, insertion of, 342, 343 
Suppression, 723 
Suppuration, 723 
Surgery, 723. See also Surgical Patient. 
ablative, 574, 701 
ambulation after, 503—505, 593 
bladder catheterization after, 317—321 
constructive, 574, 706 
curative, 574, 706 
effects on basic needs, 574—577 
exercise after, 592, 593 
{over after, 402 
in diabetic pr’ nt, 579 
motor function efter, 576 
optional, 574 
palliative, 574, 717 
preparation of skin for, 589—590, 590 
reconstructive, 574, 721 
response to, factors-in, 578 
types of, 573—574 
Surgical asepsis, 561, 728 
Surgical care, 573—607. Se?riso specific 
procedures and technique-: 
Surgical patient, altered merital functioning in, 585 
anxiety in, 586 
assessment of, guide to, 604(t) 
breathing difficulty in, 580 
care of, 573—607. See also specific procedures 
and techniques. 


circulatory status of, 582 i 
decreased mobility of, 584 fe 
dehydrdtfon in, 582 Ux 
depression in, 586 t 


disturbed bowel functioning." 384 
edema in, 582 be fe 
educating, 587—589 

embolism in, 582—583 í 

exercise for, 592, 593. ' 

fluid and electrolyte imbalances in, 581—582 
monitoring vital signs of, 581 

motor function of, 576, 584 

nutrition of, 583 

pain in, 585 

postoperative assessment of, 580—586 
postoperative care of, immediate, 591—594 
preoperative assessment of, 580 


Surgical patient (Continued) 
preoperative care of, 589—590 
preoperative skin care for, 584—585 
problems of, 579 

assessment of, 580—587 
sensory functioning in, 585 
voiding problems in, 583—584 

Sutures, types of, 597, 723 

Swallowing, 152 
assessment of, 290 

Sweat glands, 532 

Sweating, 16, 400 
body fluid balance and, 354 

Swelling, 155 

Swing carry, 526, 526 

Swing gait, 505 

Sylvester method, 393—394 

Sympathetic nervous sytem, 723 

Symptom(s), 23, 219, 723 
early, 17 
subjective, 723 

Synapse, 723 

Syncope, 379, 723 

Syndrome, 723 

Synthesis, 723 

Syphilis, 654 
serological tests for, 648 

Syringes, 620, 621-622 
disposable, 622 
injector, 622 

Systolic blood pressure, 148, 150, 723 


TACHYCARDIA, 145, 724 

Tachypnea, 147, 724 

Taenia saginata infestation, 333(t) 

Tapeworm infestation, 333(t) gil. 

Tartar, 724 er e 

Taste, 153—154 
assessment of, 475 
distortions in, 152 = 

T-binders, 600 ay 

Teaching, assessment of patient needs in, 194° *! 
case-study approach to, 203 
characteristics of learner in, 197 
characteristics of teal rin, 198 
evaluation of, guide 1 `. 213(t) 
incorporating in nu~sing care, 204—209 
problem-solving approach in, 203 
process of, 196—200 
social climate for, 199 
strategies for, 198, 200—202 
styles of, 196, 703 
surgical patien. . 587—589, 588(t) 

Teaching plans, developing, 205-208  . 
expected outcomes of, 206—207 we 
implementation '", 208 

Technological ad: — "es, impact on health care, 6 

Technology, meu. `. 'vances in, 6 

Teeth, 532 
assessment of, 547(t, 
care of, 536, 539—540 
effects of medication on, 619 

Television, health education through, 7 

Temperature, 23, 704 
activity and, 142 
as adaptive mechanism, 16 
as homeostatic mechanism, 14, 141 
assessment of, 403—406, 407(t) 
axillary, 144 
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Temperature (Continued) 
changes with menses, 402 
daily variations in, 141, 142 
disturbances in, 402—403. See also Fever. 
assessment of, guide to, 419(t) 
nursing interventions in, 406—419 
elevated, 142, 144. See also Fever. 
esophageal, 144 
factors affecting, 142, 400—401 
measurement of, 141—144 
normal range of, 142 
oral, 142 
procedures for taking, 142—144 
rectal, 142 
indications for, 144 
regulation of, 141, 399—421 
changes during life cycle, 401 
effects of surgery on, 575 
mechanisms for, 399—400 
principles of, 408(t) 
skin surface, 141, 145 
surface vs. internal, 141 
teaching patient about, 205-207 
thermographic assessment of, 166 
Temperature-sensitive tape, 142 
Temporal pulse, 146, 724 
Tenesmus, 331, 724 - 
Tension, postural indicators of, * 
pulse, 145 
reduction of, 11 
Terminal illness, 689—699. See also Dying patient. 
health care in, 29 
Terminology, medical, 219, 227-228 
prefixes and suffixes in, 727(t) 
Testator, 724 
Test(s), Aschheirn-Zondek, 702 
Bence-Jones prote? ,03 
diagnostic, * ?  .J. See also specific tests. 
fibrin cor : „ration, 710 
for syp’. s, 648 
Fri ` .an, 710 
-aoglobin, 380 
in assessing nutritional status, 282 
in gastrointestinal] disorders, 282 
laboratory, collection of specimens for, 163-164 
of bowel function, 335—336 
of cardiopulmonary function, 166—167 
of electrolyte balance, 358 
of fluid balance, 358 
of kidney function, 312 
of physical fitness, 23-24, 24 
of respiratory function, 379—382 
of sexual functioning, 648 
of urinary function, 311—312 
pregnancy, 648 
Wassermann, 648 
Testes, 637-638 
und: scended, 643 
Test sterone, 637, 724 
Tet .us, 552 
T* .lamus, pain perception and, 448, 724 
T erapeuti~ .clationship, 171. See also Nurse- 
patient relationship. 
l'herrnal accidents, prevention. of, 522-524 
Thermal trauma, 724 4 
Thermography, 166, 724 
Thermometer(s), clinical, 140 
disinfection of, 143—144 
electronic, 142, 143 
Thigh, intramuscular injection into, 624—625 
movement of, muscles in, 493 


758 INDEX 


Thirst, fluid balance and, 352 
Thoracentesis, 379, 381—382, 381, 724 
Thought disorganization, 474 
Three man carry, 502—503, 526 
Throat, instillation of medication into, 630 
suctioning of, 383, 384, 384 
Thrombosis, 724 
Thrush, 535 
Thyroid gland, body temperature and, 399—400 
Thyroxine, body temperature and, 400, 724 
Tidal volume, 724 
Tingling, 154, 155 
Tinnitus, 153, 724 
Tissue biopsy, 166 
Tissue respiration, 147 
Toe(s), exercise of, 495 
Toenails, 532 
Toilet training, 306—307 
Tolerance, drug, 630, 724 
Tomography, axial, computerized, 165 
Tongue, 532 
evaluation of, 154 
Tonsillectorny, 724 
Tonus, 724 
Tort, 724 
Torticollis, 490 
Total nursing care, 84 
Total parenteral nutrition, 296 
Touch, 154, 467 
assessment of, 475 
Tourniquet, 724 
Toxemia of pregnancy, 355, 724 
Toxic shock syndrome, 649 
Trachea, 724 
Tracheotomy, 384, 724 
Traction, 724 
Tranquilizers, 679 
for mentally ill, 6 
Transfusion, blood, 366-367 
for surgical patient, 582 
Transsexual, 724 
Transudation, 724 
Transverse plane, 486, 486, 724 
Transvestism, 724 
Trauma, 724 
body fluid balance and, 355 
head, fever with, 402 
respiratory function with, 373 
mechanical, pain due to, 450 
therrnal, 522—524, 724 
urinary function and, 308 
Tray service, 287-288 
Tremor, 724 
Trendelenburg position, 441, 442, 724 
Treponema pallidum, 654 
Triangular binders, 600—601 
Trocar, 724 
Trochanter roll, 439 
Troche, 617, 724 
Trousers, medical antishock, 360 
Trunk, movement of, muscles involved in, 484, 
493 
Trust, in nurse-patient relationship, 172 
Tub baths, 542-543 
Tube feeding, 295 
Tuberculosis, 35 
Tumor, 724 
Turgor, 724 
Type A personality, 18 
Typhoid fever, 35 


ULcER(s), 18, 725 
decubitus, 543-545, 544, 707 

Ulnar pulse, 146 

Ultrasonic scan, 166 

Ultrasound, 724 

Ultraviolet lamp, 417, 725 

Umbilical cord, 238 

Umbilicus, 724 

United States Department of Health and Human 
Services, 47 

United States Pharmacopoeia, 609 

Urbanization, health care services and, 5 
impact on health, 33, 35, 35 

Urea, 724 

Urea frost, 310, 725 

Uremia, 310, 725 

Ureter(s), 725 
anatomy and function of, 303-304 

Urethra, 305, 725 

Urethral meatus, 305 

Urethritis, nongonococcal, 655 

Urgency, 725 

Urinal, male and female, 313, 315 

Urinalysis, 310, 725 
report form for, 312 

Urinary appliance, external, 321 

Urinary catheter, insertion of, 319-320 
need for changing, 321 

Urinary catheterization, of females, 317-319 
of males, 319-321 
preparation of patient for, 318—319 
reasons for, 317 


Urinary elimination, 303—321. See also Micturition. 


assessment of, guide to, 323(t) 
effect of surgery on, 575 
goals for nursing action, 313 
nursing interventions in, 313-323 
principles of, 314(t) 
Urinary function, 305-313 
»xiety and, 308, 309 
velia ment of, 310-313 
al capacity and, 307 
Saco tic tests of, 311 
econshd, 308 
factors affecting, 307—309 
emotional, 308 
neurologic, 308 
heart disease and, 308 
in adults, 306 
in children, 305 
in infant, 305 
infection and, 308 
pregnancy and, 306, 308 
problems in, 309-310 
tests of, collecting specimen for, 311—312 
Urinary incontinence, 309 
Urinary retention, significance of, 309, 313 
Urinary status, 152 
Urinary system, 304 
congenital anomalies of, 308 


Urinary tract, anatomy and physiology of, 303—305, 


304 
infection of, 309, 557 
obstruction of, 308 
Urine, acetoacetic acid in, testing for, 730 
albumin in, 310, 405, 702 
characteristics of, 152, 305, 311 
cultures, 312 
elimination of. See Micturition; Urinary 
elimination. 


Urine (Continued) 
foreign substances in, 310, 729-730 
laboratory tests of, 164, 310-313, 729-730 
normal frequency and amount of, 356(t) 
output, monitoring, 362 
protein in, 310, 720 
specimens of, collection of, 311—312 
catheterization in, 317—321 
midstream, 312 
sugar in, testing for, 729-730 
tests, in fluid and electrolyte imbalance, 358 
for pregnancy, 648 ` 
Urine meter(s), 321 
Urobilin, 725 
Urogenital system, male, 320 
Urticaria, 725 
Uterus, 639, 640, 725 


VADEMECUM International of Canada, 609 
Vagina, 639, 640, 725 
infection of, 649 
instillation of medication into, 630 
irrigation of, 656 
Vaginal examination, 163 
Vaginitis, 655 
Variable data, 725 
Vasoconstriction, 725 
Vasodilation, 725 
Vector, 725 
Vegetables, daily requirements of, 266(t) 
Vegetarian diet, 271 
Vein(s), inflammation of, 583 
Venereal disease, 33, 44, 654—655 
Ventilation, assisted, 385 
controlled, 385 
efficiency of, increasing, 384—385 
maximum voluntary, 381 
mechanical, 385 
physiology of, 372, 374 
Ventilator(s), 385. See also Respirator(s). 
Ventricle, 725 
Ventriculography, 725 
Ventrogluteal injection, 624 
Verbal communication, 160 
Vermin, 725 
Vernix, 534, 725 
Vertigo, 153, 379, 382, 725 
Vesicant, 725 
Virulence, 725 
Virus, 725 
Virus infection, 552 
Viscosity, 725 
of blood, 149 
Vision, age changes in, 471—472 
assessment of, 484 
deficits in, 510 
maturation of, 471 
Visual status evaluation, 153 
Vital capacity, 381, 725 
Vital signs, 141—151, 725. See also specific signs, 
as Temperature; Blood pressure. 
postoperative monitoring of, 581 
preoperative assessment of, 581 
Vitamin(s), 261, 725 
deficiency, bowel function and, 331 
excess, 267 
Vitamin A, 261 
Vitamin B, 261 


Vitamin C, 261 
Vitamin D, 261 
deficiency of, vegetarian diet and, 272 
Vitamin E, 261 
Vocational nurse, licensed, 714 
Voice, tone of, 180 
Voiding, 725. See also Micturition; Urinary 
elimination. 
Vomiting, 23, 152, 276, 277 
assessment of, 283, 298 
medication-induced, 277 
nursing management of, 284, 290 
prevention of, 289 
principles of, 285 
projectile, 283 
Vomitus, 726 
Voyeurism, 726 
Vulva, 639, 640 


WALKER, use of, 504 
Walking, assisting patient in, 503—505 
exercises to prepare for, 496 
Wart, genital, 655 
Wassermann test, 648 
Water, as essential nutrient, 349 
body distribution of, 349 
body requirements for, changes through life 
cycle, 355-356, 355 
dietary importance of, 261 
loss from body, 352 
Water-borne disease, 35 
Water pollution, 14, 35 
Weather, effects on health, 35 
effects on skin, 533 
Weight, 152 
center of, 487 
ideal, for men and women, 280(t) 
Well-being, health and, 12 
Wet breathing, 383 
Wet dreams, 647 
Wheezing, 148, 378, 726 
White blood cell count, 162 
Whooping cough, 35 
Wills, 107 
living, 694, 696-697 
Witch doctors, 7 
Wives, battered, 8 
Women, desirable weight for, 380(t) 
of child bearing age, 49, 50 
Workaholic, 18 
Workplace, health prograrns in, 4 
World Health Organization, definition of health, 3, 
12 
Worms, 552 
Wound(s), dehiscence of, 707 
dressings for, 597—599, 599 
infection of, organisms causing, 596 
preventing, 569(t) 
irrigation of, 599 
postoperative, care of, 595(t), 594—598 
purulent discharge from, 596 
surgical, general considerations in, 596 
hemorrhage in, 582 
observation of, 596 
sutures for, 597 
Wound healing, 577—578 
age and, 578 
assessment of, 605 
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